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After  1 0 years  in  practice,  you  're  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
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leasing  specialist  today. 
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FACE  THE  FACTS. 


Fact: 

Physicians  direct  TMAIT. 

TMAIT  is  endorsed  by  the 
TMA,  and  fellow  TMA 
physicians  oversee  decisions 
affecting  insurance  coverage. 


Fact: 

TMAIT  is  financially  sound. 

Our  stabilization  fund  is 
underwritten  by  The  Prudential 
Insurance  Company  of 
America. 


Fact: 
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You  only  have  to  submit  one 
claim  form  each  year,  saving 
you  time  and  paperwork. 


Fact: 

TMAIT  coverage  is  portable. 
Retain  your  TMA  membership 
and  keep  TMAIT  insurance  if 
you  relocate  or  change  your 
practice. 
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of  experience,  Texas  Medical  Association 
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partner-  providing  reliability,  financial  stability, 
safety,  excellent  service  and  peace  of  mind. 
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physician,  with  comprehensive  coverage  including  Major  Medical, 
Life  Insurance,  Disability,  Office  Overhead,  and  Personal  Accident 
Insurance.  We  provide  your  family  with  Major  Medical,  Life  and 
Personal  Accident  Insurance,  and  your  staff  with  Major  Medical  and 
Life  Insurance  coverage. 

Today,  health  care  is  about  choice  and  control  of  costs.  Now,  TMAIT 
offers  the  Group  Plus  Point-of-Service  (POS)  Plan,  giving  you  a 
choice  between  the  cost  benefits  of  a contemporary  style  plan  or  the 
flexibility  of  the  more  traditional  indemnity  products. 

Facts  worth  facing.  Forty  years  of  teamwork.  TMAIT  and  you. 

TEXAS  MEDICAL  ASSOCIATION 
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The  only  lite  and  health  insurance  program 
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Austin  emergency  medicine  specialist  Don  H. 
Gustafson,  MD,  explains  a patient’s  condition. 
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raised  anew  concerns  about  the  ethics  of  organ  transplantation.  It’s  a 
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and  preserve  patient  confidentiality. 

BY  RICHARD  M.  GRIMES,  PHD;  ANDREW  W. 
HELFGOTT,  MD;  JULIE  R.  WATSON,  JD;  AND 
NANCY  L.  ERIKSEN,  MD 


Public  Health 

When  less  is  more 42 

Hospice  care  is  gaining  converts  among  patients  and  physicians. 

BY  TERI  LEE  JONES 


The  Journal 53 

Evaluation  of  a lead  screening  program  in  Houston,  Tex 

BY  LYNNETTE  J.  MAZUR,  MD,  MPH;  VIRGINIA  A.  MOYER,  MD,  MPH; 
PAMELA  A.  LALLY,  MD;  AND  WENYAW  CHAN,  PhD 

Cancer  incidence  and  mortality  in  urban  versus  rural  areas  of  Texas, 

1980  through  1985 

BY  DAVID  R.  RISSER,  PHD,  MPH 


DEPARTMENTS 

Introducing 

Texas  Medicine  Rounds 10 

'EM  A House  of  Delegates  report  • From  the  Field  • Specialty  Spotlight  on 
emergency  medicine  • L.  Rodney  Rodgers,  MD,  on  third  parties  and  fee’  money 


Editor’s  Note  6 

People 7 

Information  for  Authors 62 

Texas  Physicians’  Directory 64 

Classified  Directory 66 

Educational  Opportunities 73 

Back  Talk  76 


Texas  Medical  Association 

(8oo)  880-1300 

Board  of  Publication 

Alan  C.  Baum,  MD,  Houston,  Chair 

Byron  L.  Howard,  MD,  Dallas,  Vice  Chair 

Ladon  W.  Homer,  MD,  Fort  Worth,  Secretary 

E.  Rubin  Bernhard,  Jr,  MD,  San  Antonio 

Robert  L.  Donald,  MD,  Houston 

Earl  L.  Grant,  MD,  Austin 

Frederick  L.  Merian,  MD,  Victoria 

J.  James  Rohack,  MD,  College  Station 

Victor  J.  Weiss,  Jr,  MD,  San  Antonio 

Mark  J.  Kubala,  MD,  Beaumont,  TMA  President 

Hugh  Lamensdorf,  MD,  Fort  Worth,  TMA  President-Elect 

Betty  P.  Stephenson,  MD,  Houston,  Past  President 

George  E.  Thannisch,  MD,  Lufkin,  Secretary/Treasurer 

Bernard  W.  Palmer,  MD,  San  Antonio,  Speaker  of  the  House 

Tom  B.  Hancher,  MD,  Columbus,  Vice  Speaker  of  the  House 

Executive  Vice  President 

Robert  G.  Mickey,  Austin 

Division  of  Communication 

Kathryn  Trombatore,  Director 

Editorial  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1376 

Kathryn  Trombatore,  Executive  Editor 
Jean  Pietrobono,  Managing  Editor 
Larry  BeSaw,  Associate  Editor 
Teri  Lee  Jones,  Associate  Editor 
Ken  Ortolon,  Associate  Editor 
Lynn  M.  Alperin,  Clinical  Articles  Editor 
Laura  J.  Albrecht,  Photo  Editor 
Shari  Henson,  Editorial  Associate 
Johanna  Franke,  Editorial  Associate 

Advertising  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1300 

Denise  Kotson,  Assistant  Advertising  Manager 
Melissa  McAdoo,  Assistant  Advertising  Manager 

Design  and  Art  Direction 

Fuller  Dyal  & Stamper,  Inc,  Austin 

Editorial  Committee 

Glen  E.  Journeay,  MD,  Austin,  Chair , (512)  345-0047 
George  L.  Bohmfalk,  MD,  Texarkana,  (903)  794-4196 
Dolores  Carruth,  MD,  Irving,  (214)  252-5808 
Kenneth  G.  Davis,  MD,  Conroe,  (409)  756-3321 
Burton  C.  Einspruch,  MD,  Dallas,  (214)  369-1636 
Eugene  M.  Hoyt,  Jr,  MD,  Houston,  (713)  659-7449 
John  C.  Jennings,  MD,  Galveston,  (409)  772-6764 
Martin  N.  Raber,  MD,  Houston,  (713)  792-7765 
Fazlur  Rahman,  MD,  San  Angelo,  (915)  949-9555 
Luther  B.  Travis,  MD,  Galveston,  (409)  772-2538 
David  Vanderpool,  MD,  Dallas,  (214)  823-2650 
Susan  Rudd  Wynn,  MD,  Fort  Worth,  (817)  731-7511 

Texas  Medicine  (ISSN  0040-4470)  is  published 
monthly  by  the  Texas  Medical  Association, 

401  W 15th  St,  Austin  78701. 

Copyright  © 1996  by  the  Texas  Medical  Association. 

Owned  and  issued  monthly  by  the  Association. 

Subscriptions 

401  W 15th  St,  Austin  78701 
c/o  Finance  Office 

Subscription  rates  are:  Members,  $20  per  year; 
non-members  and  institutions,  $40  per  year;  foreign, 

$48  US  currency;  single  copy,  $4  plus  $0.32  sales  tax. 

The  articles  published  in  Texas  Medicine  represent  the 
opinions  of  the  authors,  and  do  not  necessarily  reflect 
the  official  policy  of  the  Texas  Medical  Association. 

Publication  of  an  advertisement  is  not  to  be  considered 
an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 

Second  class  postage  paid  at  Austin,  Texas, 
and  additional  mailing  offices. 

POSTMASTER: 

Send  address  changes  to  Texas  Medicine , 

401  W 15th  St,  Austin  78701. 


4 


TEXAS  MEDICINE  ★ JANUARY  1996 


rentier 


INSURANCE  COMPANY 


NOW  OFFERS 

PROFESSIONAL  LIABILITY 


'N,, 
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About  Frontier 

Frontier  Insurance  Company  of  New  York  is 
a member  of  the  Frontier  Insurance  Group, 
Inc.  We  are  a licensed  and  admitted  carrier 
in  Texas. 


■ SUPERIOR  POLICY 

■ COMPETITIVE  RATES 
FINANCIAL  STABILITY 


Frontier's  financial  stability  can  be  demon- 
strated by  our  ratings  of  A-  (Excellent)  by 
A.M.  Best  and  A+  by  Standard  & Poor’s 
for  our  claims  paying  ability. 


What  Makes  Frontier  Different? 

Consent  to  Settle  Provisions 
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only  6 companies  in  the  country  to  have 
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Occurrence  & Claims  Made  Policies 

Discounts  for  longevity,  loss  history,  risk 
management  courses  and  board  certification 
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insurance  program.  This  office  provides 
support  to  our  agents  and  policyholders. 


■ True  Incident  Reporting 

Optional  Coverage  for  Contractual  Liability, 
HMO  & PPO  Contracts 
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medical  malpractice  defense  firms 

A network  of  independent  insurance  agents 
experienced  in  medical  professional  liability 
insurance 


Contact  one  of  our  agents  for  more  information. 
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Ft.  Worth:  (800)  856-3101 

R.O.  Williams  & Co.,  Inc. 
Beaumont:  (409)  835-5921 


PSH  Professional  Services 
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J.S.  Edwards  & Sherlock 
Beaumont:  (409)  832-7736 

Insurance  Associates 
of  Texas 

Conroe:  (409)  756-2222 


Tom  Baker  Insurance 
Agency,  Inc. 

Houston:  (713)  467-4491 
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Horseshoe  Bay:  (800)  219-6649 
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Company 

Houston:  (713)  464-6291 
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1996  WINTER 

LEADERSHIP 

CONFERENCE 


Thriving  in  a Climate  of  Change 

February  24.  1996 
Sfouffer  Renaissance  Dustin  Hotel 


The  1996  Winter  Leadership  Conference  focuses 
on  the  medical  profession’s  changing  practice 
environment  and  the  need  for  physicians  to  thrive 
during  these  challenging  times. 

Invited  Featured  Speakers 

Nancy  W.  Dickey,  MD,  chair,  AMA  Board  of  Trustees 
Jordan  J.  Cohen,  MD,  president,  Association  of 
American  Medical  Colleges 
John  Kitzhaher,  MD,  Governor  of  Oregon 
David  R.  Smith,  MD,  Texas  Commissioner  ol  Health 

Special  Benefits 

Dawn  Duster  on  tort  reform  measures  passed  by  the 
1995  Texas  Legislature 

Luncheon  compliments  of  Texas  Medical  Association 
Insurance  Trust 

Afternoon  session  on  managed  care 
Free  registration  for  TMA  members 

For  more  information,  call  Texas  Medical  Association 
at  (800)  880-1300,  Ext.  1346,  or  (512)  370-1346 


TexasMedical 

Association 


Editor’s  Mote 


WITH  HOLIDAY  EXCESSES 
and  regrets  behind  us,  the  new 
year  often  finds  our  thoughts 
turning  to  self-improvement. 
Time  to  start  jogging,  take  a challenging 
class,  learn  tennis,  shed  those  20  pounds. 
In  the  same  spirit  of  reinvention,  the 
Texas  Medicine  staff  has  taken  this 
opportunity  to  look  for  ways  to  make 
the  magazine  better  serve  its  readers. 

As  a way  to  keep  you  informed 
about  issues  and  events  affecting  the 
profession,  we  introduce  a new  depart- 
ment, Texas  Medicine  Rounds  (see  p 
10).  In  a reader-friendly,  easy-to-scan 
format,  we  ll  each  month  present  brief 
highlights  on  a broad  range  of  subjects 
— Texas  Medical  Association  actions 
and  policies,  trends  and  developments 
in  medical  research  and  education,  and 
public  health  initiatives,  to  name  a few. 

Rounds  contains  popular  columns 
we’ve  published  in  the  past,  including 
physician  commentaries  and  50  Years 
Ago  in  Texas  Medicine.  And  we’re 
adding  two  new  regular  columns:  Spe- 
cialty Spotlight,  which  focuses  on  a dif- 
ferent specialty  each  month,  and  From 
the  Field,  a roundup  of  trends,  merg- 
ers, start-ups,  and  other  news  in  the 
medical  marketplace.  Last  but  not 
least,  TMA  Advantage  will  highlight 
tangible  benefits  ofTMA  membership. 

And  we’re  off.  We  hope  you  find 
the  new  department  useful  and  look 
forward,  as  always,  to  your  letters  and 
comments. 

JEAN  PIETROBONO 
Managing  Editor 
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NEWSMAKERS 

San  Angelo  internist  John  P.  Darby,  MD, 
received  the  Algernon  Sydney  Sullivan 
Award  from  his  alma  mater,  the  Uni- 
versity of  South  Carolina,  for  his  work 
with  the  people  of  Afghanistan.  The 
award  is  the  university’s  highest  honor 
given  lor  humanitarian  effort. 

Officers  of  the  Texas  College  of 
Emergency  Physicians  include  Diana 
L.  Fite,  MD,  Houston,  president;  Gre- 
gory J.  Byrne,  MD,  Dallas,  president- 
elect; Roy  Lynn  Rea,  MD,  Dallas, 
treasurer;  Brian  K.  Nelson,  MD,  El 
Paso,  secretary;  and  William  L.  Moore, 
MD,  Tyler,  past  president. 

Paulette  Foster-Galbraith,  MD,  San 

Antonio,  received  the  1995  Resident 
Award  for  Excellence  in  Clinical 
Research  from  the  Texas  Academy  of 
Family  Physicians. 

San  Antonio  family  practitioner  Jose  J. 
Gamboa,  MD,  received  the  National 
Hispanic  Community  Service  Award 
from  the  Interamerican  College  of 
Physicians  and  Surgeons. 

Four  Houston  physicians  recently  were 
honored  by  the  Department  of  Pedi- 
atrics at  Baylor  College  of  Medicine. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632. 


Joseph  A.  Garcia-Prats,  MD,  received 
the  Baylor  Pediatric  Golden  Award  for 
Excellence  in  Teaching,  which  recog- 
nizes 10  or  more  years  of  outstanding 
teaching.  Mark  A Gilger,  MD,  received 
the  Baylor  Pediatric  Award  of  Excel- 
lence in  Teaching  for  the  most  out- 
standing performance  in  teaching 
during  1994-1995.  L.  Leighton  Hill, 
MD,  received  the  Baylor  Pediatric 
Award  of  Achievement  in  Teaching  for 
medical  education.  Katharine  H.K.  Hsu, 
MD,  received  the  Arnold  J.  Rudolph 
Baylor  Pediatric  Award  for  Lifetime 
Excellence  in  Teaching. 

Houston  ophthalmologist  JackT.  Hol- 
laday,  MD,  received  the  1995  Ridley 
Medal  Award,  which  is  given  to  one 
ophthalmologist  a year  by  the  Euro- 
pean Society  of  Cataract  and  Refrac- 
tive Surgery. 

JackT.  Holladay,  MD,  Barry  N.  Hyman, 
MD,  and  Malcolm  L.  Mazow,  MD,  all  of 

Houston,  received  the  Senior  Honor 
Award  from  the  American  Academy 
of  Ophthalmology. 

Isabel  V.  Hoverman,  MD,  Austin,  was 
reelected  to  a 3-year  term  as  a trustee 
of  the  American  Society  of  Internal 
Medicine. 

Charles  Alvin  Jones,  MD,  Lubbock, 
received  the  1995  C.  Frank  Webber 
Family  Practice  Award  of  Excellence 
in  Oncology  from  the  Texas  Academy 
of  Family  Physicians. 

Dallas  cardiovascular  disease  specialist 

Norman  M.  Kaplan,  MD,  and  his  wife, 


Isabel  V.  Hoverman,  MD  Sam  A.  Nixon,  MD 


Nick  J.Paslidis.MD,  PhD  James  T.Willerson,  MD 


Audrey,  received  the  Torch  of  Con- 
science Award  from  the  Southwest 
Region  of  American  Jewish  Congress. 
The  Kaplans  were  recognized  for  their 
commitment  to  social  justice,  religious 
freedom,  human  rights,  and  equality. 

Houstonians  Sam  A.  Nixon,  MD,  and 

his  wife,  Elizabeth,  received  the  1995 
Texas  Academy  of  Family  Physicians 
Foundation  Philanthropist  of  the  Year 
Award. 

Nick  J.  Paslidis,  MD,  PhD,  Houston, 
received  the  American  Medical  Asso- 
ciation Glaxo  Leadership  Award. 

Pediatric  radiologist  Edward  B.  Single- 
ton,  MD,  was  awarded  the  1995  Gold 
Medal  of  the  Radiological  Society  of 
North  America. 


VOLUME  92  ★ NUMBER  I 


7 


People 


Internist  Cheves  M.  Smythe,  MD, 

Houston,  received  the  Gerontological 
Professional  of  the  Year  Award  in 
recognition  of  his  contributions  to 
geriatric  education  at  The  University 
of  Texas-Houston  Health  Science 
Center  and  in  state  organizations. 

Fort  Worth  sports  medicine  specialist 
Alan  R.  Stockard,  DO,  recently  returned 
from  Chiba,  Japan,  where  he  served  as  a 
team  physician  lor  the  USA  Judo  Team 
at  the  World  Judo  Championships.  Dr 
Stockard  is  1 of  about  40  US  physicians 
who  will  join  the  International  Olympic 
Committee  drug-testing  team  for  the 
1 996  World  Olympics  in  Atlanta. 

Houston  internist  C.  Porter  Storey,  Jr, 

MD,  is  the  first  recipient  of  the  Out- 
standing Service  Award  of  the  Interna- 
tional Hospice  Institute. 

Faculty  achievement  awards  were  pre- 
sented to  urologist  David  A.  Swanson, 
MD,  and  oncologist  MosheTalpaz,  MD, 
both  of  Houston,  during  The  Univer- 
sity of  Texas  M.D.  Anderson  Cancer 
Center’s  Faculty  Honors  Convocation. 

Robert  J.  Turner  III,  MD,  Fort  Worth, 
was  voted  president-elect  of  the  Texas 
Surgical  Society. 

Houston  internist  James  T.  Willerson, 

MD,  was  elected  president  of  the  pres- 
tigious Paul  Dudley  White  Honorary 
Cardiology  Society  at  Massachusetts 
General  Hospital  and  Harvard  Med- 
ical School. 
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DEATHS 


Horace  A.  Baker,  MD,  92;  Wills  Point; 
Baylor  College  of  Medicine-Dallas, 
1930;  died  October  27,  1995. 

Kent  Drake  Bealmear,  MD,  57;  Fort 
Worth;  University  of  Oklahoma  Col- 
lege of  Medicine,  1963;  died  Septem- 
ber 11,1 995. 

William  Jasper  Berry,  MD,  69;  Port 
Arthur;  Medical  College  of  Virginia, 
1951;  died  October  3,  1995. 

Gerald  Y.  George,  MD,  73;  Houston; 
Baylor  College  of  Medicine,  1950;  died 
October  9,  1995. 

Ruth  Hartgraves,  MD,  93;  Houston; 
The  University  ol  Texas  Medical 
Branch  at  Galveston,  1932;  died 
October  17,  1995. 

Albert  M.  McCulloh,  Jr,  MD,  73;  Brady; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1945;  died 
October  17,  1995. 

Marion  Wallace  McCurdy,  MD,  89;  San 

Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1933; 
died  October  8,  1995. 

Frank  Owen  McGehee,  Sr,  MD,  83; 

Houston;  Tulane  University  School  of 
Medicine,  1938;  died  October  19, 
1995. 

Blaine  E.  McLaughlin,  MD,  80;  Fort 
Worth;  State  University  of  New  York 
at  Syracuse  College  of  Medicine, 
1942;  died  October  14,  1995. 
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Gus  Miller,  MD,  72;  Houston;  Louisi-ana 
State  University  School  of  Medicine  in 
New  Orleans,  1952;  died  October  30, 
1995. 

James  Luther  Mims,  Jr,  MD,  75;  San 

Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1943; 
died  October  24,  1995. 

Paul  Key  Peterson,  MD,  63;  Brenham; 
Baylor  College  of  Medicine,  1957; 
died  October  18,  1995. 

William  Inzer  Southerland,  MD,  87; 

Sherman;  Baylor  College  of  Medicine- 
Dallas,  1930;  died  October  12,  1995. 

Earl  Warren  Stadler,  MD,  74;  Fort 
Worth;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1952;  died 
October  18,  1995. 

Byron  Ludwig  Steger,  MD,  84;  San 

Antonio;  Ohio  State  University  Col- 
lege of  Medicine,  1933;  died  January 
27,  1995. 

Lawrence  Walter  Szakalun,  MD,  73; 

Houston;  Hahnemann  University 
School  of  Medicine,  1948;  died  March 
2,  1995. 

James  Reagan  Whitehurst,  MD,  75; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1945; 
died  October  25,  1995. 

Horace  Louis  Wolf,  MD,  80;  Amarillo; 
Tulane  University  School  of  Medi- 
cine, 1939;  died  January  10,  1995. 


Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (214)  381-7181. 


Ischemic  Heart  Disease  and 
^ Congestive  Heart  Failure  1996: 

Therapy,  Underutilization 
and  Health  Care  Reform 


Saturday,  February  24,  1996 
8:00  am  to  4:15  pm 
The  Westin  Hotel  Galleria  Dallas 
13340  Dallas  Parkway 
Dallas,  Texas 


FACULTY 

Harold  L.  Kennedy,  MD,  MPH 

Program  Chairman 

Rush-Presbyterian-St.  Luke's  Medical  Center 
Maria  R.  Costanzo,  MD 
Rush-Presbyterian-St.  Luke's  Medical  Center 
Robert  S.  Rosenson,  MD 
Rush-Presbyterian-St.  Luke's  Medical  Center 
Gary  L.  Schaer,  MD 

Rush-Presbyterian-St.  Luke's  Medical  Center 

Frank  V.  Aguirre,  MD 

St.  Louis  University  Medical  Center 

Jeffrey  L.  Anderson,  MD 

LDS  Hospital 

Prakash  Deedwania,  MD 

VA  Medical  Center 

Eric  J.  Eichhorn,  MD 

Southwestern  Medical  Center 

Thomas  H.  Lee,  Jr,  MD 

Brigham  and  Women's  Hospital 

Leslie  W.  Miller,  MD 

St.  Louis  University  Medical  Center 

Philip  Podrid,  MD 

Boston  University  Medical  Center 

Craig  M.  Pratt,  MD 

Baylor  College  of  Medicine 


PROGRAM  DESCRIPTION 

The  purpose  of  this  educational  symposium  is  to  present  a review  of  the  state-of-the-art 
therapy  for  ischemic  heart  disease  and  congestive  heart  failure  as  indicated  by  randomized 
clinical  trial  and  investigative  data.  In  addition,  issues  of  underutilization  of  proven 
therapies  and  the  implications  of  health  care  reform  as  it  applies  to  those  therapeutic 
recommendations  will  be  addressed. 


PART  I - ISCHEMIC  HEART  DISEASE 


COURSE  OBJECTIVES 

Illustrate  the  survival  benefit  in  acute  myocar- 
dial infarction  of  thrombolytic,  antiplatelet, 
|3-blocker,  and  ACE-inhibitor  therapy. 

Discuss  those  antiarrhythmic  agents  that  have 
no  benefit  or  are  deleterious  in  ischemic  heart 
disease  patients,  and  review  the  known 
antiarrhythmic  therapies  that  have  proven 
efficacious. 

Review  and  understand  appropriate  indica- 
tions for  direct  and  delayed  PTCA,  stents,  and 
CABG  surgery  in  ischemic  heart  disease. 


PART  II  - CONGESTIVE  HEART  FAILURE 


COURSE  OBJECTIVES 

Examine  the  increased  prevalence  and  inci- 
dence of  congestive  heart  failure  in  North 
America  in  the  1990s  and  its  therapy. 

Explore  the  advantages  and  disadvantages  of 
alternative  therapies  to  pharmacologic  therapy 
for  congestive  heart  failure. 

Demonstrate  the  major  mechanisms  contribut- 
ing to  death  in  congestive  heart  failure-sudden 
death  and  pump  failure  and  address  therapeu- 
tic interventions. 


FOR  EASY  REGISTRATION,  CALL  1-800-997-9796  BY  FEBRUARY  21, 1996. 


THERE  IS  NO  REGISTRATION  FEE.  SEATING  IS  LIMITED. 

This  program  is  supported  by  an  unrestricted  educational  grant  from  Astra  USA,  Inc. 


(DRUSH 


Accreditation 

Rush-Presbyterian-St.  Luke's  Medical  Center  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  to  sponsor  continuing  medical  education  for  physicians.  Rush-Presbyterian-St.  Luke's  Medical 
Center  designates  this  continuing  medical  education  activity  for  6 credit  hours  in  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

Please  watch  your  mail  for  additional  information  about  this  important  and  timely  program. 
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Reigning  in  insurers 

Public  health  policies  take  center  stage 
at  I995TMA  Interim  Session 


TMA  delegates  address 
drive-by  deliveries, 
family  violence,  among 
other  issues 

The  Texas  Medical 
Association  House 
of  Delegates  backed 
up  its  commitment  to 
improve  the  health  of  Tex- 
ans at  its  November  17— 
18,  1995,  interim  session  in 
Austin.  The  House  called 
lor  laws  requiring  insurers 
to  cover  a minimum  of  48 
hours  of  inpatient  care  lor 
newborns  and  their  moth- 
ers, and  for  early  discharge 
of  patients  only  when  their 
physicians  deem  it  med- 
ically appropriate. 

Delegates  also  recom- 
mended physicians  rou- 
tinely ask  their  patients 
about  histories  of  family 
violence.  Members  also 
voted  to  support  insurance 
coverage  for  family  vio- 
lence victims,  which  is 
sometimes  denied  them. 


The  House  supported 
influenza  immunization 
programs  targeted  at  those 
having  a high  risk  for  flu 
complications  and  called  lor 
all  immunization  programs 
to  be  physician-directed. 


In  the  hotly  debated 
town/gown  conflict  over 
the  establishment  of  pri- 
mary care  clinics  by  state- 
supported  medical  schools, 
the  House  recommended 
development  of  a docu- 


ment outlining  goals  for 
The  University  of  Texas 
Medical  Branch  clinics. 

Another  controversial 
topic  was  the  American 
Medical  Association’s  “Study 
of  the  Federation,”  which 
calls  for  redefining  the  feder- 
ation. The  Board  ofTrustees 
will  report  on  the  study  at 
TMA  annual  session  this 
May.  The  House  directed 
the  Texas  delegation  to  use 
its  best  judgment  in  repre- 
senting TMA’s  interests 
should  the  study’s  recom- 
mendations come  to  a vote 
at  the  AMA  before  TMA 
trustees  issue  their  report. 

The  House  also  ap- 
proved recommendations 
that  addressed  workers’ 
compensation  policies, 
patient  education  con- 
cerning provisions  and 
limitations  of  managed 
care  plans,  application  of 
the  “Good  Samaritan”  law, 
and  telemedicine. 


In  his  address  to  the  House  of  Del- 
egates,TMA  President  Mark  J. 
Kubala,  MD,  Beaumont,  listed  his 
top  10  challenges  facing  medicine: 
patient  protection,  the  town/gown 
issue,  Medicare,  Medicaid, TMA  as 
advocate,  creation  of  a Medical 
Directors’  Forum,  technology, 
physician  workforce,  participation, 
and  change.  Dr  Kubala  said,  “We 
need  change.  But  our  challenge  — 
the  last  impression  we  can  leave  — 
is  to  be  sure  that  change  helps 
rather  than  hurts,  and  that  change 
puts  people  first.This  is  medicine’s 
commitment.This  is  TMA’s  com- 
mitment.” 
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Josie  R.  Williams,  MD,  Paris, TMA  alternate  delegate  and  chair  of  the  Orga- 
nized Medical  Staff  Section,  discusses  the  resolution  she  introduced  request- 
ing that  the  Texas  Medical  Foundation  evaluate  the  establishment  of  a Health 
Quality  Institute,  in  conjunction  with  TMA,  to  serve  as  a clearinghouse  for  the 
collection,  analysis,  and  reporting  of  information  related  to  quality  studies 
and  services  for  physicians.The  House  approved  the  resolution. 


TMA  officers  prepare  for  action  on  the  House  floor.  From  left  are  Hugh 
Lamensdorf,  MD,  Fort  Worth,  president-elect; Tom  B.  Hancher,  MD,  vice 
speaker;  Mark  J.  Kubala,  MD,  president;  and  Bernard  W.  Palmer,  MD,  speaker. 


TMA  President  Mark  J.  Kubala,  MD,  presents  the  first  Golden  Apple  Awards 
for  service  in  health  promotion  and  disease  prevention  to  physical  therapist 
Suzanne  Clarke,  Amarillo,  and  anesthesiologist  Larry  C.  Driver,  MD,  San 
Angelo.  Ms  Clarke,  a member  of  the  Potter-Randall  County  Medical  Society 
Alliance,  received  the  nonphysician  award  for  chairing  the  committee 
responsible  for  launching  a school-based  HIV/AIDS  education  program.  Dr 
Driver  received  the  physician  award  for  his  help  in  creating  the  TMA  pro- 
gram Hard  Hats  for  Little  Heads. 


TMA  President-Elect  Hugh  Lamensdorf,  MD,  Fort  Worth,  addresses  the 
House  of  Delegates.  Dr  Lamensdorf  will  be  installed  as  president  during  the 
TMA  annual  session  in  San  Antonio  this  May. 
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Alternate  delegate  Susan  B.  Smalling,  MD,  Round  Rock,  supports  a recom- 
mendation to  require  insurers  to  provide  coverage  for  a minimum  of  48 
hours  of  inpatient  care  after  uncomplicated  vaginal  delivery  and  a mini- 
mum of  96  hours  of  inpatient  care  after  uncomplicated  cesarean  delivery 
for  mothers  and  newborns.The  House  approved  the  recommendation, 
which  also  states  that  early  discharge  should  take  place  only  when  deemed 
medically  appropriate  by  the  patient’s  physician. 


From  left,  Nancy  W.  Dickey,  MD,  vice  chair  of  the  AMA  Board  of  Trustees; 
Milton  W.  Talbot,  Jr,  AM  A delegate;  and  George  G.  Alexander,  MD,  chair  of 
the  Texas  Delegation  to  AMA,  discuss  AMA’s  heavily  debated  “Study  of  the 
Federation.”  The  House  of  Delegates  approved  six  recommendations 
related  to  the  study,  one  of  which  referred  the  “Study  of  the  Federation”  to 
the  TMA  Board  of  Trustees  for  study  and  report  to  the  House  in  May. 


TMA  delegate  Dolores  Carruth,  MD,  Dallas,  argues  in  favor  of  a recommen- 
dation that  physicians  routinely  inquire  about  the  family  violence  histories 
of  their  patients  and  that  TMA  support  insurance  coverage  for  family  vio- 
lence victims. 


The  House  of  Delegates  approved  with  commendation  the  nomination  of 
Jim  Bob  Brame,  MD,  Eldorado,  to  receive TMA’s  Distinguished  Service 
Award  at  the  TMA  annual  session  in  May. 
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Dr  Brame  to  receive 
Distinguished  Service  Award 

For  nearly  three  de- 
cades, Jim  Boh  Brame, 
MD,  has  provided 
medical  care  for  rural  West 
Texans,  as  well  as  served  in 
health-care  positions  at  the 
local,  state,  and  national  lev- 
els. This  Eldorado  family 
practitioner’s  dedication  to 
health  care  both  inside  and 
outside  Texas  has  earned  Dr 
Brame  the  TMA  Distin- 
guished Service  Award  to  be 
presented  at  annual  session 
in  May  1996.  Dr  Brame’s 
nomination  for  the  award 
was  approved  by  the  House 
ol  Delegates  during  the 
November  interim  session. 

Dr  Brame  spent  6 years 
as  physician  representative 
on  the  Physician  Payment 
Review  Commission,  an 
independent  advisory  body 
to  Congress  that  meets 
monthly  in  Washington, 
DC,  to  recommend  reforms 
in  the  current  health-care 
system.  He  has  testified 
before  several  congressional 
committees  on  health-care 
issues  and  was  active  in 
TMA’s  legislative  efforts  in 
Washington,  DC.  Dr  Brame 
served  the  American  Med- 
ical Association  on  the  com- 
mittees on  Health  Services 
and  Physician  Contracts.  He 
has  also  been  active  in  the 
American  Hospital  Associa- 
tion’s committees  on  Med- 
ical Affairs  and  Hospital 
Medical  Staff7,  as  well  as  the 
Governing  Council  on 
Small  or  Rural  Hospitals. 

A former  TMA  presi- 
dent, Dr  Brame  also  served 
as  chair  of  the  TMA  Coun- 
cil on  Health  Facilities  and 


as  a member  ol  the  com- 
mittees on  Health  Planning 
and  Health  Care  of  the 
Poor.  He  has  participated  in 
the  Speakers’  Bureau  and 
was  the  TMA  representa- 
tive to  the  Medical  Care 
Advisory  Committee  ol  the 
Texas  Department  ol 
Human  Services  and  to  the 
Hospital  Licensure  Com- 
mittee ol  the  Texas  Depart- 
ment ol  Health. 

Dr  Brame  is  a consul- 
tant to  MEDNET,  a two- 
way  interactive  video 
service  between  medical 
centers  and  underserved 
areas,  and  is  adviser  to  The 
University  of  Texas  M.D. 
Anderson  Cancer  Center. 

In  other  House  of  Dele- 
gates action  in  November, 
the  following  physicians 
were  elected  to  honorary 
membership:  Lowell  E.  Bast, 
MD,  Amarillo;  Kenneth 
Ray  Dirks,  MD,  College 
Station;  Richard  C.  Dou- 
glas, MD,  Lubbock;  James 
Theodore  Hartman,  MD, 
Lubbock;  Wanda  F.  Neely, 
MD,  Lewisville;  and  Joseph 
F.  Peters,  Jr,  MD,  Cleburne. 

Leadership  conference 
to  focus  on  change 

he  Texas  Medical 
Association  presents 
its  1996  Winter 
Leadership  Conference 
Lebruary  24  at  the  Stouffer 
Renaissance  Austin  Hotel. 
The  theme  of  the  event  is 
Thriving  in  a Climate  of 
Change.  The  conference 
focuses  on  the  changing 
practice  environment  ol  the 
medical  profession  and  the 
need  for  physicians  to 


thrive,  not  merely  survive, 
during  challenging  times. 
For  more  information,  call 
the  Texas  Medical  Associa- 
tion at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346. 

Annual  session  registration 
under  way 

t’s  that  time  of  the  year 
again!  Plan  to  attend 
TMA’s  129th  Annual 
Session  May  9-12,  1996,  in 
San  Antonio.  Registration 
and  housing  reservation 
forms,  along  with  a prelim- 
inary schedule  of  events, 
can  be  found  on  pp  47-50. 
For  more  details,  watch  lor 
the  advance  program  in  the 
mail  this  February. 

Medical  students  provide 
safe  rides  home 

hen  a Texas 
Tech  Univer- 
sity undergrad- 
uate student  died  after 
injuries  sustained  in  a car 
accident  with  a drunk  dri- 
ver, Texas  Tech  medical  stu- 
dents took  notice. 

Members  ol  the  TMA- 
Medical  Student  Section 
(TMA-MSS)  chapter  at 
Texas  Tech  Lhiiversity 
Health  Sciences  Center 
decided  to  establish  a pro- 
gram that  would  help  pre- 
vent such  tragedies.  The 
Safe  Ride  Home  program 
ensures  Texas  Tech  students 
who  have  had  too  much  to 
drink  a free  cab  ride  on 
Thursday,  Friday,  and  Sat- 
urday nights  throughout 
the  year,  says  Gil  Segev,  sec- 
ond-year medical  student 


and  president  of  the  Texas 
Tech  TMA-MSS  chapter. 

“We  want  undergrads  to 
develop  the  habit  of  taking 
a cab  when  they’re  not  in  a 
position  to  drive,”  Mr 
Segev  said.  “We’re  covering 
the  costs  now,  but  we’re 
hoping  that  alter  they  grad- 
uate, they’ll  keep  the  habit 
of  picking  up  the  phone 
and  calling  lor  a cab." 

Students  can  obtain 
stickers  with  the  cab  com- 
pany’s phone  number  to  put 
on  the  back  of  their  IDs  so 
the  number  is  readily  accessi- 
ble. They  must  show  their 
Texas  Tech  IDs  to  cab  drivers 
to  get  a free  ride  for  them- 
selves and  up  to  three  guests. 

The  program,  which 
began  September  28,  will 
cost  $ 1 0,000  in  its  first  year. 
As  ol  November,  the  Texas 
Tech  TMA-MSS  chapter 
had  raised  more  than 
$6,000  from  such  Lubbock 
businesses  as  United  Super- 
market and  Methodist  and 
St  Mary’s  hospitals.  More 
than  100  free  rides  were 
given  during  the  first 
month,  and  the  TMA-MSS 
chapter  estimates  1,200  will 
be  given  during  the  first 
year.  With  25,000  under- 
graduates enrolled  at  Texas 
Tech,  the  Lubbock  commu- 
nity is  very  supportive  ol 
the  Safe  Ride  Home  pro- 
gram, which  the  TMA- 
MSS  chapter  wants  to 
continue  in  years  to  come. 

“As  future  physicians,  we 
have  a responsibility  to  the 
community  to  show  our 
commitment  to  healthier 
lifestyles.  Especially  in  a col- 
lege community,  a good 
way  ol  doing  this  is  to  pro- 
mote safer  drinking  habits.” 
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By  Teri  Lee  Jones 

Emergency  medicine 

New  kid  on  the  block 


ONE  OF  THE  YOUNGEST  AND  FASTEST 
growing  medical  specialties,  emergency  medi- 
cine has  come  a long  way  since  the  late  1940s. 
Emergency  departments  back  then  were  often  called 
“accident  wards,”  were  staffed  by  nurses  only,  and  were 
typically  located  in  the  most  neglected  areas  of  the  hos- 
pital. Frontline  emergency  medicine  usually  consisted  of 
triage  by  nurses  who  would  then  summon  the  appropri- 
ate residents. 

Number  of  emergency  medicine  physicians  in  Texas: 

1,266. 

Number  in  the  nation:  Between  23,000  and  25,000. 
Experts  say  an  additional  25,000  are  needed  today. 

Number  of  civilian  emergency  medicine  residency  pro- 
grams in  Texas:  3. 

Texas  malpractice  frequency:  Claims  had  been  hied 
against  56.8%  ol  emergency  medicine  physicians 
between  1981  and  1994. 

Texas  average  salary:  $150,000  to  $250,000. 

Key  concerns:  Federal  law  requires  medical  screening 
exams  for  all  patients  presenting  to  emergency  depart- 
ments, whether  or  not  their  insurers  later  pay  for  them. 
Often,  managed  care  plans  deny  coverage  retrospectively 
if  a patient’s  condition  turns  out  to  be  nonemergent. 


Getting  approvals  for  treatment,  admissions,  and  trans- 
fers from  some  managed  care  plans  may  take  an  inordi- 
nate amount  of  time.  And  as  an  apparent  cost-cutting 
measure,  some  managed  care  plans  that  have  capitated 
contracts  with  emergency  medicine  physicians  use  emer- 
gency departments  as  catchalls,  sending  their  patients 
there  for  high-cost  tests. 

Emergency  medicine  physicians  have  to:  Be  specialists 
in  breadth,  able  to  handle  any  medical  problem  and 
organize  multiple  tasks  simultaneously;  get  used  to  shift 
work;  deal  with  abusive  patients;  work  lots  of  holidays. 

They  usually  like:  The  specialty’s  fast  pace  and  variety; 
freedom  from  the  rigors  of  managing  an  office  practice 
and  being  on  call  when  they’re  off;  active  procedures 
rather  than  prolonged  treatments. 

Personality  traits:  Action-oriented,  decisive,  cool  and 
logical  under  stress;  compassionate;  sense  of  humor. 

Stereotypes:  Mavericks,  nonconformists,  moonlighters. 

Never  call  an  emergency  medicine  physician:  An  emer- 
gency “room”  physician. 


Sources:  Texas  State  Board  of  Medical  Examiners,  Texas  College  of 
Emergency  Physicians,  American  College  of  Emergency  Physicians, 
American  Board  of  Medical  Specialties. 
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Galveston 
physicians 
John  Wallace, 
MD,  and 
Marschall  S. 
Runge,  MD, 
PhD,  prepare 
to  examine 
Harvey. 

Photo  I The 
University  of 
Texas  Medical 
Branch  at 
Calveston 


VA  launches  GulfWar  study 

n a search  for  answers  about  the 
health  consequences  of  the  Persian 
Gulf  War  conflict,  the  Department 
of  Veterans  Affairs  (VA)  has  begun 
new  research  on  Gulf  War  veterans 
and  their  families. 

The  National  Health  Survey  of 
Persian  Gulf  Veterans  and  Their 
Family  Members  is  a broad  epidemi- 
ological study  that  will  compare  a 
representative  sampling  of  15,000 
Persian  Gulf  veterans  with  a control 
group  of  15,000  veterans  who  served 
stateside  or  in  other  locations  away 
from  Southwest  Asia  during  the  Per- 
sian Gulf  War.  The  study  also  will 
evaluate  the  reproductive  health  and 
birth  outcomes  of  Persian  Gulf  veter- 
ans and  their  families. 

The  VA’s  Environmental  Epi- 
demiology Service  expects  initial  sur- 
vey data  in  June  1996  and  final 
physical  examination  results  in  June 
1998.  For  more  information,  call  the 
Persian  Gulf  Information  Center  at 
(800)  PGW-VETS  (749-8387). 

Official  report  on  human  radiation 
experiments  released 

The  history  of  radiation  research 
from  1944  until  1974,  when 
the  US  Department  of  Health, 
Education  and  Welfare  issued  rules 
for  protecting  human  subjects  in  gov- 
ernment-sponsored research,  is  now 
available  for  sale. 

The  906-page  final  report  of  the 
Advisory  Committee  on  Human  Radi- 
ation Experiments,  presented  to  Presi- 
dent Bill  Clinton  on  October  3,  1995, 
can  be  purchased  through  the  Superin- 
tendent of  Documents  for  $44.  An 
executive  summary  can  also  be  pur- 
chased for  $2.75.  To  order  by  phone, 
call  (202)  512-1800  between  10  am 
and  5 pm  Central  Standard  Time  on 
weekdays.  The  reports  can  also  be 
ordered  by  fax  24  hours  a day  at  (202) 


512-2250  or  purchased  at  any  of  the 
24  US  government  bookstores  nation- 
wide. Orders  must  cite  the  appropriate 
stock  number:  061-000-00848-9  for 
the  final  report  and  061-000-00849-7 
for  the  executive  summary. 

Students  can  learn  a lot 
from  a dummy 

The  University  of  Texas  Medical 
Branch  at  Galveston  (UTMB) 
is  one  of  only  a handful  of 
institutions  in  the  nation,  and  the 
only  medical  school  in  the  state,  with 
a $180,000  rubberized  mechanical 
mannequin  for  use  by  students  to 
spot  heart  ailments. 

The  mannequin,  named  Harvey,  is 
suffering  from  27  heart  conditions, 
which  are  portrayed  by  a series  of 


audiocassette  tapes  that  plug  into  a slot 
in  Harvey’s  examining  table.  These  ail- 
ments range  from  hypertension  to 
acute  myocardial  infarction.  A laser 
disc  player  and  two  computers  hooked 
up  to  Harvey  allow  medical  students 
the  opportunity  to  look,  listen,  and 
learn  in  a fully  interactive  setting.  At 
the  end  of  a class,  Harveys  computer 
can  print  a slip  indicating  grades  for 
students  based  on  their  diagnosis, 
treatment,  and  examination  of  Harvey. 

“There’s  so  much  you  can  learn 
about  a patient  if  you  really  know  how 
to  do  an  examination  like  this,”  said 
Marschall  S.  Runge,  MD,  PhD,  direc- 
tor of  UTMB’s  cardiology  division 
and  the  Sealy  Center  for  Molecular 
Cardiology.  “With  real  patients,  you 
can’t  send  medical  students  and  resi- 
dents back  to  examine  them  over  and 
over,  but  Harvey  never  complains.” 
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Medical  conditions 
can  be  road  hazards 

The  Texas  Department  of 
Health  (TDH)  is  urging 
physicians  to  refer  names  ot 
patients  with  conditions  that  may 
lead  to  unsafe  driving  to  its  Medical 
Standards  on  Motor  Vehicle  Opera- 
tions Division. 

After  physician  referral,  TDH 
sends  forms  to  patients  asking  for 
their  medical  histories,  which  are 
given  to  the  Texas  Department  of 
Public  Safety  (DPS).  A medical 


advisory  board  of  physicians  and 
optometrists  reviews  each  case  to 
determine  whether  a medical  condi- 
tion may  affect  the  ability  of  the 
applicant  to  safely  operate  a vehicle. 
The  board  makes  recommendations 
to  DPS,  which  has  the  authority  to 
restrict  or  revoke  driver's  licenses 
temporarily  or  permanently.  Each 
year  the  board  reviews  about 
15,000  cases. 

According  to  Vernon’s  Civil 
Statutes,  a physician  can  report  the 
name,  birth  date,  and  address  of  any 
patient  more  than  15  years  old 


whom  the  physician  believes  might 
be  unsafe  behind  the  wheel.  The 
release  of  the  information  is  an 
exception  to  the  patient-physician 
privilege  requirements  of  the  Medical 
Practice  Act  of  Texas.  The  statutes 
also  state  that  physicians  voluntarily 
reporting  to  the  board  may  not  be 
held  liable  for  their  professional 
opinions,  recommendations,  and 
reports.  For  more  information,  call 
Harold  Broadbent,  director  of  the 
TDH  Medical  Standards  on  Motor 
Vehicle  Operations  Division,  at 
(512)  834-6700. 


Diabetes  research  at 
UT  Southwestern 


Diabetes  researchers  at  The  University  of  Texas 
Southwestern  Medical  Center  are  now  “creat- 
ing” animal  cells  to  act  as  surrogates  for  the 
norma!  insulin-producing  tissue  that  is 
destroyed  in  the  bodies  of  many  diabetics.  From 
left,  Charles  F.  Baer,  president  of  Becton  Dickin- 
son Worldwide  Diabetes  Care;  Mary  Tyler 
Moore,  chair  of  the  Juvenile  Diabetes  Founda- 
tion International;  and  J.  Denis  McGarry,  PhD, 
professor  of  internal  medicine  and  biochem- 
istry at  UT  Southwestern,  are  examining  rat 
cells  that  have  been  genetically  engineered  to 
secrete  insulin  in  response  to  a high  concentra- 
tion of  glucose. 

Photo  I Juvenile  Diabetes  Foundation  International 
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By  Larry  BeSaw 

If  you  can’t  beat  ’em, 
join  ’em 

Almost  200  Houston 
physicians  have  put  up 
the  seed  money  to  cre- 
ate their  own  insurance 
company.  Organized 
under  the  auspices  of 
the  Gulf  Coast  Indepen- 
dent Practice  Associa- 
tion, created  by  the 
Harris  County  Medical 
Society  1 0 years  ago,  the 
venture  is  intended  to 
give  patients  and 
employers  insurance 
options  at  competitive 
prices  and  reduce  physi- 
cians’ administrative 
headaches. 

Tyler’s  The  Trinity  Clinic, 
PA,  the  largest  primary 
care  physician  group  in 
East  Texas,  and  Mother 
Frances  Hospital  have 
formed  The  Trinity- 
Mother  Frances  Health 
System  to  provide  care 
throughout  East  Texas. 
Only  the  third  such  ven- 
ture in  Texas,  it  will  allow 
the  physicians  and  the 
hospital  to  manage 
financial  risks  through 
effective  managed  care 
contracting,  efficient 
practice  management, 
and  high-quality,  out- 


comes-directed clinical 
care,  officials  say. 

FPA  Medical  Manage- 
ment, Inc,  of  San  Diego, 
has  purchased  San  Anto- 
nio’s Gonzaba  Manage- 
ment Services  Organiza- 
tion. Gonzaba  serves 

3.000  health  mainte- 
nance organization 
(HMO)  members  with  28 
primary  care  physicians 
and  more  than  200  con- 
tracted specialists. 

Physician  Partners,  Inc, 
one  of  the  largest  physi- 
cian groups  in  the  Dal- 
las-Fort  Worth  Metro- 
plex,  has  affiliated  with 
PacifiCare,  a federally 
qualified  HMO.  Physician 
Partners  will  serve  about 

10.000  members  of  Paci- 
fiCare’s  managed  care 
program,  including 
Secure  Horizons,  a 
Medicare  managed  care 
plan. 

An  Amarillo-based  HMO, 
FirstCare,  is  relocating 
its  headquarters  to 
Austin  and  will  hire 
about  700  people.  It  will 
maintain  a service  center 
in  Amarillo.  FirstCare 
covers  about  75,000  lives. 

The  Dallas  County  Med- 


ical Society  (DCMS)  has 
created  the  Patient 
Advocacy  Program  to 
give  patients  an  outlet  to 
vent  their  frustrations 
over  unhappy  encounters 
with  managed  care  plans. 
“Patients  are  suffering 
under  managed  care.  We 
want  to  help  patients 
regain  control  of  their 
health  care,”  said  James 
L.  Sweatt  III,  MD,  society 
president.  DCMS  will  cite 
the  accumulated  stories 
in  discussions  with  state 
and  federal  lawmakers, 
city  councils,  chambers 
of  commerce,  and  the 
Texas  Department  of 
Insurance. 

The  nation’s  largest 
pediatric  hospital, Texas 
Children’s  Hospital  in 
Houston,  is  planning  to 
launch  a pediatrics-only 
HMO.  It  will  direct  spe- 
cialized care  to  the  hos- 
pital and  routine  care  to 
community  hospitals.  It 
will  not  contract  with 
employers  directly,  but 
with  other  HMOs  to 
provide  coverage  for 
their  enrollees  on  an  at- 
risk  basis. 

Columbia  HCA  has 
agreed  to  take  over 
management  of  St 


David’s  Health  Care  Sys- 
tem in  Austin.  Federal 
Trade  Commission 
approval  is  required. The 
Columbia-St  David’s  ven- 
ture follows  the  manage- 
ment takeover  of  the 
City  of  Austin-owned 
Brackenridge  Hospital 
by  the  Seton  Medical 
Center  network. 

Two  of  the  nation’s  major 
alliances  of  not-for-profit 
hospitals,  American 
Healthcare  Systems,  of 
San  Diego,  and  Premier 
Health  Alliance,  of 
Westchester,  III,  have 
consolidated  to  form  the 
largest  health-care  net- 
work in  the  country.  The 
new  corporation  includes 
more  than  1,400  hospi- 
tals, including  three 
Houston  facilities  — The 
University  ofTexas  M.D. 
Anderson  Cancer  Cen- 
ter, St  Luke’s  Episcopal 
Hospital,  and  The 
Methodist  Hospital. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace. 
Submit  items  for  inclusion  in 
this  column  to  Larry  BeSaw, 
From  the  Field,  Texas  Medicine, 
401  W I Sth  St,  Austin, TX 
78701;  fax  (512)  370-1632; 
e-mail  larry  b@texmed.org. 
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Do  so-called  "third  parties”  affect  a doctor’s  diagnosis 
and  treatment  of  an  individual’s  medical  problems? 
The  answer  is  a resounding  yes!  They  are  at  the  heart 
of  the  problem  of  “free”  money,  which  is 
wreaking  havoc  within  the  American  health- 
care system.  Unless  this  problem  of  unwel- 
come third  parties  is  addressed  and  fixed,  the 
system  faces  ruin. 

To  be  sure,  some  third  parties  are  con- 
structive. As  a physician,  I can  spot  them  eas- 
ily. Their  main  interest  is  the  quality  of 
medical  care.  They  include  relatives,  clergy, 
friends,  and  neighbors  of  the  patient  who  are 
involved  because  of  love,  finances,  religion, 
or  responsibility  for  referral  to  the  doctor. 

But  doctors  are  also  all  too  well  aware 
of  three  other  third  parties  whose  presence 
threatens  to  undermine  the  quality  of  med- 
ical care.  These  are  insurance  companies, 
government  bureaucracies,  and  plaintiff’s 
trial  lawyers. 

In  the  1950s,  insurance  companies  paid 
only  for  hospital  care.  Noting  this,  many 
patients  wanted  their  regular  checkups  in 
the  hospital,  where  they  were  “free."  The 
notion  that  insured  care  is  free  and  to  be 
used  without  patient  responsibility  is  widespread  today. 
These  abuses  are  the  main  reason  for  high  premiums.  Insur- 
ance and  managed  care  businesses  still  make  a profit  by 
restricting  medical  services  and  by  using  doctors  who  can  be 
fired  if  they  offer  too  much  service.  “Good”  managed  care 
doctors  may  get  annual  bonuses. 

The  federal  government  is  the  major  third-party  pres- 
ence. Congress  voted  in  LBJ’s  Medicare  in  1965.  The  elderly 
liked  it  because  it  seemed  to  be  free  and  usable  without 
patient  responsibility.  Since  1 983,  every  imaginable  health 
service  has  its  long  code  number  and  a fixed  fee,  monitored 
poorly  by  bureaucrats  who  know  little  of  medical  care  neces- 
sity. The  complexity  of  the  Health  Care  Financing  Admin- 
istration’s micromanagement  of  every  detail  of  every  service 
every  day  is  the  envy  of  the  Internal  Revenue  Service.  Out 
of  every  4 billion  tax  dollars  spent  on  Medicare,  1 billion 
goes  back  to  the  bureaucracy.  Congress  has  now  reduced 
doctor  fees  more  than  40%  so  that  they  earn  very  little  more 
than  their  office  overhead  treating  the  elderly. 

The  third-party  presence  of  trial  lawyers  affects  all  practic- 
ing physicians.  We  know  that  medical  science  cannot  be 
applied  in  cookbook  style  to  humans  because  of  genetic  and 
other  differences.  Different  patients  react  differently  to  ill- 
nesses, drugs,  or  surgeries.  Unpredictable  events  occur  in  every 
practice.  The  lawyer  holds  the  doctor  responsible  for  this  diver- 
sity! Many  great  physicians  or  surgeons  whose  skills  and  repu- 
tations attract  the  toughest  cases  are  often  targets  for  lawsuits. 

“Gotcha!”  is  the  attitude  of  a few  patients  and  many  plain- 
tiff’s lawyers.  Physicians  expect  and  tolerate  review  and  chal- 


lenges by  their  medical  colleagues,  by  the  medical  organizations 
that  establish  standards,  and  by  hospital  medical  staffs.  In  legal 
challenges,  however,  the  MD  is  a fish  out  of  water  — fearful, 
anxious,  uncertain,  and  depressed.  This 
causes  defensive  use  of  extra  tests  and  proce- 
dures, such  as  inappropriate  CT  scans  or 
endoscopy  that  a patient  may  have  read 
about  and  now  wants.  Physicians  would 
much  rather  be  allowed  to  use  their  judg- 
ment, based  on  training  and  experience,  to 
decide  whether  these  tests  are  needed.  Plain- 
tiff’s lawyers  have  threatened  and  frightened 
our  profession.  Many  believe  that  a juror’s 
emotions  and  imagination  can  be  handled  to 
erase  science  and  other  factors  in  a lawsuit. 

I am  concerned  and  saddened  by  the 
way  third  parties  are  changing  the  practice 
of  medicine  from  a profession  to  a business 
— one  paid  for  largely  by  “free”  third-party 
money  driven  by  insatiable  consumer 
demand  and  controlled  by  those  with  little 
interest  in  quality. 

In  using  tax  and  insurance  “free”  money 
without  personal  responsibility,  Americans 
are  sacrificing  their  freedom  to  choose  their 
doctors  and  their  freedom  to  choose  quality 
medical  care.  Congress  must  return  most  of  the  responsibil- 
ity for  medical  care  costs  to  the  citizens  themselves. 

“Free”  money  could  be  replaced  by  a tax-free  medical 
IRA  system  proposed  by  economists  and  by  some  in  Con- 
gress. Responsibility  for  spending  the  IRA’s  real  money 
would  be  in  the  hands  of  the  patient.  When  the  year’s  IRA 
is  spent,  inexpensive  catastrophic  insurance  (deductible  the 
size  of  the  IRA)  would  cover  costs  to  a limit  set  by  law.  If  the 
IRA  limit  were  set  at  $2,400  yearly,  a person  would  pay  in 
$200  monthly.  If  there  were  no  medical  expenses,  a person 
could  skip  a payment.  Medicare,  Medicaid,  the  Veterans 
Administration,  and  similar  governmental  agencies  could  be 
replaced  by  the  medical  IRA  system,  or  something  similar, 
that  turns  “free”  money  into  that  to  be  spent  on  food  and 
cars.  The  government  would  monitor  the  use  of  IRAs  and 
pay  part  or  all  of  the  premiums  for  the  uninsured,  giving 
total  access  to  medical  care  at  far  less  than  current  costs. 

Finally,  I would  urge  limiting  contingency  fees,  requiring 
losers  of  lawsuits  to  pay  all  court  and  legal  fees,  and  encour- 
aging arbitration  alternatives. 

America  has  the  world’s  finest  medical  profession.  Pro- 
fessional services  paid  for  by  real  money  under  patient  con- 
trol can  shake  off  the  bad  third-party  presences  and  let 
doctors  be  far  more  responsive  to  their  patients.  Quality 
medical  care  can  be  preserved! 

L.  RODNEY  Rodgers,  MD,  is  a retired  Houston  internist. 
This  commentary  is  adapted  from  a column  first  published  in 
The  Houston  Chronicle  in  October  1995- 
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50  Years  Ago 

in  Texas  Medicine  - January  1946 

Vital  statistics  in  public  health 
By  Alan  C.  Love,  ms,  fapha 
Waco,  Tex 


VITAL  STATISTICS  HAVE  BEEN  STUDIED  FOR 
centuries  for  many  purposes.  Modern  statistics  were 
first  compiled  merely  for  the  purpose  of  knowing  the 
population  in  a particular  area.  More  recently,  statisti- 
cal studies  of  vital  information  have  become  a scien- 
tific approach  of  the  factors  controlling  life,  death,  and  disease.  Vital 
studies  today  are  patterned  more  after  the  standards  used  by  the  U.S. 
Bureau  of  Census  and  the  U.S.  Public  Health  Service.  An  interna- 
tional conference  met  in  1898  to  set  up  an  International  List  of 
Causes  of  Death  so  that  death  statistics  might  be  comparable  regard- 
less of  country,  state,  county,  or  city.  Every  ten  years  since  that  time 
there  has  been  a revision  of  this  International  List  of  Causes  to  fit 
additional  knowledge  gained  by  the  medical  profession  and  to  sim- 
plify the  system.  This  conference  has  divided  the  causes  of  death  into 
eighteen  parts,  as  follows: 

1 .  Infectious  and  parasitic  diseases. 

2.  Cancers  and  other  tumors. 

3.  Rheumatism,  diseases  of  nutrition,  and  so  forth. 

4.  Diseases  of  the  blood  and  blood  forming  organs. 

5.  Chronic  poisoning  and  intoxication. 

6.  Diseases  of  the  nervous  system  and  sense  organs. 

7.  Diseases  of  the  circulatory  system. 

8.  Diseases  of  the  respiratory  system. 

9.  Diseases  of  the  digestive  system. 

10.  Diseases  of  the  genito-urinary  system. 

11.  Diseases  of  the  pregnancy,  childbirth,  and  the  puerperium. 

12.  Diseases  of  the  skin. 

13.  Diseases  of  the  bones  and  organs  of  movement. 

14.  Congenital  malformations. 

15.  Diseases  peculiar  to  the  first  year  of  life. 

16.  Senility. 

17.  Violent  or  accidental  deaths. 

18.  Ill-defined  causes  of  death. 

(Texas  State  Journal  of  Medicine.  1946;4l  [9]  :473) 


TMA  Advantage 
Striking  gold: 
personal  financial 
services 


The  TMA  Gold  MasterCard  and  several 
other  personal  financial  services  are  avail- 
able to  Texas  Medical  Association  mem- 
bers from  MBNA  America. 

The  TMA  Gold  MasterCard  has  no 
annual  fee  and  will  soon  lower  its  interest 
rate  to  14.9%.  Features  include: 

* Credit  lines  from  $5,000  to  $50,000, 

* Up  to  five  additional  free  cards, 

* Up  to  $1  million  travel  accident  insur- 
ance, and 

* A restaurant  discount  program. 

A travel  awards  program  also  will  be 
introduced  during  1 996.  For  more  infor- 
mation about  the  TMA  Gold  MasterCard, 
call  MBNA  at  (800)  847-7378. 

Deposit  services  available  to  TMA 
members  include  money  market  accounts 
and  certificates  of  deposit  (CDS),  both 
FDIC-insured  up  to  $100,000. The  Gold- 
Savers  money  market  deposit  account  is 
fully  liquid,  and  GoldCertiflcates  CDS  are 
available  for  periods  of  6 months  to  5 
years.  Each  product  requires  a minimum 
deposit  of  $2,500.  For  more  information 
about  GoldSavers  and  GoldCertiflcates, 
call  MBNA  America  at  (800)  345-0397. 

MBNA  also  offers  lines  of  credit  to 
TMA  members.  GoldReserve  is  a check- 
accessed  revolving  line  of  credit,  and 
GoldOption  offers  a fixed-payment  loan. 
For  more  information  about  these  prod- 
ucts, call  MBNA  at  (800)  626-2760. 


MBNA,  MBNA  America,  GoldSavers,  GoldCertiflcates, 
GoldReserve,  and  GoldOption  are  federally  registered 
service  marks  of  MBNA  America  Bank,  NA.  Master- 
Card  is  a federally  registered  service  mark  of  Master- 
Card  International  Inc,  used  pursuant  to  licensure. 

What  has  TMA  done  for  you  lately? 

TMA  Advantage  highlights  new  and  ongoing  benefits 
and  services  available  to  physicians  as  part  of  member- 
ship in  the  Texas  Medical  Association.  For  more  infor- 
mation about  member  benefits,  contact  Connie 
Minogue,  director  of  TMA  physician  management  ser- 
vices, at  (800)  880- 1 300.  ext  1 420,  or  (S 1 2)  370- 1 420. 
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Stumbling  block 

Block  grant  proposal  shakes  foundation  of  Texas  Medicaid  program 

By  Ken  Ortolon,  Associate  editor 


Thanksgiving  came  and  went,  and  the  US  Congress 
still  had  not  passed  a budget  for  fiscal  year  1996. 
The  Republican  leadership  in  the  House  and  Sen- 
ate continued  to  insist  on  significant  reductions  in 
future  spending  growth  in  programs  such  as  Medicare  and 
Medicaid.  President  Clinton  was  standing  firm  on  his  pledge 
to  veto  any  budget  bill  that  did  not  restore  some  of  the  pro- 
posed cuts  in  health  care,  education,  and  other  programs.  So, 
as  the  new  year  approached,  there  appeared  to  be  no  resolu- 
tion of  the  budget  stalemate  in  sight. 


Still,  many  in  the  Texas  health-care  community  had 
resigned  themselves  to  the  realization  that  at  least  one  major 
feature  of  the  budget  proposal  that  was  stalled  in  Congress 
eventually  would  be  enacted.  And  that  feature  — the  so- 
called  “block  grant”  for  Medicaid  funding  — almost  cer- 
tainly will  change  the  face  of  the  Texas  Medicaid  program, 
forever,  regardless  of  the  final  dollar  figures  Congress 
attaches  to  it. 

Block  grant  earthquake 

“As  a practical  matter,  under  this  scenario  Medicaid  as  we 
know  it  has  gone  the  way  of  the  dinosaur,”  said  Kim  Ross, 
director  of  public  affairs  for  the  Texas  Medical  Association. 

Under  a House-Senate  conference  committee  agree- 
ment that  was  awaiting  passage  when  Congress  returned 
from  its  Thanksgiving  holiday  break,  Medicaid  — the  state 
and  federal  partnership  that  provides  health  and  long-term 
care  services  for  the  poor,  disabled,  and  elderly  — would  be 
converted  to  a Medigrant  program.  Congress  annually 
would  provide  the  states  with  a block  of  funds  to  pay  for 
these  services  but  would  leave  administration  of  the  pro- 
gram up  to  the  states.  The  trade-off  for  the  states  getting 
the  freedom  to  design  their  own  programs  is  a reduction  of 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical  Associations  stance  on  state  legislation  are 
defined  as  "legislative  advertising,  ” according  to  Texas  Govt  Code  Ann  §305. 027.  That  law  requires 
disclosure  of  the  name  and  address  of  the  person  who  contracts  with  the  printer  to  publish  the  legisla- 
tive advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive  Vice  President,  TMA,  401  V7 15th 
St,  Austin,  TX  78701. 


more  than  $100  billion  in  the  amount 
of  money  the  federal  government  oth- 
erwise would  have  coughed  up  for 
Medicaid  over  the  next  7 years  under 
the  current  system. 

Mr  Ross  describes  the  potential 
impact  of  the  block  grant  proposal  as  an 
earthquake  with  at  least  three  after- 
shocks: fiscal,  operational,  and  political. 

“The  first  shock  wave  will  be  any 
fiscal  gap,”  he  said.  That  gap  appeared 
to  be  substantial  early  in  the  budget 
debate.  As  funding  formulas  were  pro- 
posed in  the  US  Senate,  Texas  would 
have  taken  considerable  losses,  particularly  in  the  area  of 
“disproportionate  share”  monies  designed  to  help  financially 
strapped  hospitals  with  large  Medicaid  patient  populations. 

In  October,  State  Comptroller  John  Sharp  warned  that 
Texas  could  face  a drastic  budget  shortfall  in  fiscal  1996 
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under  the  Senate  bill.  Because  of  a 
state  constitutional  requirement  that 
lawmakers  must  balance  the  Texas 
budget,  such  a shortfall  might  have 
forced  the  Texas  Legislature  back  into 
special  session  this  year  to  shuffle  exist- 
ing funds  from  other  programs  or  find 
new  revenue  to  cover  the  gap. 

In  response  to  outcries  from 
Comptroller  Sharp,  Gov  George  W. 
Bush,  and  other  Texas  officials,  Texas’ 
congressional  delegation  fought  to  get 
additional  funds  for  Texas  put  in  the 
conference  committee  report.  Largely 
because  of  the  efforts  of  Republican 
Sen  Kay  Bailey  Hutchison,  more  than 
$700  million  was  added  for  Texas,  and 
additional  funds  were  earmarked  to 
help  states  with  large  populations  of 
undocumented  aliens  pay  for  services 
to  that  group. 

“Senator  Hutchison’s  heroics 
closed  up  that  gap,”  Mr  Ross  said.  “It 
will  be  up  to  the  judgment  of  the  Leg- 
islative Budget  Board  and  John  Sharp 
as  to  whether  the  remaining  gap  is  a 
little  canyon  or  a giant  chasm.” 

Comptroller  Sharp,  who  is 
required  by  law  to  certify  that  the 
state’s  biennial  budget  is  balanced,  had 
not  made  up  his  mind  at  press  time 
whether  the  additional  Medicaid 
funds  will  alleviate  the  need  for  a spe- 
cial legislative  session.  However,  he 
remained  adamant  that  Texas  is  being 
shortchanged  by  the  funding  formulas 
in  the  Medigrant  proposal. 

“The  problem  is  the  formula  is 
written  in  such  a way  that  it  rewards 
states  that  are  low  growth  or  no 
growth,  or  even  states  that  are  losing 
population,”  Mr  Sharp  said. 


Follow  the  people 

Under  Medigrant,  states  such  as  New 
York,  Michigan,  and  Wisconsin, 
which  have  stagnant  or  declining  pop- 
ulations, will  continue  to  receive  the 
same  proportion  of  funds  they  cur- 
rently get  under  the  existing  Medicaid 
program.  That’s  because  the  funding 
formula  for  the  block  grants  is  based 
on  current  levels  of  funding.  In  the 
first  year  of  the  block  grants,  all  states 
would  receive  an  amount  equal  to 
their  current  federal  funding,  plus  a 
4%  to  6%  increase,  depending  on  the 
final  language  of  the  bill. 

Mr  Sharp  says  the  formula  ought 
to  be  adjusted  so  the  money  follows 
the  people.  “You  can  talk  all  day  long 
about  having  a 4%  growth  factor  fixed 
in,”  he  said,  “but  when  you  are  a doc- 
tor who  works  in  a hospital  in  Texas 
that’s  had  a 20%  to  30%  Medicaid 
growth  rate  over  the  last  3 or  4 years, 
that’s  not  much  solace  to  you.” 

Despite  Mr  Sharp’s  concerns,  it 
appears  Texas  actually  will  get  a larger 
share  of  federal  funds  under  the  block 
grant  proposal  than  it  would  have 
under  the  existing  program,  assuming 
the  current  budget  numbers  remain 
unchanged. 

Texas  Health  and  Human  Services 
Commissioner  Michael  D.  McKin- 
ney, MD,  says  the  current  bill  would 
increase  the  state’s  federal  funding 
from  $5.7  billion  in  fiscal  year  1995 
to  $6.35  billion  in  fiscal  year  1996. 
The  total  block  grant  for  Texas  cur- 
rently is  set  at  $54.87  billion  for  the 
next  7 years,  with  funding  in  the  final 
year  of  the  grant,  fiscal  year  2002,  ris- 
ing to  $9.1  billion. 
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Dr  McKinney,  who  oversees  all 
health  and  human  services  agencies  in 
Texas,  says  that  is  enough  money  to  run 
the  Medicaid  program  without  having 
to  call  the  legislature  back  this  year. 

“First  of  all,  I think  we  re  headed 
for  a sure  veto,  so  who  knows  what  the 
final  bill’s  going  to  look  like,”  he  said. 
“But  the  financial  piece  that’s  in  the 
bill  that’s  going  to  be  vetoed  is  okay 
for  Texas.” 

Dr  McKinney  says  that  does  not 
mean  he  is  unconcerned  about  whether 
future  funding  will  be  adequate  to 
cover  growth  in  the  Texas  Medicaid 
program.  And,  he  says  the  block  grant 
likely  will  be  inadequate  to  fund  a pro- 
posed eligibility  expansion  authorized 
by  the  legislature  in  1995. 

Major  Medicaid  reforms  enacted 
last  year  sought  to  add  federal  dollars 
for  the  Texas  program  through  several 
innovative  techniques  to  get  addi- 
tional federal  matching  funds  for  local 
dollars  now  being  spent  on  indigent 
care.  That  money  would  have  been 
used  to  bring  more  children  and 
adults  into  the  program.  Dr  McKin- 
ney says  the  block  grant  likely  will  cost 
Texas  that  additional  funding. 

The  second  tremor 

Eligibility  expansion  is  not  the  only 
portion  of  the  1995  state-enacted 
Medicaid  reforms  that  now  are 
thrown  into  doubt.  In  fact,  no  one 
really  is  sure  what  the  Medigrant  pro- 
posal will  mean  for  that  legislation. 

Under  Senate  Bill  10,  the  legislature 
authorized  the  Texas  Medicaid  program 
to  seek  a federal  waiver  to  convert  the 
state  program  to  a managed  care  system. 
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It  also  created  something  called  “inter- 
governmental initiatives,”  or  IGIs, 
designed  to  regionalize  the  system  and 
draw  down  more  federal  dollars. 

Under  the  block  grant  idea,  where 
each  state  gets  a set  amount  oi  money 
regardless  of  its  state  matching  funds, 
the  IGIs  now  seem  moot.  Texas’ 
waiver  application  still  is  pending 
before  the  Health  Care  Financing 
Administration,  but  most  Medicaid 
experts  say  it  probably  is  no  longer 
needed.  Yet  no  one  seems  sure 
whether  the  state  will  be  able 
to  operate  a Medicaid  program 
under  current  state  laws  and 
meet  eligibility,  coverage,  and 
other  requirements  likely  to  be 
part  of  the  Medigrant  concept. 

“Sooner  or  later,  there  has 
to  be  a decision  made  as  to 
whether  the  legislature  has  to 
be  brought  back  in  to  adapt 
state  law  to  the  block  grant  sit- 
uation,” Mr  Ross  said. 

Dr  McKinney  says  a special 
session  may  need  to  be  called  to 
draw  up  a state  plan  to  meet  the 
Medigrant  requirements.  And  Health 
Commissioner  David  Smith,  MD, 
whose  agency  actually  runs  the  Medic- 
aid program,  says  an  additional  ques- 
tion over  how  the  Medigrant  proposal 
addresses  intergovernmental  transfers 
oi  funds  for  state  matching  shares  may 
have  to  be  addressed  in  special  session. 

Regardless  of  whether  a special  ses- 
sion is  needed,  Dr  McKinney  and 
others  say  lawmakers  will  have  to 
revisit  state  Medicaid  laws  in  1997  if 
the  block  grants  become  a reality,  as 
they  almost  certainly  will. 
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“Nobody’s  really  sure  what  block 
grants  mean,”  said  Karen  Batory, 
TMA’s  director  of  health-care  delivery. 
"It’s  going  to  throw  back  an  incredible 
amount  of  authority  to  the  states  to 
define  block  grants.” 

Dr  McKinney  says  the  Texas  Legis- 
lature likely  will  have  to  redefine  eligi- 
bility, what  services  the  Medicaid 
program  covers,  and  how  those  ser- 
vices are  paid  for. 


Who’s  left  standing 

Added  to  the  uncertainty  over  the 
operational  status  of  the  Texas  Medic- 
aid program  under  a block  grant  sys- 
tem is  a question  over  the  proposal’s 
impact  on  special  health-care  delivery 
systems  in  Texas.  More  than  300  rural 
health  clinics  have  been  established  in 
Texas  under  a system  of  cost-based 
reimbursement,  which  pays  more  than 
regular  Medicaid  fees.  Ms  Batory  says 
those  clinics  — primarily  located  in 
underserved,  low-income  areas  — are 
in  jeopardy  if  the  block  grants  or  the 
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“Nobody’s  really 
sure  what  block 
grants  mean.  It’s 
going  to  throw  back 
an  incredible  amount 
of  authority  to  the 
states  to  define 
block  grants.” 


shift  to  Medicaid  managed  care  does 
away  with  the  cost-based  payments. 

She  adds  that  children’s  hospitals, 
many  of  which  get  as  much  as  50%  to 
60%  of  their  funding  from  Medicaid, 
also  face  tremendous  uncertainty 
under  the  block  grant  proposal. 

The  final  aftershock 

Regardless  of  the  final  outcome  of  the 
budget  debate,  the  final  shock  wave  of 
the  Medicaid  changes  likely  will  be 
the  political  fallout,  says  Mr  Ross. 

Any  economic  consequences  to  the 
elderly  — many  of  whom  rely  on 
Medicaid  for  nursing  home  care  — 
and  their  baby  boomer  offspring,  who 
would  have  to  take  up  any  slack  in  the 
program,  could  result  in  a backlash  on 
Republicans,  he  says.  This  will  depend 
on  the  severity  of  the  economic  cir- 
cumstances — if  any  — and  the  abil- 
ity of  both  political  parties  to  exploit 
those  circumstances.  Already,  Democ- 
rats are  touting  the  results  of  the  1995 
off-year  elections  as  a slowing  of  the 
Republican  tide. 

“The  political  consequences  obvi- 
ously can’t  be  measured  until  a year 
out,”  Mr  Ross  said.  “The  verdict  won’t 
be  in  on  that  judgment  call  until  at 
least  1 1 months  from  now,  and  per- 
haps into  the  next  election  cycle.” 

On  the  bright  side 

While  state  officials  and  health-care 
experts  worry  over  the  final  results  of 
the  budget  debate,  some  believe  there 
may  be  positive  results  from  the 
changes  in  the  Medicaid  program. 

Health  Commissioner  Smith  says 
the  block  grant  idea  will  not  slow  the 
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stare’s  move  toward  Medicaid  man- 
aged care,  regardless  of  the  impact  on 
last  year’s  state-level  reforms.  Man- 
aged care  is  expected  to  save  between 
5%  and  10%  annually,  and  Dr  Smith 
hopes  some  of  that  savings  might  be 
directed  toward  preventive  care. 

“I  hope  we  do  more  that  just  man- 
age utilization  in  the  future,’’  he  said. 
“I  hope  we  actually  manage  some 
good  health  outcomes  and  improved 
health  status.” 

Dr  McKinney  says  he  thinks  the 
freedom  from  federal  tinkering  that 
should  accompany  the  block  grant 
will  let  the  state  be  more  innovative 
and  put  more  emphasis  on  quality  and 
effectiveness  of  care. 

“I  think  you’ll  see  us  look  at  some 
things  that  really  make  sense,”  he  said. 
“Instead  of  complying  with  govern- 
ment rules,  we  ll  get  to  what  makes 
sense,  like  family-planning  services 
after  delivery  and  providing  prenatal 
care  lor  an  expanded  population. 

“I  think  you’ll  see  us  start  negotiat- 
ing prices  instead  of  setting  rates  for 
hospitals,  nursing  homes,  and  other 
providers.  I think  we  could  go  to  a 
market-driven  system,  where  instead 
of  going  by  what  the  costs  are,  which 
you  can’t  control,  you  go  to  what  the 
price  is,  which  you  can  control.”  ★ 


Opportunity  doesn’t  just 
knock  anymore, 

It  stays  in  contact 


with 


people  like  us. 
oulan’t  you? 


EmCare  Physician  Staffing  Services  has  the  perfect  opportunity  waiting  for 
you.  As  a full  service  physician  staffing  company  we’re  prepared  to  meet  your 
every  need. 

Whether  it’s... 

• Physician  Search  • Locum  Tenens  • Contract  Management 

Don’t  wait  for  a knock  on  the  door.  Call  us  today.  Your  opportunity  is  waiting. 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


Sick  Over  Malpractice 
Insurance  Premiums? 

Rejected,  cancelled  or  non-renewed? 

In  a high-risk  specialty? 
El  Dorado  has  the  cure! 

« Licensed  and  admitted  carrier  with 
SKI’  rating  of  A+  for  claims  paying  ability. 

« Cost-saving  policy  with  premium 
financing  available. 

« Risk  Management  Program  to  help 
you  return  to  a standard  policy. 

« Coverage  for  all  specialties  and 
an  alternative  to  the  .IUA  program. 
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Making  the  cap  fit 

What  you  need  to  know  about  capitation 

By  LARRY  BeS AW,  Associate  editor 


It  seemed  like  the  perfect  deal.  The  physician 
signed  a health  maintenance  organization  (HMO) 
contract  with  a capitation  provision  that  guaran- 
teed him  5,000  patients  at  $2  per  patient  each 
month,  or  $120,000  a year.  So  it  came  as  quite  a shock  at 
the  end  of  the  year  when  his  accountant  informed  him  he 
had  lost  $40,000. 

“I  don’t  understand,”  the  physician  protested.  “The 
HMO  people  told  me  this  contract  would  pay  me 
$120,000.” 

“And  it  did,”  the  accountant  replied.  “Unfortunately,  it 
cost  you  $160,000  to  make  that  $120,000.” 


Where  did  the  physician  go  wrong?  He  committed  the 
cardinal  sin  ol  capitation.  Because  he  never  bothered  to  cal- 
culate what  it  cost  to  treat  his  patients,  he  had  no  idea  that  $2 
per  patient  per  month  was  a guaranteed  money  loser. 

“Physicians  have  a tendency  to  zero  in  just  on  that  per 
member,  per  month  number,  but  not  what  comprises  that 
number,"  said  Houston  certified  public  accountant  Reed 
Tinsley.  “You’ve  got  to  look  at  your  services  grid  and  say, 
‘For  this  per  member  per  month,  this  is  what  I’m  responsi- 
ble for  and  this  is  what  the  cost  will  be.’  An  example  is 
oncology  and  the  cost  of  the  drugs.  Is  that  included  in  your 
per  member  per  month  or  not?” 

Capitation,  in  which  physicians  are  paid  a flat  per  mem- 
ber per  month  fee  to  care  for  a specified  number  of  patients 
in  a managed  care  plan,  is  not  widespread  in  Texas,  cur- 
rently accounting  for  less  than  1 0%  of  the  market.  But  it  is 
growing,  particularly  in  metropolitan  areas,  and  it  is  gener- 
ally believed  that  it  is  just  a matter  of  time  before  many 
physicians  find  themselves  given  the  opportunity  to  partic- 
ipate in  a capitation  arrangement.  Whether  it  proves  to  be 
a boon  or  a bust  depends  on  how  prepared  the  physician  is 
when  he  or  she  enters  into  the  agreement. 

The  upside  to  capitation  is  that  it  guarantees  a monthly 
income  and  can  be  beneficial  to  the  bottom  line  if  it  pro- 
vides a large  number  ol  patients.  “The  key  is  to  have  a large 
patient  base,  but  don’t  have  so  many  that  losing  the  con- 


tract will  kill  you,”  advises  Donna 
Kinney,  manager  of  regulatory  analy- 
sis and  advocacy  for  the  Texas  Medical 
Association.  “It’s  a good  idea  to  not 
have  more  than  20%  to  30%  of  your 
practice  from  any  single  payer  source. 
You  don’t  want  to  be  in  the  position  of 
not  being  able  to  lose  the  contract.” 

The  financial  risk  that  capitation 
poses  to  physicians  is  its  major  down- 
side. “There’s  a huge  risk  either  that  you 
will  have  a single  patient  or  a small 
group  of  patients  who  will  need  enough 
services  that  they  will  destroy  your  prof- 
its,” Ms  Kinney  said.  “There’s  also  a 
risk,  particularly  when  you  are  first 
entering  into  a contract  or  even  after  you  are  in  a contract, 
that  the  covered  population  is  a higher  utilizer  than  you  had 
planned  for  in  the  beginning.  It’s  all  driven  by  utilization.  If 
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you  had  estimated  you  would  do  a cer- 
tain number  of  well  checks  per  thou- 
sand patients  and  it’s  way  over  that,  you 
can  lose  money.  One  of  the  few  ways 
you  can  lose  money  in  medical  practice 
is  in  a capitated  plan.” 

Keys  to  a successful  capitation 
arrangement,  she  says,  are: 

• Getting  a good  contract.  Make 
sure  you  get  an  itemized  list  of  the 
CPT  codes  your  capitation  rate 
includes.  Be  careful  to  specifically 
exclude  any  services  you  don’t  nor- 
mally perform. 

• Limiting  your  risk.  Make  sure  that 
stop-loss  clauses  are  written  into 
your  contract  or  that  you  purchase 
stop-loss  insurance  elsewhere. 

• Controlling  utilization.  Emphasize 
preventive  care  and  minimize 
unnecessary  office  visits. 

• Recording  utilization  data  so  you 
can  evaluate  the  profitability  of  the 
contract  before  renewing  it. 

Mr  Tinsley  says  many  physicians 
have  found  capitation  to  be  very  prof- 
itable. “Others  have  found  it  can  be  a 
real  money  loser.  You  must  be  pre- 
pared. Otherwise,  you  may  fall  into 
the  money  loser  category.” 

There  is  a joke  that  the  best  way  to 
deal  with  capitation  is  to  sign  a contract 
that  gives  you  10,000  patients  at  $5 
each  and  then  move  so  they  can’t  find 
you.  “The  most  financially  lucrative 
way  of  dealing  with  a capitated  patient 
is  to  never  see  the  patient,”  quipped 
Michael  Berkowitz,  administrator  of 
the  six-physician  KSF  Orthopedics 
Center  in  Houston. 


Of  course,  a physician  couldn’t 
and  wouldn’t  do  that,  but  it  does 
demonstrate  how  important  utiliza- 
tion is  in  determining  whether  a cap- 
itated contract  means  financial 
success  for  the  physician.  Minimizing 
utilization  is  the  goal  of  capitation. 
That’s  why  it  is  hard  for  many  physi- 
cians to  adjust  to  the  idea  of  capita- 
tion. In  the  rapidly  disappearing 
fee-for-service  system,  there  was  a 
financial  incentive  for  the  physician 
to  see  the  patient  more  often.  In  cap- 
itation, there  isn’t. 

Mr  Berkowitz,  who  has  dealt  with 
capitated  contracts  in  two  different 
practice  settings,  says  they  have  their 
good  and  bad  points,  but  they  are 
unsettling  to  many  physicians.  “A  lot 
of  physicians  think  it’s  bad  because 
it’s  diametrically  opposed  to  what 
they  have  been  used  to,”  Mr 
Berkowitz  said.  “It  is  another  way  in 
which  medicine  is  changing.  As 
opposed  to  getting  paid  for  what  you 
do,  sometimes  you’re  getting  paid  for 
what  you  don’t  do.” 

Survival  tips 

Mr  Tinsley  has  prepared  a six-step  for- 
mula physicians  can  use  to  analyze  a 
proposed  capitation  rate.  It  involves 
using  the  Medicare  resource-based  rel- 
ative value  scale  (RBRVS).  He 
acknowledges  that  it’s  complicated  but 
says  it’s  “one  of  the  best  ways  to  calcu- 
late a medical  practice’s  projected  cap- 
itated rate  based  on  its  actual  cost  and 
utilization  history.  As  capitation  con- 
tinues to  expand  into  the  marketplace, 
this  type  of  calculation  will  become 
mandatory  for  all  medical  practices.” 


The  six  steps  are: 

1 . Using  the  practice’s  CPT  frequency 
report,  calculate  total  RBRVS  units 
for  all  services  rendered.  For  each 
CPT  code,  multiply  the  frequency 
by  each  RBRVS  unit,  including 
work,  malpractice,  and  overhead 
relative  value  units  (RVUs), 
adjusted  by  each  related  Geo- 
graphic Practice  Cost  Index. 

2.  Divide  total  RBRVS  units  into 
total  practice  overhead  costs, 
including  physician  compensation. 
This  calculates  an  overhead  dollar 
figure  (cost  multiplier)  per  RVU. 

3.  Multiply  costs  per  CPT  code.  Mul- 
tiply the  overhead  cost  multiplier 
calculated  in  the  previous  step  by 
total  RVUs  for  each  CPT  code. 
I his  provides  a unit  overhead  cost 
for  each  CPT  code. 

4.  Calculate  the  estimated  costs  for  the 
capitated  patient  population.  Multi- 
ply the  HMO’s  expected  utilization 
per  CPT  code  by  the  unit  cost  cal- 
culated in  step  3 to  arrive  at  a total 
cost  per  service  and  for  all  services 
combined.  The  expected  utilization 
can  usually  be  obtained  from  the 
HMO.  Be  sure  to  calculate  for  each 
CPT  code  that  your  practice  uses. 
Break  down  totals  by  office  visits, 
medicine  services,  surgery,  lab,  and 
radiology,  if  possible. 

3.  Calculate  the  average  cost  per  service 
type.  Divide  the  total  costs  by  cate- 
gory by  the  utilization.  For  example, 
if  the  total  costs  for  all  office  visits  as 
calculated  in  the  previous  step  were 
$100,000  and  the  total  related  uti- 
lization was  10,000,  the  average  cost 
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MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 

professionals  with  a reputation 
for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of  a 
physician’s  claim  history,  specialty  or 
previous  problems. 


— 

Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

David  A.  Butler,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd. , Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


for  office  visits  would  be  $10.  You 
can  also  calculate  a total  for  all  ser- 
vices added  together  to  arrive  at  a 
single  average  cost,  he  says. 

6.  Finally,  calculate  the  per  member 
per  month  rate.  Multiply  the  aver- 
age cost  calculated  in  step  5 by 
expected  plan  utilization  and  then 
divide  by  12,000,  or  by  the  total 
number  of  member  months  repre- 
sented by  the  utilization  figures 
provided  by  the  HMO. 

“Physicians  have  to  look  at  the  costs 
of  doing  things,”  Mr  Berkowitz  said. 
“You  have  to  know  what  your  costs 
are,  because  you’re  not  getting  paid  a 
penny  more  if  you  see  a patient  one 
time  or  if  you  do  a surgery  every  day 
on  him.  You  need  to  become  more 
concerned  about  what  your  practice  is. 
I’d  rather  get  $50,000  and  spend 
$10,000  than  get  $100,000  and  have 
to  spend  $ 1 10,000.” 

It  is  also  important  to  remember 
that  HMO  contracts  are  negotiable. 
The  most  common  mistake  physi- 
cians make  when  entering  into  any 
managed  care  agreement,  capitated  or 
not,  is  signing  the  contract  without 
asking  for  any  revisions,  says  Andre 
Hampton,  JD,  a law  professor  at  St 
Mary’s  School  of  Law  in  San  Antonio. 
Mr  Hampton,  who  provides  contract 
review  services  for  TMA  members, 
says  some  physicians  sign  managed 
care  contracts  even  when  there  is  no 
built-in  fee  schedule.  “Don’t  sign  it 
just  because  it  is  described  as  the  stan- 
dard contract,”  he  said.  “It  is  a mistake 
to  jump  out  there  without  at  least 
making  an  attempt  to  negotiate.” 
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Mr  Hampton  has  two  other  rec- 
ommendations before  signing  a capi- 
tated contract.  First,  make  sure  the 
capitation  agreement  is  flexible 
enough  to  allow  the  per  member  per 
month  rate  to  be  adjusted.  It  is  all 
right  to  sign  a multiyear  agreement  as 
long  as  there  is  that  flexibility. 

His  second  recommendation  is  to 
determine  how  the  HMO’s  copay- 
ment affects  utilization.  It  might  be 
set  so  low  that  it  encourages  enrollees 
to  see  their  physicians  more  often. 

Capitation  presents  more  of  a 
financial  than  a legal  risk,  Mr  Hamp- 
ton says.  While  the  physician  may  still 
be  accused  of  malpractice  if  the 
patient  has  a bad  outcome,  there  is  a 
growing  trend  of  suing  the  managed 
care  plan  because  it  has  deeper  pock- 
ets than  the  doctor.  “I’m  seeing  more 
and  more  people  bringing  lawsuits 
against  HMOs  based  on  some  allega- 
tion that  it  was  the  payment  arrange- 
ment that  had  a negative  impact  on 
the  patient’s  outcome,”  he  said. 

Although  many  physicians  are  sus- 
picious that  capitation’s  aforemen- 
tioned goal  of  minimizing  patient 
utilization  adversely  affects  the  quality 
of  care,  that  may  not  be  the  case. 
Louis  J.  Goodman,  PhD,  director  of 
TMA’s  medical  economics  division, 
says  studies  indicate  patient  satisfac- 
tion remains  high  and  there  has  not 
been  excessive  morbidity.  In  fact,  a 
recent  study  in  The  New  England  Jour- 
nal of  Medicine  on  the  treatment  of 
diabetes  shows  there  were  no  signifi- 
cant differences  in  quality  of  care  and 
patient  satisfaction  between  an  HMO 
setting  and  a non-HMO  setting. 


Why  Arizona  Physicians  Trust 
ArMA  Financial  Services 
To  Manage  Their  Pension  Funds 


ArMA  Financial 
Services 


9/29/95 

12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


596,944.37 

474,728.02 

500,506.90 

423,663.81 

377,565.83 

303,560.55 


of  Account  35253934  on  06-30-95:  $532,038  84 


Dow  Jones 
Industrial 


9/29/95 

12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


4789.08 
3834.44 

3754.09 
3301.11 
3168.83 
2633.66 


Average  Annual 
Return  Based  On 
the  Last  4.75  Years 

Net  Of  Fees  & Expenses 

Merrill  J.  Sauriol 

Senior  Portfolio  Manager 

Kirk  M.  Tushaus 

Portfolio  Manager 


Dow  Jones 


9/29/95 

12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


214.28 

181.52 

229.30 

221.02 

226.15 

209.70 


Nol  all  accounts'  performance  will  mirror  Uils  example.  Past  performance  is  no  guarantee  of  future  performance. 


CALL  1 (800)  584-5157  For  An  Information  Packet 
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St.  Luke’s  Episcopal  Hospital  in  the 
Texas  Medical  Center  presents  the 
32nd  Annual  Orthopaedic  Symposium 
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Treatment  of 
Hip  and  Knee  Arthritis 
in  the  Young  Adult 

An  analysis  of  state-of-the-art  medical 
treatment,  osteotomy,  arthrodesis,  and 
cartilage  and  meniscal  transplantation. 
Participants  will  perform  surgery  on 
anatomic  models  in  three  workshops. 

Friday,  April  19,  and 
Saturday,  April  20,  1996 
The  Houstonian  Hotel 
Houston,  Texas 

Accredited  12  hours,  Category  1 
$400  per  person  course  registration 
(workshops  included) 

Call  St.  Luke’s  Education  Services 
to  register  or  for  more  information 
(713)  791-4200  (phone) 

(713)  791-2958  (fax) 

PIP] 

1 1 ST.  LUKES  EPISCOPAL  HOSPITAL 
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The  key  to  a great 
medical  career  is  a high 
score  on  the  USMLE 


ArcVentures  has  helped  more  than 
14,000  medical  students  and  physicians 
do  their  best  on  the  USMLE.  We  can 
help  you,  too,  with  structured  review 
courses  for  the  USMLE  Steps  1,  2 and  3: 


• Live  lectures 

• Small  group  sessions 

• Concise  course  notes 

• USMLE-type  practice  exams 

• CME  credits  for  most  courses 


for  more  information  call: 

ArcVentures'  Houston  office 
1-800-860-4257 

ArcVentures,  Inc.  is  a subsidiary  of  Rush-Presbylerian-St.  Luke's 
Medical  Center  in  Chicago,  Illinois 


Another  study,  as  reported  by  The 
Journal  of  the  American  Medical  Associ- 
ation in  June  1992,  concluded  there 
were  “no  consistent  harmful  effects  of 
enrolling  chronically  mentally  ill 
Medicaid  clients  in  prepaid  care,  at 
least  in  the  short  run." 

Last  year,  the  American  Society  of 
Internal  Medicine  (ASIM)  studied 
what  it  called  “potential  problems  that 
patient  care  might  experience”  if  the 
trend  toward  capitation  continues.  In 
August,  ASIM  released  recommenda- 
tions for  both  managed  care  plans  and 
physicians  to  ensure  that  quality  care 
is  maintained. 

For  health  plans,  ASIM  suggested 
providing  stop-loss  insurance  coverage 
to  all  physicians,  adjusting  capitation 
rates  by  patients’  health  status  and 
prior  utilization,  informing  patients  of 
arrangements  that  place  physicians  at 
financial  risk  when  they  enroll  in  the 
plan,  using  RVUs  in  determining 
reimbursement  mechanisms,  and 
establishing  a minimum  number  of 
enrolled  patients  per  physician  to 
spread  the  risk  for  services  outside  the 
physicians  direct  control. 

ASIM  recommended  that  physi- 
cians evaluate  the  services  included 
under  primary  care  capitation  and 
negotiate  carve-outs  for  high-cost  ser- 
vices and  clinical  conditions,  consider 
negotiating  group  capitation  arrange- 
ments, and  maintain  their  ethical 
commitment  to  ensuring  that  patient 
care  is  not  compromised  when  they 
accept  financial  risk. 

“Physician  capitation  creates  a 
stronger  incentive  to  reduce  unneces- 
sary or  marginal  services  than  other 


methods  for  compensation,”  an  ASIM 
statement  said.  “But  for  the  same  rea- 
son, capitation  also  creates  the  greatest 
potential  for  some  patients  to  get  less- 
than-adequate  care  if  the  legitimate 
cost  of  providing  needed  medical  ser- 
vices exceeds  what  the  plan  expects 
that  care  to  cost.” 

Dr  Goodman  says  the  association 
supports  giving  physicians  and 
patients  a wide  range  of  choices,  and 
one  of  them  might  be  a capitated 
HMO.  “We  reserve  judgment  as  to 
what  payment  mechanism  is  best  in 
the  long  term  for  the  quality  of  care 
for  the  patient,”  he  said.  “As  long  as 
physicians  are  independent  enough  to 
make  medical  decisions  in  the  best 
interests  of  their  patients,  I don’t  think 
the  payment  mechanism  matters.  But 
when  the  payment  mechanism  gets  in 
the  way  of  physicians  being  able  to 
make  the  best  informed  choices  with 
their  patients,  then  we  have  to  take 
another  look  at  capitation.” 

Help  is  available 

Because  government  and  private 
industry  payers  appear  to  be  more 
interested  in  cost  savings  than  quality 
of  care  and  access  to  it,  physicians  are 
responsible  “to  maintain  quality  and 
to  maintain  access,  by  default,  because 
no  one  else  is  addressing  those  issues 
right  now,”  Dr  Goodman  said. 

That  makes  it  difficult  for  physi- 
cians to  provide  good  care  and  make 
money  at  the  same  time.  “You  could 
be  providing  the  best  care  in  the 
world,  but  if  you’re  not  receiving 
enough  dollars  to  stay  in  business,  it 
doesn’t  do  you  or  your  patients  any 
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good  because  you  can’t  stay  around, 
and  that’s  where  TMA  comes  in,”  Dr 
Goodman  said. 

TMA  helps  educate  physicians  on 
capitation  through  seminars,  work- 
shops, and  the  recently  published  Cap- 
itation Resources  for  Physicians,  a 
collection  of  resource  materials  provid- 
ing basic  information  on  medical  prac- 
tice in  a capitated  environment.  The 
book  is  available  through  the  TMA 
health-care  financing  department.  It  is 
free  to  TMA  members  and  can  be 
obtained  by  mailing  a request  to  Mary 
Waggoner,  TMA,  401  W 15th  St, 
Austin,  TX  78701,  or  by  faxing  a 
request  to  her  at  (512)  370-1632. 

TMA  is  also  credentialing  consul- 
tants who  can  help  physicians  evaluate 
their  practices  and  contracts  that  have 
a capitation  component. 

Dr  Goodman  says  TMA  is  in  the 
process  of  developing  data  on  what 
capitation  rates  might  look  like  based 
on  age,  sex,  and  specialty  adjustments, 
as  well  as  a spreadsheet  analysis  that 
physicians  can  use  in  evaluating  capita- 
tion rates.  “This  ties  in  with  our  Texas 
Physician  Services  Organization 
because  one  of  its  major  products  is  the 
ability  for  physicians  to  manage  their 
data  on  claims,  services,  and  referrals 
and  produce  information  on  rates  per 
thousand,  utilization,  and  financial 
reports  that  can  be  used  in  making 
good  decisions.  “What  we’re  develop- 
ing now  will  form  the  basis  for  a more 
automated  and  technologically  effi- 
cient office  of  the  future.”  The  product 
will  be  unveiled  in  the  spring.  ★ 


IS  YOUR  RADIOLOGIST  AVAILABLE 
24  HOURS  A DAY? 

• All  STAT  studies  are  read  immediately. 

• An  immediate  reading  may  be  requested  on  any 
study  24  hours  a day. 

• All  studies  performed  at  the  hospital  between  7 a.m. 
and  5 p.m.  weekdays  will  be  read  that  day  (usually 
within  two  hours). 

• The  Radiologist  will  have  access  to  a growing 
number  of  services  on-line  such  as  subspecialty 
consultation  and  coverage  for  new  modalities  he/she 
has  not  yet  mastered. 

Prism  Radiology  Network  works  with  your  current 
Radiologist  or  can  provide  one  if  needed. 

Call  or  ask  your  hospital  administrator  to 
call  for  more  information 

PRISM  RADIOLOGY  NETWORK 

David  A.  Nieol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ Fax  512-327-6305 

2201  Plumbrook  Drive  ♦ Austin,  Texas  78746-6233 
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WHEN  BASEBALL  LEGEND  MlCKEY  MANTLE’S  NAME 
came  up  on  the  computer  at  Baylor  University  Medical  Center  in 
Dallas  as  the  top  candidate  for  the  next  available  donated  liver, 
Goran  Klintmalm,  MD,  PhD,  knew  there  was  trouble  ahead.  It  had 
only  been  48  hours  since  physicians  had  determined  that  Mr  Man- 
tle needed  a liver  transplant  because  of  cancer  and  cirrhosis,  and  only  24 
hours  since  it  had  been  announced  to  the  public.  Dr  Klintmalm  knew 
there  would  be  charges  other  potential  recipients  were  being  passed  over  in 
favor  of  a national  sports  icon,  even  though  Mr  Mantle  fell  within  the 
national  average  waiting  time  of  3 days  for  a liver  transplant  and  was  the 
sickest  patient  on  the  waiting  list  of  that  weight  and  blood  type. 

For  a moment,  he  thought  the  unthinkable. 

By  Larry  BeSaw,  Associate  editor 


"I  actually  considered  whether  I should  not  do  him  because 
I foresaw  the  media  frenzy  and  the  accusations  that  would 
come  out,”  said  Dr  Klintmalm,  director  of  Baylor’s  transplan- 
tation services.  “I  asked  myself,  should  we  not  do  him  for  that 
reason  and  just  sit  on  him  for  a few  days?  But  I realized  that’s 
unethical.  That  thought  disappeared  as  soon  as  it  came  up 
because  you  can’t  do  that.  Had  we  done  that  and  we  hadn’t  had 
another  donor,  he  might  have  died  within  2 or  3 days.” 

Baylor’s  transplant  team  went  ahead  with  the  procedure, 
and  on  June  8 physicians  successfully  transplanted  a new 
liver  into  the  New  York  Yankees’  Hall  of  Fame  center  fielder. 
It  was  only  after  the  liver  was  in  place  that  physicians 
received  the  first  indication  from  the  frozen  section  study  of 
the  excised  bile  duct  that  the  aggressive  cancer  had  spread 
outside  the  liver.  It  was  confirmed  by  pathology  reports  2 
days  later.  Mr  Mantle’s  physicians  eventually  had  to  turn 
from  treating  the  cancer  to  merely  relieving  his  pain. 

In  his  last  public  appearance  on  July  11,  Mr  Mantle 
advised  young  people  searching  for  a role  model  not  to  fol- 
low his  example  of  immense  talent  wasted  by  years  of  alco- 
hol abuse  with  a simple,  yet  eloquent,  warning:  “Don't  be 
like  me.” 

At  1:10  am  on  Sunday,  August  13,  Mickey  Mantle,  the 
Oklahoma  miner’s  son  who  defined  baseball  for  a genera- 
tion, died  as  his  wife,  Merlyn,  and  son,  David,  held  his 
hands.  The  questions  Dr  Klintmalm  anticipated  about 
favoritism  quickly  turned  to  why  a precious  liver  was 
“wasted”  on  a man  dying  of  cancer  and  whose  well-chroni- 
cled drinking  problem  had  helped  bring  about  his  illness. 

“We  didn’t  ‘waste’  a liver  because  we  didn't  know  there 
was  a cancer  outside  the  liver,”  Dr  Klintmalm  said.  “We 
had  done  more  than  the  ordinary  extensive  workup  to  find 
out  if  there  were  any  tumors  outside.  In  spite  of  that,  we 
were  snake  bit.” 


Under  United  Network  for  Organ  Sharing  (UNOS) 
guidelines  — the  bible  of  organ  transplantation  — the 
patient  whose  condition  is  the  worst  and  who  has  been 
waiting  the  longest  is  at  the  top  of  the  list  and  wins  the 
prize.  UNOS  was  established  as  the  organ  procurement 
and  transplantation  network  for  the  US  Department  of 
Health  and  Human  Services  in  1987.  Transplant  physicians 
have  very  little  leeway  in  the  decision-making  process.  It 
has  different  allocation  criteria  for  different  organs  but  is 
based  on  the  potential  for  a successful  graft,  the  organ’s  size, 
and  the  seriousness  of  the  potential  recipient’s  condition. 
Some  transplant  surgeons  wonder  if  that  is  the  most  effi- 
cient use  of  a scare  resource  such  as  donated  organs. 

“To  put  an  organ  in  somebody  who  lives  where  they  have 
lousy  access  to  medical  care  and  who  doesn’t  have  the  means 
to  move  where  they’ll  have  access  to  a physician  and  a labo- 
ratory for  the  required  follow-up  is  probably  dooming  that 
person  and  the  organ  to  a bad  outcome,  compared  to  some- 
body who  has  access  to  those  things,”  said  John  Calhoon, 
MD,  director  of  the  cardiothoracic  surgery  division  of  The 
University  of  Texas  Health  Science  Center  at  San  Antonio. 

“The  question  is  should  you  really  give  it  to  the  sickest 
patient,  who  has  less  chance  of  benefitting  and  surviving, 
or  should  you  just  take  them  as  they  come  and  give  it  to  the 
better-risk  patient,”  adds  colleague  KentTrinkle,  MD,  pro- 
fessor of  cardiothoracic  surgery  at  UT-San  Antonio.  “That’s 
the  moral  dilemma.” 

How  would  Dr  Trinkle  decide  who  gets  the  heart?  “I 
don’t  have  to,”  he  said.  “The  computer  answers  it  for  me, 
and  I kind  of  object  to  that.  There  should  be  room  for 
some  judgment  in  specific  cases.  I could  ignore  UNOS  and 
give  the  organ  to  another  patient,  but  that  is  the  last  organ 
I would  ever  get  from  them.” 


YOU  HAKETHE  CALL 


NE  HEART,  TWO  PATIENTS.  ONE  IS  A 45-YEAR- 
old  man  with  a wife  and  three  children  who  has  a 90% 
chance  of  surviving  another  30  years  with  a new  heart. 
The  other  is  a 59-year-old  woman  who  is  so  desper- 
ately ill  she  only  has  a 50-50  chance. 

Throw  in  a few  other  factors:  The  woman  has  been 
waiting  for  a new  heart  for  6 weeks,  the  man  for  2.  He  lives 
a half  mile  from  the  hospital  where  the  transplant  will  take 
place  and  2 miles  from  his  physician’s  office.  She  lives  in  a 
rural  county  that  has  no  physician,  and  she  has  little  access 
to  follow-up  care  and  cannot  afford  to  move  to  the  city.  He 
has  worked  for  the  same  company  for  20  years  and  is  cov- 
ered by  a preferred  provider  organization.  She  is  unem- 
ployed but  is  covered  by  her  husband’s  insurance  plan. 
Both  patients  are  of  the  same  blood  type  and  weigh  roughly 
the  same.  Who  gets  the  heart? 
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The  fact  that  UNOS  guidelines  ease 

the  pressure  on  them  as  far  as  determining  who  gets  a 
transplant  provides  little  comfort  to  most  transplant 
physicians.  They  are  well  aware  that  more  than  40,000 
Americans  are  on  the  waiting  list  for  an  organ  trans- 
plant and,  if  1996  is  anything  like  1995,  less  than  30%  of 
them  will  receive  the  transplants  they  need. 

In  a perfect  world,  everyone  would  agree  to  donate 
their  organs  after  death  and  there  would  be  no  need  for 
rationing.  But  because  they  don’t  and  the  supply  is  limited, 
physicians  and  transplant  teams  are  forced  to  make  deci- 
sions that  literally  mean  life  or  death.  That  raises  a number 
of  ethical  and  moral  questions,  chief  among  them  whether 
it  is  really  the  best  policy  to  give  organs  to  patients  simply 
because  they  are  sicker  than  others  and  have  been  waiting 
longer  when  younger  or  perhaps  less  seriously  ill  patients 
might  do  better  in  the  long  run. 
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“I  see  the  UNOS  guidelines  as  a real  ethics  problem," 
said  Arthur  Caplan,  PhD,  director  of  the  Center  lor 
Bioethics  at  the  University  of  Pennsylvania  and  author  of  a 
collection  of  essays  on  health  care  titled  If  I Were  a Rich 
Man  Could  I Buy  a Pancreas?  He  traces  the  development  of 
the  guidelines  to  the  early  days  of  organ  transplantation, 
when  the  vast  majority  ol  patients  died  within  6 months  of 
the  transplant  and  giving  organs  to  the  sickest  patient  was 
the  most  defensible  thing  to  do. 

Because  outcomes  are  much  better  now.  Dr  Caplan  says, 
it  is  time  to  rethink  the  policy  and  give  more  weight  to 
determining  which  patients  will  do  well  and  have  the  best 
chances  to  live.  “It  doesn't  make  sense  to  take  the  sickest 
possible  people  and  give  them  top  priority,"  he  said  “That’s 
like  going  on  a lifeboat  and  asking  who’s  almost  dead,  and 
giving  them  all  the  food  and  water." 

The  current  policy  “lets  people  oil  the  hook  in  trying 
to  lorecast  who  is  going  to  do  well,  he  said.  “It’s  under- 
standable why  some  people  don’t  want  to  make  the  deci- 
sion ol  favoring  someone  over  another,  but  I think  it  is 
defensible  to  do  it  when  there  is  a clear  dilference 
between  who  is  most  likely  to  do  well  and  who  is  most 
likely  not  to.” 

A review  ol  the  ethical  considerations  in  allocating 
organs  and  other  scarce  medical  resources  by  the  American 
Medical  Association’s  Council  on  Ethical  and  Judicial 
Affairs,  published  in  the  January  19,  1995,  Archives  of 
Internal  Medicine,  concluded  that  the  UNOS  method  “is 
based  on  sound  ethical  principles.” 

However,  it  did  offer  some  suggested  changes.  These 
included  addressing  quality-of-life  issues  to  avoid  extremely 
poor  outcomes,  lessening  the  emphasis  on  medical  urgency 
in  allocating  organs  for  which  a transplant  is  the  only  effec- 
tive therapy  for  organ  failure,  and  calculating  the  waiting 
time  from  the  time  the  patient  becomes  a candidate  for  a 
transplant  instead  of  from  when  the  patient  is  actually 
placed  on  the  list. 

Physicians  are  continuing  to  learn  more  about  outcomes 
of  organ  transplants,  but  that  knowledge  in  some  ways  only 
makes  the  ethical  questions  tougher.  “The  more  informa- 
tion we  have,  the  more  difficult  it  gets  to  allow  for  more 
equitable  organ  distribution,"  Dr  Calhoon  said. 

“If  you  put  a heart  into  somebody  with  X disease  and 
it  does  better  than  somebody  with  Y disease,  should  the 
person  with  X disease  get  a better  shot  at  the  heart?”  he 
asked.  “Do  we  penalize  Y because  he  has  this  disease,  or 
do  we  treat  them  equally?  Is  somebody  with  X profile 
going  to  do  better  than  somebody  with  Y profile?  Do  we 
penalize  the  Y-profile  guy  because  he  happens  to  be  a Y 
profile?” 

Even  the  race  of  a donor  and  recipient  can  play  a factor, 
he  says.  “If  a man  ol  race  A gets  a man  of  race  B’s  organ  and 
does  poorly,  how  do  we  factor  that  in,  and  do  we  allow  that 
transplant  to  be  done?” 


Emm 


HYSICIANS  AND  ETHICISTS  AGREE  THAT  PUBLIC 
confidence  in  the  fairness  of  the  organ  transplantation 


"II  DOESN'T  IKE 
SEISE  10  IE  THE 


P system  is  vital  to  organ  donation.  People  who  have  signed 
donor  pledge  cards  expect  their  organs  to  be  used  fairly 
and  wisely  to  benefit  the  most  deserving  people.  And,  for 
the  most  part,  it  is  a fair  system.  But  many  lear  that  the  Mickey 
Mantle  case  — even  though  UNOS  audited  it  and  lound 
nothing  amiss  — and  another  controversial  transplant  involv- 
ing the  governor  ol  Pennsylvania  may  have  shaken  the  public’s 
faith  in  the  system. 

On  June  14,  1993, 

Pennsylvania  Gov  Robert 
Casey  received  a heart-liver 
transplant  at  the  University 
of  Pittsburgh  Hospital 
only  12  hours  after  being 
placed  on  rhe  waiting  list. 

Like  Mr  Mantle’s  physi- 
cians in  Dallas,  the  Pitts- 
burgh transplant  team 
briefly  considered  giving 
the  organs  to  someone  else 
because  of  the  public  out- 
cry they  thought  might 
ensue.  Their  instincts  were 
right.  Pittsburgh’s  organ 
procurement  agency,  the 
Center  for  Organ  Recovery 
and  Education  (CORE), 
received  calls  Irom  irate 
people  who  said  they  were 
tearing  up  their  organ 
donor  cards,  and  local 
radio  talk  shows  were 
flooded  with  calls  from 
angry  listeners  who 
claimed  the  governor 
received  special  treatment. 

According  to  the  Pitts- 
burgh Post-Gazette,  physi- 
cians denied  giving  Gov- 
ernor Casey  preference, 
but  did  acknowledge  that 
special  “circumstances”  re- 
sulted in  him  being  placed  in  a special  category  of  recipi- 
ents and  getting  a transplant  so  quickly.  Those  circum- 
stances were  that  the  governor  was  the  only  person 
needing  both  a heart  and  a liver,  and  under  CORE  poli- 
cies in  effect  then,  he  went  to  the  top  ol  the  waiting  list. 
Had  he  only  needed  one,  there  would  have  been  other  pa- 
tients ahead  of  him. 
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UNOS  had  no  position  on  combination  organ  trans- 
plants at  the  time,  but  17  days  after  the  Casey  transplant,  it 
adopted  a policy  that  such  patients  should  be  on  separate 
lists.  CORE,  stung  by  the  public  criticism,  changed  its  pol- 
icy to  agree  with  UNOS. 

Even  though  the  transplant  system  is  basically  fair  and 
UNOS  relies  on  physicians  to  act  ethically,  there  are  always 
those  who  hnd  ways  to  manipulate  the  system  to  their 
advantage.  While  it  cannot  be  proven,  it  is  accepted  in  the 
transplant  community  that  some  physicians  have  exagger- 
ated their  patients’  conditions  to  make  them  appear  worse 
than  they  are  and  secure  them  higher  places  on  the  waiting 
list.  “That’s  happened  and  everybody  knows  it,’’  one  trans- 
plant physician  said. 

Dr  Trinkle  says  if  physicians  do  manipulate  the  system, 
it  is  only  because  “we  are  intense  advocates  for  our  own 
patients,  as  opposed  to  the  organ  going  to  someone  we 
don’t  know  even  if  they  are  equally  in  need.  We  are  frus- 
trated spear  carriers  in  the  trenches  watching  our  patients 
die  while  others  think  profound  thoughts  and  make  rules.’’ 

Dr  Calhoon  contends  it  is  possible  to  beat  the  system. 

“If  somebody  lives  in  a major  metropolitan  area,  has  more 
education  and  a little  more  money,  and  reads  the  rules  care- 
fully, there  are  probably  ways  to  figure  out  how  to  get  consid- 
eration that  will  be  better  than  some  poor  ignorant  person 
who  doesn’t,”  he  said.  On  the  other  hand,  he  added  that  he 
has  seen  “some  guys  who  were  pretty  darn  broke  but  who  were 
very  persistent  and  very  bright  and  who  figured  out  ways  to 
manipulate  the  system  and  make  sure  they  get  organ  trans- 
plants.” One  patient  needing  a transplant  threatened  to  sue 
his  insurance  company  until  it  agreed  to  cover  the  procedure. 

“I’m  reluctant  to  say  that  simply  being  rich  is  a key  to 
getting  an  organ,  but  being  intelligent,  being  persistent, 
and  being  creative  have  probably  always  helped  people  get 
organs  a little  bit  faster  because  they  position  themselves 
within  the  system  and  the  rules  that  exist  and  have  the  best 
chance,”  Dr  Calhoon  said. 


THE  PRICE  OF  LIFE 

N ORGAN  TRANSPLANTATION,  AS  IN  OTHER 
areas  of  medicine,  a physician’s  goal  of  doing  everything 
possible  for  the  patient  often  collides  with  the  bean- 
counter mentality  of  doing  everything  possible  for  the 
bottom  line.  That  is  why,  Dr  Caplan  believes,  that  while 
public  confidence  in  the  organ  transplant  system  is  still 
high,  there  is  a growing  mistrust  of  medicine  in  general 
because  of  fears  that  medical  decisions  increasingly  are 
being  made  by  accountants  instead  of  physicians. 

There  are  those,  however,  who  Teel  that  because  trans- 
plants are  expensive,  a line  has  to  he  drawn  somewhere.  Dr 
Calhoon  is  one  of  them. 

“The  public  and  physicians  need  to  come  to  grips  with 


putting  a price  on  the  cost  of  life,”  he  said.  “We  don’t  have 
enough  money  to  pay  for  all  the  medical  care  that’s  out 
there.  Not  everybody  in  the  world  can  afford  a Rolls  Royce. 
Most  of  us  don’t  feel  like  dying  is  the  end  of  the  world. 
Most  people  have  some  sort  of  religion  that  says  there’s 
something  after  dying.” 

An  endless  supply  of  organs  is  not  the  answer,  he  contends. 

“At  what  point  does  it  become  cost  inefficient?  If  there 
were  unlimited  organs,  we  still  wouldn’t  have  enough  money 
to  do  unlimited  transplants,”  he  said.  “They’re  expensive,  and 
every  one  of  them  has  a potentially  finite  life  span.  We  as  a 
society  need  to  decide 


whether  the  cost  involved 
versus  the  long-term  benefit 
to  productive  life,  produc- 
tive family,  and  productive 
society  is  justified.  Insur- 
ance companies  and  man- 
aged care  are  trying  to  do 
that,  and  I don’t  disagree 
with  it.  I’m  not  saying  I 
want  to  be  the  one  in 
charge  of  having  to  do  it  or 
that  I think  I ought  to  be 
playing  God,  but  we  all 
ought  to  come  to  grips  with 
that.  Everybody  ought  to 
look  at  their  mom  or  their 
pop  or  their  granddad  or 
grandmom  and  ask,  When 
have  we  done  enough?” 

A price  may  have 
already  been  put  on  life,  as 
an  increasing  number  of 
patients  are  part  of  man- 
aged care  plans  that  limit 
coverage. 

“In  reality  we  are  there,” 
said  Peter  Alivizatos,  MD, 
director  of  cardiothoracic 
transplantation  services  at 
Baylor  Medical  Center. 
“When  you  have  the 
administrator  telling  you 
that  our  contract  is 
$120,000  on  this  case,  and 
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you  have  already  exceeded  $160,000  and  the  hospital  has  to 
loot  the  bill,  we  have  to  listen.  It  is  a reality,  and  we  have  to 
just  swallow  it.  I’m  not  saying  it  is  easy.  It  is  hard,  but  it  is  a 
reality.  You  cannot  give  grafts  to  people  who  are  borderline 
any  more,  because  the  system  simply  cannot  support  them. 
The  realities  now  are  absolutely  merciless.  We  cannot  go  in 
the  red  doing  transplants.” 

How  does  that  make  Dr  Alivizatos  feel?  “The  same  way 
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the  captain  of  the  Titanic  felt  lowering  the  lifeboats  and 
putting  just  women  and  children  in  them,  and  letting 
everybody  else  go  down." 

Critics  of  basing  transplant  decisions  on  cost  factors  say 
doing  so  may  be  false  economy. 

“If  someone  is  dying  of  end-stage  heart  or  liver  disease, 
and  almost  no  one  stays  home  because  you’re  so  darned 
sick  toward  the  end,  to  maintain  or  help  someone  die  in 
that  situation  is  at  times  even  more  costly  than  transplant- 
ing them  and  getting  them  out  of  the  hospital,”  said 
Suzanne  Lane  Conrad,  marketing  manager  of  the  South- 
west Organ  Bank  in  Dallas.  She  also  serves  as  president  of 


the  North  American  Transplant  Coordinators  Organiza- 
tion. “We  know  that  is  the  case  with  dialysis  patients.  It’s 
less  expensive  to  transplant  them  than  to  maintain  them 
on  dialysis.” 

Dr  Caplan  says  there  has  “always  been  some  grumbling" 
that  transplants  are  too  expensive. "Yelling  about  the  cost  of 
transplants  ignores  the  question  of  whether  they  work. 
What  you  want  to  know  is  whether  you  get  your  money’s 
worth.  I think  for  many  forms  of  transplants  — kidney, 
heart,  liver  — you  can  definitely  argue  you  get  your 
money’s  worth.  It  costs  you  a lot  at  the  front  end  but  you 
get  a lot  of  health  benefits  as  a result.”  ★ 


AN  AWESOME  EXPERIENCE 
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N THE  WALL  OF  DR  KENT  TrINKLE’s 
office  at  The  University  of  Texas  Health  Science 
Center  at  San  Antonio  is  a picture  of  a 3-year-old 
girl.  She’s  not  his  daughter  or  even  his  grand- 
daughter, but  she  is  special  because  her  mother 
was  one  of  Dr  Trinkle’s  first  heart  transplant  patients 
and  was  only  the  seventh  woman  in  the  world  to  give 
birth  after  receiving  a new  heart. 

Dr  Trinkle  is  a pioneer  in  the 
organ  transplant  field  and  has 
been  involved  in  more  than  300 
heart  or  lung  transplants.  He  per- 
formed the  first  heart  transplant  in 
South  Texas  in  1986  and  the  first 
lung  transplant  in  the  country  a 
year  later.  The  first  lung  transplant 
recipient  was  a young  woman  in 
her  late  20s  suffering  from  familial 
pulmonary  fibrosis  that  killed  her 
mother  and  brother. 

After  more  than  30  years  of 
practicing  medicine,  he  admits 
there  is  a tendency  to  get  a little 
jaded.  That  is,  until  it  comes  to 
giving  someone  a new  heart. 

“When  you  take  the  old  heart 
out  and  look  at  the  big  empty  cavity  in  the  chest,  and 
you’ve  got  this  cold  blob  of  muscle  just  sitting  there  flac- 
cid and  you  know  you  have  to  make  it  work,  that’s  an 
awesome  experience,”  Dr  Trinkle  said.  “The  first  time  I 
did  that,  only  the  Lord  knew  how  nervous  I was.  But 
then  when  it  does  start  working,  boy,  that’s  a real  high. 
When  it  starts  twitching  a little  bit,  then  it  starts  beating 
a little  bit,  then  it  just  takes  off  and  goes,  and  the  blood 
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pressure  goes  up,  that’s  awesome.  I think  organ  trans- 
plantation is  probably  the  most  fun  you  can  have  with 
your  clothes  on.” 

There  is  no  higher  high  than  a successful  heart  or  lung 
transplant,  but  no  lower  low  than  when  a patient  runs  out 
of  time  and  dies  because  there  is  no  organ  available.  “That 
is  the  lowest,  sickest  feeling  you  can  get,  when  you  see 

somebody  slipping  away  a little 
bit,  day  by  day,”  he  said. 

The  realization  that  less  than  a 
quarter  of  the  suitable  potential 
organ  donors  in  the  nation  agree 
to  donation  and  the  helpless  feel- 
ing of  watching  patients  die  when 
he  knows  new  organs  could  save 
their  lives  angers  Dr  Trinkle  and 
has  led  him  to  make  a modest 
proposal:  Pay  for  the  organs. 

“Everybody  benefits  from  organ 
transplantation  except  the  donor 
family,”  he  said.  “We  should  pay 
for  the  funeral  expenses  and  all  of 
the  hospital  expenses  of  the  donor. 
Maybe  that  does  take  away  some  of 
the  altruism  of  organ  transplants, 
but  if  it  doubles  the  number  of 
organs  available,  then  we  won’t  have  to  go  through  all  this 
prioritization  and  worry  about  who’s  what.” 

Meanwhile,  the  picture  of  the  little  girl  whose 
mother  received  the  heart  transplant  is  a constant 
reminder  to  Dr  Trinkle  of  how  an  organ  transplant  can- 
not only  save  a life,  but  can  lead  to  a new  one  as  well. 

“That  really  makes  you  feel  good,”  he  said.  “I  feel  like 
a granddaddy.” 
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For  children’s  sake 

New  law  mandates  HIV  testing  of  pregnant  patients 

By  Richard  M.  Grimes,  PhD;  Andrew  W.  Helfgott,  MD; 
Julie  R.  Watson,  JD;  and  Nancy  L.  Eriksen,  MD 


The  Texas  Legislature  passed  a law  this  past  ses- 
sion making  it  mandatory  for  health-care 
providers  attending  pregnant  patients  to  carry 
out  two  HIV  tests  — one  at  the  first  prenatal 
visit  and  one  at  the  time  of  delivery,  unless  patients  specif- 
ically refuse  (1).  Physicians  must  also  distribute  certain 
printed  materials  about  HIV  to  pregnant  patients  accord- 
ing to  the  law,  which  went  into  effect  January  1,  1996. 


Recent  research  has  shown  that  maternal-to-fetal  trans- 
mission of  HIV  can  be  significantly  reduced  by  following  a 
three-step  protocol  administering  zidovudine  (AZT).  In  a 
nationwide  study  conducted  by  the  AIDS  Clinical  Trial 
Group,  maternal-to-fetal  transmission  of  HIV  was  reduced 
by  two  thirds  in  cases  where  women  were  treated  orally  with 
AZT  during  pregnancy,  intravenously  during  labor  and 
delivery,  and  when  their  newborns  were  treated  orally  lor  6 
weeks  after  birth  (2).  This  discovery  is  an  important  break- 
through in  the  field  of  AIDS  and  HIV  infection,  but  only 
benefits  children  of  patients  whose  HIV-positive  status  is 
known,  because  zidovudine  must  be  administered  during 
pregnancy  to  reduce  the  chances  of  transmission. 

As  part  of  the  new  law,  providers  must  verbally  notify  preg- 
nant patients  that  they  will  order  an  HIV  test  unless  it  is 
expressly  refused.  The  addition  of  this  law  to  previously 
enacted  HIV-related  legislation  creates  a complex  set  of  legal 
requirements  for  practicing  clinicians.  Physicians  treating 
pregnant  women  need  to  ensure  their  testing  procedures  com- 
ply with  the  law,  such  as  in  obtaining  permission  to  test  and 
in  preserving  patient  confidentiality.  Clinicians  should  also 
establish  procedures  for  presenting  test  results  to  patients. 

Obtaining  permission 

Texas  law  requires  that  patients  give  informed  consent  before 
HIV  testing  is  done  (3).  Obtaining  this  consent  is  often  dif- 
ficult because  of  the  stigma  associated  with  HIV  infection. 

Legal  articles  in  Texas  Medicine  are  intended  to  help  physicians  understand  the  law  by  pro- 
viding legal  information  on  selected  topics.  These  articles  are  published  with  the  understand- 
ing that  TMA  is  not  engaged  in  providing  legal  advice.  When  dealing  with  specific  legal  mat- 
ters, readers  should  seek  assistance  from  their  attorneys. 


Patients  may  judge  such  a request  tan- 
tamount to  being  accused  of  promiscu- 
ity, of  illegal  drug  use,  or  of  having  a 
philandering  mate.  But  this  difficulty 
does  not  absolve  physicians  from 
obtaining  informed  consent.  I he  new 
law’s  standard  for  HIV  testing  in  preg- 
nant women  is  even  more  stringent, 
because  physicians  must  verbally  tell 
pregnant  patients  that  unless  they  dis- 
approve, HIV  testing  will  be  done. 

There  are  three  important  points  to  cover  with  a preg- 
nant woman  when  obtaining  her  permission.  First,  reassure 
the  patient  that  testing  is  a routine  part  of  your  practice  so 
she  won’t  feel  singled  out.  Second,  tell  her  that  one  reason 
HIV  testing  is  routine,  besides  it  being  the  law,  is  because 
the  latency  period  for  HIV  infection  can  be  as  long  as  15 
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years  (4).  Many  patients  do  not  realize 
HIV  infection  can  be  dormant  but 
infectious  that  long.  Third,  tell  her 
that  however  unlikely  HIV  inlection 
is,  if  she  is  positive,  she  can  greatly 
reduce  the  chances  of  transmitting  it 
to  her  fetus  with  AZT  treatment. 

The  new  law  requires  documenta- 
tion in  the  medical  record  that  specific 
written  materials  developed  by  the 
Texas  Department  of  Health  (TDH), 
in  addition  to  verbal  notification,  were 
given  to  the  patient  before  testing.  To 
order  written  materials  that  comply 
with  the  law,  write  the  Texas  Depart- 
ment of  Health,  Warehouse  Manager, 
1100  W 49th  St,  Austin,  TX  78756- 
3199  (phone  orders  not  accepted). 

You  can  use  a simple  procedure  to 
meet  the  law’s  requirements  and  effi- 
ciently manage  your  practice.  Attach 
the  TDH  material  to  a list  you  develop 
of  all  tests  that  will  be  done  during 
pregnancy,  including  HIV  testing. 
Texas  law  does  not  require  that  a spe- 
cific form  be  used  for  obtaining  per- 
mission for  HIV  testing;  the  testing  is 
allowed  under  a general  consent  form 
for  medical  care.  The  law  only  requires 
that  there  be  documentation  in  the 
medical  record  that  the  test  has  been 
explained  and  consent  has  been 
obtained  (5).  The  form  should  contain 
a statement  saying  the  patient  may  ask 
for  further  explanations  of  tests  she 
does  not  understand.  At  the  bottom  of 
this  form,  add  a place  for  her  signature 
indicating  she  acknowledges  receiving 
the  material,  and  that  she  is  either  giv- 
ing or  refusing  to  give  permission  for 
testing.  This  way,  the  patient  acknowl- 
edges that  she  has  received  the  materi- 


als, that  she  has  been  notified  she  is 
being  tested  for  HIV,  and  that  she 
knows  she  may  ask  for  an  explanation 
of  tests.  Placing  this  permission  form 
in  the  chart  will  then  document  that 
these  requirements  have  been  satisfied. 

The  rationale  for  including  permis- 
sion for  HIV  testing  along  with  other 
testing  is  that  it  emphasizes  how  HIV 
testing  is  simply  a part  of  the  normal 
prenatal  routine.  It  also  allows  women 
to  consent  to  HIV  testing  without  the 
stigma  associated  with  consenting  to 
HIV  testing  alone.  However,  obtain- 
ing this  written  permission  is  not  suf- 
ficient under  the  new  law  because  it 
says  a pregnant  patient  must  be  ver- 
bally informed  that  she  is  being  tested 
for  HIV.  Physicians  should  note  in  the 
chart  that  HIV  testing  has  been  dis- 
cussed with  the  patient. 

If  the  pregnant  woman  refuses  test- 
ing, the  law  requires  referring  that 
patient  to  an  anonymous  testing  facility 
or  instructing  her  about  anonymous 
testing  methods.  While  not  legally 
required  to  do  so,  a prudent  physician 
would  note  both  the  refusal  of  testing 
and  the  fact  that  the  woman  was 
informed  of  anonymous  testing  in  the 
medical  record  to  avoid  later  disputes  as 
to  whether  the  law  had  been  followed. 

Communicating  test  results 

Because  HIV  testing  can  be  such  an 
emotionally  charged  issue,  it  is  impor- 
tant to  have  procedures  in  place  for 
dealing  with  test  results.  Always  tell 
the  patient  when  test  results  will  be 
available,  because  waiting  to  hear  if 
one  has  a fatal  disease  is  stressful.  It  is 
not  appropriate  to  wait  until  the  next 


scheduled  appointment  to  give  test 
results.  If  HIV  testing  is  being  done  in 
the  context  of  other  prenatal  testing, 
the  physician  may  want  to  let  the 
patient  know  that  any  (not  just  HIV) 
abnormal  results  will  be  reported  back 
by  a certain  date.  If  the  patient  does 
not  hear  from  you  by  that  date,  she 
can  then  assume  all  tests  were  normal. 
Make  a note  in  the  chart  to  carry  out 
post-test  counseling  on  the  next  regu- 
larly scheduled  visit  (6). 

Because  Texas  law  also  requires  that 
anyone  receiving  a positive  HIV  test 
result  must  have  the  opportunity  to 
receive  face-to-face  counseling  (7), 
your  practice  should  have  appropriate 
procedures  prepared.  This  also  makes 
good  clinical  sense.  A patient  discov- 
ering that  he  or  she  has  a fatal,  stig- 
matized disease  should  receive  that 
information  in  person  in  a controlled, 
supportive  environment  and  not  over 
the  phone  or  by  mail. 

The  first  step  in  dealing  with  a 
newly  discovered  HIV-positive  indi- 
vidual should  be  to  confirm  the  con- 
dition with  additional  testing.  Recall 
the  patient  to  the  practice  site  to  give 
the  results  in  person  by  requesting 
that  the  patient  return  for  further 
blood  work,  additional  examinations, 
etc.  Patients  who  are  actually  being 
recalled  for  abnormal  test  results  other 
than  a positive  HIV  test  result  should 
be  informed  as  to  which  test  is  the 
cause  for  the  recall. 

The  clinician  who  has  the  closest 
relationship  with  the  patient  should  be 
the  one  to  tell  the  patient  she  is  HIV 
positive,  which  may  or  may  not  be  the 
physician.  It  may  be  the  nurse,  the  nurse 
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practitioner,  or  the  midwife.  The  care 
team  should  discuss  this  beforehand 
and  work  it  out  together.  Whoever  tells 
the  patient  should  have  an  experienced 
clinician  as  a backup  to  assess  the 
patient  for  suicide  potential,  depression, 
anxiety,  and  so  forth  (8,9). 

It  is  essential  to  have  a plan  to  deal 
with  the  patient’s  likely  emotional 
responses.  11  the  practice  setting  does 
not  have  someone  who  is  trained  and 
experienced  in  giving  positive  HIV 
test  results,  there  are  a number  of 
places  to  get  publications  to  teach  you 
how  to  counsel  such  patients  (see  arti- 
cle on  p 39). 

II  the  test  results  are  negative,  the 
patient  should  be  told  that  it  only 
indicates  her  HIV  status  as  ol  6 
months  prior  to  the  test  (10).  Explain 
how  a positive  HIV  test  results  when 
antibodies  to  HIV  are  detected,  but 
that  an  HIV-infected  individual  may 
take  Irom  several  weeks  to  as  long  as  6 
months  after  infection  before  he  or  she 
produces  a detectable  level  of  antibod- 
ies. If  the  patient  or  her  sexual  partner 
has  engaged  in  high-risk  behavior  dur- 
ing the  previous  6 months,  then  the 
test  should  be  repeated  to  rule  out 
recent  transmission.  The  counseling 
associated  with  a negative  result  can  be 
done  at  the  next  scheduled  visit,  which 
is  also  a good  time  to  counsel  patients 
about  eliminating  behaviors  that  may 
lead  to  HIV  infection. 

Preserving  confidentiality 
The  new  Texas  law  requires  a physician 
to  advise  a woman,  prior  to  testing, 
that  the  results  of  the  test  are  confi- 
dential but  not  anonymous.  The 

38 


physician  must  explain  the  difference 
between  a confidential  and  an  anony- 
mous test,  and  must  inform  the 
woman  that  anonymous  testing  may 
he  available  from  another  source.  If  the 
women  elects  to  have  a confidential 
test  through  her  physician,  then  other 
legal  issues  must  be  addressed. 

The  Texas  statute  governing  HIV- 
related  information  puts  stringent 
restrictions  on  the  confidentiality  of 
any  information  pertaining  to  a 
patient’s  HIV  status  (11).  A patient’s 
HIV  test  results  are  confidential,  and  a 
person  possessing  or  having  knowl- 
edge of  test  results  may  not  release  or 
disclose  the  test  results  except  as 
allowed  by  law.  The  law  allows  confi- 
dentiality to  he  broken  in  order  to 
release  the  results  to  the  health  depart- 
ment, a local  health  authority  for 
reporting  purposes,  the  physician  who 
ordered  the  test,  or  a health-care 
provider  who  has  a legitimate  need  to 
know  the  test  results  in  order  to  pro- 
vide for  his  or  her  own  protection  and 
to  provide  for  the  patient’s  health  and 
welfare.  Additionally,  HIV  test  results 
may  be  released  to  a person’s  spouse  if 
the  results  are  positive.  A patient  may 
also  voluntarily  allow  the  release  or 
disclosure  of  the  test  results  to  any 
other  person.  Such  authorization 
must  be  in  writing  and  be  signed  by 
the  person  who  was  tested.  A copy  of 
this  written  permission  should  be  kept 
in  the  patient’s  medical  record. 

Violating  HIV  confidentiality  law 
carries  both  civil  and  criminal  penal- 
ties. A person  commits  a criminal 
offense  if,  with  criminal  negligence, 
the  person  releases  or  discloses  test 
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results,  or  allows  the  results  or  other 
information  regarding  a person’s  HIV 
status  to  become  known.  A misde- 
meanor under  Texas  law,  the  offense  is 
punishable  by  a fine  not  to  exceed 
$4,000,  confinement  in  jail  for  a term 
not  to  exceed  1 year,  or  both  a fine 
and  confinement  (12).  In  addition  to 
the  law’s  criminal  sanctions,  the  per- 
son whose  test  result  was  illegally 
released  may  sue  for  damages  resulting 
from  job  loss,  invasion  of  privacy,  or 
any  other  untoward  consequence  of 
the  breach  of  confidentiality. 

Physicians  or  the  institutions 
where  they  work  may  be  liable  if  staff 
members  under  their  supervision 
release  such  confidential  information. 
The  law  allows  employees  of  health- 
care facilities  whose  jobs  require  them 
to  deal  with  medical  records  to  view 
test  results.  However,  these  employees 
are  also  bound  under  the  confidential- 
ity provisions  of  the  law.  Before  insti- 
tuting HIV  testing  policies,  physicians 
should  review  the  importance  of  con- 
fidentiality and  the  legal  consequences 
of  breaching  it  with  their  staffs  and 
with  anyone  else  (students,  residents, 
etc)  who  may  come  into  contact  with 
this  information. 

Because  of  its  particular  sensitivity, 
physicians  may  want  to  establish  a fil- 
ing system  separate  from  the  other 
medical  records  in  order  to  safeguard 
this  information.  An  advantage  of 
putting  all  HIV  results,  whether  posi- 
tive or  negative,  in  one  file  is  that  staff 
cannot  surmise  that  the  existence  of  a 
record  in  the  locked  file  is  proof  that 
the  patient  is  positive. 

Carrying  out  HIV  testing  on  preg- 
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Where  to  go  for  information  on  HIV  and  AIDS 

Toll-free  numbers,  publications  for  health  professionals 


AIDS  Education  and  Training  Center  for  Texas  and  Okla- 
homa (AETC)  provides  assistance  in  locating  AIDS- 
related  information  for  health  professionals  in  Texas  and 
Oklahoma,  including  literature  searches  and  materials  on 
medical  management  of  HIV.  Information  about  testing 
of  pregnant  women,  clinical  guidelines  for  use  of  zidovu- 
dine (AZT)  in  pregnancy,  as  well  as  other  AIDS-related 
printed  materials,  are  provided  without  charge. 

Telephone  consultations  can  be  arranged  with  obste- 
tricians-gynecologists  Andrew  Helfgott,  MD,  and 
Nancy  Eriksen,  MD,  from  The  University  of  Texas- 
Houston  Medical  School,  who  have  substantial  experi- 
ence in  HIV  testing  and  counseling,  caring  for 
HIV-positive  women,  and  managing  pregnant  women 
who  are  taking  zidovudine.  AETC  will  also  provide  free 
copies  of  the  Texas  Medical  Association’s  monograph  on 
management  of  HIV  (reference  6 of  this  article),  which 
includes  guidelines  for  HIV  counseling  and  testing.  The 
helpline  can  be  reached,  toll  free,  from  8 am  to  5 pm, 
Monday  through  Friday,  at  (800)  548-4659.  After 
hours,  callers  may  leave  a recorded  message,  which  will 
be  returned  the  next  business  day. 

HIV  Telephone  Consultation  Service  at  San  Francisco 
General  Hospital  is  staffed  by  experienced  AIDS  physi- 
cians, nurse  practitioners,  and  clinical  pharmacists  who 
directly  provide  consultations  with  health-care  practition- 
ers. All  providers  answering  the  calls  are  actively  engaged 
in  AIDS-HIV  care  at  San  Francisco  General  Hospital. 
The  consultation  service  is  staffed  from  9 am  to  6 pm, 
Monday  through  Friday.  The  toll-free  number  is  (800) 
933-3413.  After  hours,  callers  may  leave  a recorded  mes- 
sage, which  will  be  returned  the  next  business  day. 

National  AIDS  Information  Clearinghouse  primarily  pro- 
vides information  for  consumers  and  patients.  However, 
single  copies  of  government  documents  can  be  obtained 
by  calling  (800)  458-5231.  This  is  a good  source  for 
obtaining  Centers  for  Disease  Control  and  Prevention 
reports,  and  US  Public  Health  Service  recommenda- 
tions on  treatments  and  testing. 


AIDS  Clinical  Trial  Service  provides  information  on  fed- 
erally and  privately  funded  clinical  trials  for  people  with 

HIV  or  AIDS.  It  can  be  reached  at  (800)  874-2572. 

Books  and  other  publications 

• Centers  for  Disease  Control  and  Prevention.  HIV 
Counseling,  Testing  and  Referral:  Standards  and  Guide- 
lines. Also,  USPHS  Recommendations  for  HIV  Coun- 
seling and  Voluntary  Testing  for  Pregnant  Women. 
National  AIDS  Information  Clearinghouse,  PO  Box 
6003,  Rockville,  MD  20850.  (800)  458-5231. 

• Centers  for  Disease  Control.  Voluntary  HIV  Counseling 
and  Testing:  Facts,  Issues,  and  Answers.  National  AIDS 
Information  Clearinghouse,  PO  Box  6003,  Rockville, 
MD  20850.  (800)  458-5231.  1991.  This  pamphlet  is 
actually  intended  for  patients  taking  the  HIV  test. 
However,  it  is  useful  to  counselors  as  a source  to  CDC 
recommendations  on  testing  and  counseling. 

• Counseling  and  Testing.  In:  Barr  P,  Strother  L,  eds.  A 
Physicians  Guide  — AIDS/HIV  in  Michigan.  AIDS 
Education  Project,  Michigan  State  Medical  Society, 
120  W Saginaw,  East  Lansing,  MI  48823.  (517)  337- 
1351.  Section  1,  pp  3-16.  1989. 

• Evans  C,  et  al.  HIV  Antibody  Testing.  A Report  of  the 
Special  Initiative  on  AIDS  of  the  American  Public 
Health  Association.  Special  Initiative  on  AIDS,  Amer- 
ican Public  Health  Association,  1015  15th  St,  NW, 
Washington,  DC  20005.  (202)  789-5688. 

• Grimes  R.  Managing  the  HIV  Infected/AIDS  Patient. 
Texas  Medical  Association,  401  W 15th  St,  Austin, 
TX  78701.  (800)  880-1300.  1993. 

• Guidelines  for  Control  of  HIV  Transmission.  In: 
Shin  D,  Avers  J,  eds.  AIDS/HIV  Reference  Guide  for 
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nant  women  is  a difficult  process  sur- 
rounded by  several  legislative  man- 
dates. It  will  mean  learning  skills  in, 
and  establishing  procedures  for,  prop- 
erly counseling  women  of  the  risks 
and  benefits  of  testing,  obtaining  per- 
mission to  test,  informing  patients  of 
test  results,  and  safeguarding  those 
results.  While  this  will  add  a degree  of 
difficulty  to  your  practice,  it  has  the 
potential  reward  of  preventing  HIV 
transmission  to  infants.  ★ 
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When  less  is  more 

Physicians  turn  to  hospice  care  to  help  dying  patients 


By  Teri  Lee  Jones,  Associate  editor 


Fresh  out  of  training  in  1975,  Austin  oncologist 
Daniel  Hadlock,  MD,  encountered  the  kind  of 
patient  every  physician  fears  — one  he  could 
cure,  but  not  comfort.  The  man’s  bone-marrow 
tumor  had  left  permanent  protein  deposits  in  his  nerves, 
causing  excruciating,  unrelenting  pain.  Even  after  Dr  Had- 
lock had  conquered  his  patient’s  disease,  he  could  not  heal 
the  damage  it  had  left  behind.  His  every  attempt  to  relieve 
the  man’s  misery  failed. 


Dr  Hadlock  consulted  neurologists,  psychologists,  anes- 
thesiologists, and  physical  therapists.  He  even  tried  gim- 
micks. But,  crippled  with  agony,  his  patient  eventually  died 
“of  pain,"  Dr  Hadlock  said,  “and  profound  depression.  I 
felt  as  though  I had  failed  him  as  his  physician.” 

In  medicine,  the  assumption  had  long  been  that  if  you 
treated  the  disease,  then  symptoms  caused  by 
the  disease  would  fall  into  line,  Dr  Hadlock 
says.  “But  that’s  not  always  true.  And  I had 
never  been  trained  how  to  diagnose  symptoms 
— diseases,  yes,  but  not  symptoms.” 

Shortly  after  his  patient’s  death,  Dr  Hadlock 
flew  from  his  home  in  Orlando,  Fla,  to  attend  a 
symposium  in  Connecticut  that  would  change 
his  thinking  about  symptoms  and  disease.  The 
symposium  was  about  hospice  care,  and  he 
started  learning  how  he  could  treat  the  mecha- 
nisms causing  symptoms  just  like  he  could  treat 
the  ones  causing  diseases.  “Even  if  you  can’t  con- 
trol the  diseases  causing  them,  you  can  still  treat 
symptoms  — whether  they  are  agonizing  pain, 
shortness  of  breath,  or  constipation,”  he  said. 

Had  there  been  one  in  Orlando  at  the  time, 

Dr  Hadlock  would  have  called  in  a hospice  team 
for  his  patient.  But  the  hospice  concept  of  care 
was  too  new  in  this  country  then,  having  just 
arrived  from  Great  Britain.  So,  he  went  back  to 
Orlando  and  started  his  own  hospice  service. 

Dr  Hadlock,  who  now  serves  on  the  board  of 
directors  of  Hospice  Austin/Hospice  Williamson 


County,  describes  what  sold  him  on 
hospice.  “The  thing  that  put  it  together 
for  me  was  in  the  process  — that  the 
purpose  of  medicine  is  not  just  to  cure. 
It  is  to  cure  sometimes,  relieve  often, 
comfort  always.” 

Palliative  care,  embraced  and  fur- 
thered by  hospice,  at  that  time  was  a 
neglected  area  of  medicine,  according  to 
Amarillo  pediatrician  Gerald  Holman, 
MD.  “We  had  become  increasingly 
committed  to  a scientific  approach  to 
care,  so  much  so  that  by  the  early  ’60s,  we  approached  our 
patients  from  a technological  point  of  view,  rather  than  from 
a personal  point  of  view  — particularly  in  death.  ” 

A good  dying 

“I  don’t  think  any  death  is  good,”  Dr  Holman  said.  “But  I 


4* 


TEXAS  MEDICINE  ★ JANUARY  1 996 


Public  Health 


chink  one  can  have  a good  dying,  and 
that’s  what  hospice  helps  terminally  ill 
patients  achieve.”  Although  about 
80%  of  Americans  end  their  lives  in 
hospitals,  some  300,000  died  at  home 
in  1994  under  the  care  ol  hospice  pro- 
grams, almost  double  the  number  a 
decade  ago. 

In  a typical  hospice  program,  the 
attending  physician  supervises  a team 
that  includes  nurses,  social  workers, 
other  clinical  therapists,  and  even 
bereavement  counselors.  Volunteers 
round  out  the  team,  as  do  clergy.  For 
a flat  per-diem  rate,  usually  about 
$100  a day,  these  programs  allow 
most  patients  to  live  at  home  or  in 
nursing  homes  until  they  die.  A lead 
nurse  visits  patients  regularly  and 
reports  their  conditions  to  the  attend- 
ing physicians,  who  adjust  treatment 
plans  as  needed. 

For  Medicaid,  Medicare,  and  most 
private  insurers,  only  patients  whose 
life  expectancy  is  6 months  or  less  may 
be  referred  to  hospice  programs,  and 
physicians  must  recertify  patients  who 
live  longer  than  6 months.  Nationally, 
patients  average  53  days  in  hospice 
programs  before  death. 

Hospice  programs  have  grown 
rapidly  in  the  past  20  years,  from  one 
program  in  Connecticut  in  1974  to 
more  than  2,200  nationwide  by  1995. 
About  140  exist  in  Texas.  Although 
about  82%  ol  managed  care  plans  offer 
hospice  services,  Medicare  and  Medic- 
aid account  for  the  majority  of  hospice 
patients.  There  are  different  kinds  ol 
hospice  programs,  including  those 
based  at  hospitals,  skilled  nursing  facil- 
ities, and  home  health  agencies. 


As  experts  in  palliative  care,  not 
only  do  hospice  teams  usually  provide 
more  comforting,  comfortable  ends 
lor  terminally  ill  patients,  their  care  is 
typically  much  less  expensive  than 
conventional  care,  according  to  state 
and  national  studies.  Home-based 
hospice  care  was  found  to  be  about 
60%  less  costly  for  patients  in  their 
last  month  ol  life  than  conventional 
care,  according  to  a 1993  Texas 
Department  of  Human  Services  study. 
In  a national  study  of  Medicare 
patients  in  the  last  6 months  ol  life, 
hospice  patients  were  found  to  have 
incurred  $6  to  $23  in  out-of-pocket 
expenses  per  day,  compared  to  $46  per 
day  lor  patients  in  conventional  care. 

A New  Jersey  study,  conducted 
with  a grant  from  the  National  Can- 
cer Institute,  reiterates  the  dramatic 
cost  benefits  ol  hospice  care. 
Researchers  sampled  patients  who 
had  been  diagnosed  with  1 of  the  10 
most  common  causes  of  death  and 
compared  treatment  costs  ol  patients 
in  hospice  with  patients  in  conven- 
tional care.  The  average  cost  ol  care 
lor  patients  in  hospice  programs  was 
about  $6,000  for  60  days.  The  aver- 
age cost  per  day  of  hospitalization  for 
traditional-care  patients  was  $300  per 
day,  and  their  average  length  ol  stay 
was  about  20  days,  totaling  $6,000 
lor  less  than  3 weeks  of  hospital  room 
and  board  — not  including  profes- 
sional fees,  treatment,  or  laboratory 
costs.  “In  the  hospital,  you  only  got  3 
weeks  of  care  for  your  money,”  Dr 
Hadlock  said.  “Whereas  in  hospice 
programs,  you  got  60  days,  which  is 
nearly  a 3-to-l  ratio." 


Hospice  barriers 

With  the  proven  cost-effectiveness 
and  popularity  of  hospice,  some 
experts  wonder  why  more  physicians 
do  not  refer  terminally  ill  patients  to 
hospice  programs.  Although  the  num- 
ber ol  hospice  programs  continues  to 
grow,  the  hospice  concept  of  care  has 
met  its  share  of  resistance. 

When  it  first  arrived  on  the  scene 
in  the  '70s,  the  public  soon  began  rec- 
ognizing that  hospice  was  making  a 
difference  in  dying  patients’  quality  of 
life,  according  to  Dr  Hadlock.  “But 
lots  of  people  were  latching  onto  the 
word  ‘hospice’  and  making  all  sorts  ol 
promises  they  couldn't  keep.  Every- 
thing from  prayer  groups  to  hospitals 
laid  claim  to  hospice.  The  problem 
back  then  was  that  hospitals  were  like 
me.  They  had  lots  of  doctors  trained 
to  treat  diseases  who  didn’t  have  a 
clue  how  to  treat  pain  by  itself.  And 
prayer  groups  didn’t  have  a clue  about 
medicine,  period. ' 

Physicians  were  reluctant  to  refer 
patients  to  hospice  programs  lor  rea- 
sons other  than  the  questionable  legit- 
imacy ol  some  programs  calling 
themselves  hospice,  according  to  Dr 
Holman.  “Physicians  saw  that  the  care 
was  nonaggressive.  It  was  considered 
hearts-and-flowers,  or  hand-holding 
care,  which  was  incompatible  with 
medicine’s  mind-set  at  the  time.” 

“They  thought  it  was  bad  medi- 
cine,” Dr  Hadlock  said.  “A  doctor 
who  stopped  treating  the  disease  was 
not  considered  a good  doctor,  because 
if  you  ever  stopped  trying  to  cure  peo- 
ple, you  were  abdicating  your  respon- 
sibility as  a medical  professional.” 
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A public  backlash  in  the  70s 
against  a perception  that  medicine 
was  overtreating  and  unnecessarily 
prolonging  death  influenced  the 
growth  of  hospice,  as  did  a new  focus 
on  palliative  medicine  and  symptom 
control.  Dr  Holman  said,  “Now,  it 
shows  up  more  and  more  in  medical 
literature,  time  is  being  set  aside  for  it 
at  medical  meetings,  and  drug  com- 
pany representatives  are  discussing 
new  and  improved  ways  of  controlling 
symptoms.  It  has  been  a slow  develop- 
ment, but  techniques  for  managing 
pain  and  other  symptoms  are  being 
introduced  into  general  medical  care.” 

A fear  of  overprescribing  narcotics 
has  been  widespread  in  medicine, 
according  to  Drs  Holman  and  Had- 
lock,  and  continues  today.  In  Texas, 
physicians  have  feared  incurring 
undeserved  Texas  State  Board  of  Med- 
ical Examiners  (TSBME)  scrutiny. 
But  TSBME  issued  new  guidelines  in 
1995  clarifying  its  previous  guidelines 
about  narcotics  prescribing.  The  new 
guidelines  say,  in  effect,  that  proper 
use  of  morphine  and  other  opiates  for 
intractable  pain  is  good  medicine, 
according  to  Dr  Holman.  (See  also 
May  1995  Texas  Medicine,  pp  33—36.) 

Hospice  health-care  providers  ! 
almost  unanimously  say  that  the 
underutilization  of  analgesics  is  a 
problem  they  deal  with  regularly, 
according  to  Dr  Holman.  And  Dr 
Hadlock  has  seen  his  best-laid,  well- 
thought-out  treatment  plans  under- 
mined by  family  members  shocked  at 
what  they  felt  were  excessive  dosages. 
“What  people  need  to  understand  is 
that  high  opiate  dosages  are  necessary 
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in  such  cases,”  Dr  Hadlock  said.  “We 
should  not  be  so  afraid  of  opiate 
dependancy  in  terminally  ill  patients.” 

Studies  have  shown  that  physi- 
cians' inadequate  assessment  of  their 
patients’  pain  is  a significant  indicator 
of  underutilization  of  analgesics.  In  a 
study  of  patients  with  metastatic  can- 
cer conducted  by  the  Pain  Research 
Group  and  published  in  The  New 
England  Journal  of  Medicine  in 
March  1994,  some  42%  were  found 
to  have  received  inadequate  analgesic 
drug  therapy.  And  the  1,308  patients 
studied  were  being  treated  by  cancer 
subspecialists,  leading  researchers  to 
suggest  that  probably  even  more 
patients  — those  treated  by  physicians 
without  specialized  cancer  training  — 
died  in  unnecessary  pain. 

Few  physicians  practicing  today 
were  adequately  trained  in  treating 
intractable  pain  because  few  medical 
schools  in  this  country  include  it  in 
their  curricula,  says  Dr  Holman.  He  is 
working  with  a group  of  physicians  to 
develop  such  a curriculum.  Most 
physicians  don’t  have  to  be  experts, 
says  Dr  Hadlock.  “It’s  unrealistic  to 
expect  every  physician  to  be  thor- 
oughly trained  in  symptom  control. 
But  physicians  can  consult  an  expert, 
whether  that  is  a hospice  program  or 
another  physician.” 

One  sensitive  area  of  hospice  care 
regards  physician  control  and  reim- 
bursement. Because  physicians  can  only 
charge  for  patient  visits,  they  lose  the 
bulk  of  their  billing  opportunities  when 
their  patients  enter  hospice  programs. 
And  although  physicians  can  maintain 
control  over  their  patients’  care,  it  is 
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mainly  by  telephone  calls  with  lead  hos- 
pice nurses  — for  which  they  can  col- 
lect fees,  but  at  a significantly  lower  rate 
than  that  of  direct  patient  contact. 
“That  was  more  of  a barrier  in  the 
past,”  Dr  Hadlocksaid.  “But  physicians 
vary.  Some  get  very  possessive  of  their 
patients  and  some  disagree  with  the 
basic  concept  that  palliative  care  is  a 
reasonable  end  point  of  treatment.  And 
many  patients  are  unwilling  to  accept 
the  fact  that  their  disease  is 
incurable.” 

Physicians  continue  to  avoid 
discussing  death  with  their 
patients  and  when  it  might  be 
reasonable  to  end  aggressive 
treatment,  according  to  the 
largest  study  ever  conducted  of 
how  hospitalized  patients  die. 
Published  in  the  November 
22/29,  1995,  issue  of  The  jour- 
nal of the  American  Medical  Asso- 
ciation, the  study  found  that  of 
the  9,105  acutely  ill  patients 
studied  — all  in  the  advanced 
stages  of  one  or  more  of  nine  ill- 
nesses — more  than  half  spent 
their  last  few  days  of  life  in  moderate  to 
severe  pain.  In  nearly  half  of  the  cases, 
physicians  did  not  know  whether  their 
patients  preferred  do-not-resuscitate 
orders.  And  although  most  patients  and 
their  families  said  they  were  satisfied 
with  the  care,  the  researchers  concluded 
that  much  of  the  aggressive  treatment 
only  prolonged  death. 

The  hardest  question 

About  20  years  ago,  at  a hospice  semi- 
nar in  Oxford,  England,  Dr  Hadlock 
was  encouraged  to  make  a simple 


inquiry  that  took  him  6 months  to 
finally  get  up  the  nerve  to  ask  his  termi- 
nally ill  patients.  “I  was  told  to  just  say, 
‘If  there’s  one  thing  I can  do  for  you, 
what  would  that  thing  be?’”  Dr  Had- 
lock said.  “But  I was  scared  to  death  my 
patients  would  say,  ‘Please  cure  me.  ” 
When  he  finally  got  the  courage  to 
ask,  Dr  Hadlock  found  the  responses 
quite  reasonable.  “Usually  it  was 
something  simple  like,  ‘Can  you  fix  it 


so  I can  stay  home  with  what  time  I 
have  left?  Can  you  make  it  so  I don’t 
hurt?  Can  you  fix  it  so  my  wife  under- 
stands what’s  happening  to  me?”’ 

Dr  Hadlock  candidly  shared  his 
thoughts  about  the  man  whose  ago- 
nizing death  prompted  his  involve- 
ment with  hospice.  “The  same  drugs 
are  available  to  me  now  as  were  avail- 
able to  me  then,  it’s  just  that  so  few 
physicians  knew  how  to  use  them.”  If 
the  man  were  his  patient  today,  Dr 
Hadlock  said,  “I  would  use  anticon- 
vulsants and  antiseizure  medicines  for 


‘Can  you  fix  it  so 
I can  stay  home  with 
what  time  I have  left? 
Can  you  make  it 
so  I don’t  hurt? 

Can  you  fix  it  so 
my  wife  understands 
what’s  happening 
to  me?’ 


his  neuropathic  pain,  and  on  a regular 
schedule  instead  of  just  waiting  for 
him  to  hurt  and  then  giving  him  an 
as-needed  dose.  I would  use  extra 
medicines  with  the  narcotics  to  deal 
with  the  side  effects,  so  as  not  to  swap 
one  problem  for  another.  I would  be 
more  aggressive  with  antidepressants, 
which  also  have  a painkilling  effect.” 

Although  Dr  Holman  would  like 
to  see  medicine  move  faster  toward 
embracing  the  hospice  concept  of 
care,  he  says  he  is  encouraged  by  the 
growing  interest  in  symptom  control. 
“I  think  awareness  has  certainly  spread 
within  the  medical  profession.  If  we 
continue  in  this  direction,  and  man- 
age our  dying  patients’  pain  and  other 
symptoms,  it  will  allow  them  to  deal 
with  end-of-life  issues.  They  could 
have  a death  with  dignity  and  with 
some  peace.”  ★ 
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Universal  screening  for  childhood  lead 
poisoning  is  widely  debated.  Our  pur- 
pose was  to  compare  screening  results  at 
three  pediatric  clinics  within  Houston 
and  to  evaluate  the  effectiveness  of 
screening  according  to  published  crite- 
ria. The  clinics  were  chosen  for  their  geo- 
graphic and  socioeconomic  diversity. 
Children  between  6 months  and  6 years 
of  age  were  tested,  and  the  results  were 
classified  according  to  current  guidelines. 
We  screened  864  children.  Results 
between  sites  were  significantly  different, 
P = 0. 002.  No  children  with  blood  lead 
levels  greater  than  0.45  pmol/L  (9 
pg/dL)  were  identified  at  Clinic  C com- 
pared to  76  (8.8%)  from  Clinics  A and 
B,  but  no  site  had  children  with  levels 
greater  than  or  equal  to  2.20  pmol/L 
(45  pg/dL).  The  prevalence  of  childhood 
lead  poisoning  can  vary  even  within  the 
city.  If  regional  screening  is  to  replace 
universal  screening,  statewide  as  well  as 
citywide  data  are  needed  to  identify 
high-risk  areas.  This  could  be  done  by 
clinic  site,  zip  code,  or  census  track  data 
with  a minimum  of 3000  children. 


From  the  Department  of  Pediatrics,  The  Uni- 
versity of  Texas  Health  Science  Center,  6431 
Fannin,  Suite  3.230,  Houston,  TX  77030. 


Evaluation  of  a lead  screening  program 
in  Houston,  Tex 


Lynnette  J.  Mazur,  MD,  MPH 
Virginia  A.  Moyer,  MD,  MPH 
Pamela  A.  Lally,  MD 
Wenyaw  Chan,  PhD 

CHILDHOOD  LEAD  POISON- 
ing  raises  much  national  and 
local  concern.  In  1991,  the 
Centers  for  Disease  Control  (CDC) 
lowered  the  “intervention  level”  from 
1.20  pmol/L  (25  pg/dL)  to  0.50 
)jmol/L  (10  pg/dL)  (Table  1)  and  rec- 
ommended that  all  children  be 
screened,  unless  the  community  does 
not  have  a problem  (1).  Unfortu- 
nately, no  specific  prevalence  level  was 
given  to  define  the  problem. 

The  Houston  health  department 
performed  screening  until  1981. 
However,  when  less  than  3%  of  chil- 
dren had  blood  lead  levels  (BLLs) 
greater  than  1.45  pmol/L  (30  pg/dL) 
(pre-1985  “intervention  level”)  in  any 
given  year,  federal  funding  was  with- 
drawn and  screening  ended.  However, 
Houston  was  recently  ranked  as  one 
of  the  top  20  US  cities  at  increased 
risk  of  lead  poisoning  (2).  The  pur- 
pose of  this  study  was  to  compare  the 
results  of  lead  screening  at  three 
Houston  pediatric  clinics  and  to  eval- 
uate the  effectiveness  of  screening 
according  to  published  criteria  (3-5). 

Methods 

Study  population 

Between  April  1,  1992,  and  December 
31,  1992,  a convenience  sample  of 
children  younger  than  6 years  was 
screened  for  lead  poisoning.  Clinic  A 
was  the  continuity  clinic  at  The  Uni- 
versity of  Texas-Houston  Health  Sci- 
ence Center.  The  population  was  black 
and  largely  Medicaid  funded.  Samples 
were  obtained  by  fingerstick.  Accord- 
ing to  CDC  guidelines,  children  with 
BLLs  greater  than  or  equal  to  0.95 
pmol/L  (20  pg/dL)  were  asked  to 
return  for  a confirmatory  BLL  by 
venipuncture.  Clinic  B,  the  Good 


Neighbor  Clinic,  had  a predominantly 
Hispanic,  unfunded  patient  base.  Sam- 
ples were  obtained  by  venipuncture. 
Clinic  C,  a private  clinic,  included 
white  patients  who  had  private  insur- 
ance or  belonged  to  a health  mainte- 
nance organization.  Samples  were 
obtained  by  venipuncture.  Approved 
laboratories  were  used  for  testing. 

Statistical  analysis 

Statistical  analyses  were  performed 
with  STATA/PC  software  (Califor- 
nia). A modified  Fisher  exact  test  was 
used  to  compare  the  results.  For  com- 
parison purposes,  BLL  categories  were 
dichotomized  as  less  than  0.50 
pmol/L  (10  pg/dL)  and  greater  than 
or  equal  to  0.50  pmol/L  (10  pg/dL). 

Results 

Of  the  864  children  screened,  76 
(8.8%)  had  BLLs  of  0.5  pmol/L  (10 
pg/dL)  or  more.  Only  4 (1.1%)  chil- 
dren had  BLLs  greater  than  or  equal  to 
1.20  pmol/L  (25  pg/dL)  that  required 
environmental  investigation  (Class  III). 
None  required  medical  intervention 
(Class  IV  or  V).  Fig  1 compares  the 
results  by  site.  Three  of  12  children 
from  Clinic  A with  Class  III  levels  had 
confirmatory  BLLs  less  than  0.50 
pmol/L  (10  pg/dL)  and  were  reclassi- 
fied as  Class  I.  Nine  children  did  not 
return,  even  after  repeated  attempts  to 
contact  them  were  made.  However,  a 
recent  study  suggests  that  capillary  sam- 
pling is  comparable  to  venipuncture 
and  that  confirmatory  measurements 
may  not  be  needed  (6).  Results  from 
the  three  sites  were  statistically  different 
{P  = 0.002,  even  with  reclassification). 

Discussion 

To  determine  if  continued  screening 
would  be  beneficial,  we  used  Cadman’s 


54 


TEXAS  MEDICINE  ★ JANUARY  19  96 


criteria  (4).  1.  Has  the  effectiveness  of  the 
screening  program  been  demonstrated  in 
a randomized  trial ? In  the  absence  of 
any  randomized  trials  for  lead  screen- 
ing, the  remaining  questions  are 
needed  to  determine  the  benefit  of 
continued  screening.  If  any  of  the  cri- 
teria are  not  met,  programs  are 
unlikely  to  be  effective. 

2.  Are  efficacious  treatments  available? 
Although  much  is  known  about  therapy 
for  children  with  Class  IV  levels  (7,8), 
little  is  known  about  therapy  lor  chil- 
dren with  Class  II  and  III  levels,  and 
data  from  treatment  of  children  with 
Class  IV  levels  may  not  be  applicable. 
Referring  to  moderate-level  lead  poison- 
ing, the  neurotoxic  effects  may  be  irre- 
versible (9,10).  However,  when  Ruff 
compared  cognitive  indices  before  and 
after  intervention  in  children  with  BLLs 
of  1.20  to  2.65  pmol/L  (25  to  55 
pg/dL),  a 0.15  pmol/L  (3  pg/dL)  reduc- 
tion in  BLLs  was  associated  with  a 1 
point  increase  cognitive  index  (11).  The 
study  was  limited  by  nonrandomization 
and  lack  of  a control  group.  Therefore, 
the  improvement  may  result  from 
enhanced  test-taking  skills  rather  than  a 
reduced  BLL.  Further  research  is  needed 
to  determine  the  effect  of  treatment  for 
children  with  Class  II  and  III  levels. 

Indisputably,  environmental  treat- 
ment is  effective.  The  CDC  cited  a 
study  wherein  BLLs  decreased  an 
average  of  0.45  pmol/L  (9  pg/dL) 
after  abatement  (12).  Piomelli  has 
commented  that  reduced  levels  have 
resulted  from  the  removal  of  leaded 
gasoline  rather  than  extensive  screen- 
ing and  suggests  that  inspection  of  all 
pre-1950  dwellings  would  be  more 
effective  (13).  This  may  be  the  case  in 
Houston.  For  1981,  the  last  year  that 
screening  was  performed,  62  of  5088 
(1.2%)  children  had  BLLs  greater 


Table  1.  CDC  lead  classification  and  recommended  action. 


Class 

BLL  in  pmol/L  (ug/dL) 

Action 

I 

< 0.45  (<  9) 

Low  risk  for  high-dose  exposure:  retest  in  24  months. 

High  risk:  retest  every  6 months. 

IIA 

0.50-0.70  (10-14) 

Retest  every  3-4  months. 

If  many  children  in  the  community  have  BLLs  > 0.05 
pmol/L,  community  interventions  should  be  considered. 

IIB 

0.70-0.90  (15-19) 

Test  for  iron  deficiency,  seek  history  of  exposure, 
educate  family  about  diet,  cleaning,  and  so  on. 

III 

0.95-2.10  (20-44) 

Complete  medical  evaluation;  environmental 
investigation  and  abatement. 

Retest  every  3-4  months. 

IV 

2.15-3.35  (45-69) 

Begin  medical  treatment  and  environmental  assessment 
within  48  hours. 

V 

>3.40  (>70) 

Begin  medical  treatment  and  environmental  assessment 
and  remediation  immediately. 

CDC 

= Centers  for  Disease  Control 

BLL  = 

blood  lead  level 

Fig  1.  Classification  by  clinic  site. 

Clinic  Site  Clinic  Site  Clinic  Site 

ABC 
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than  or  equal  to  1.45  qmol/L  (30 
qg/dL).  At  the  time  of  our  study,  4 
(0.5%)  children  had  BLLs  of  1.45 
qmol/L  (30  qg/dL)  or  more. 

3.  Does  the  burden  of  suffering  war- 
rant screening. ? In  1984,  the  last  year 
for  which  national  estimates  are  avail- 
able, 17%  of  children  (3  to  4 million) 
had  BLLs  of  0.70  qmol/L  (15  qg/dL) 
or  more,  and  1.4%  had  levels  ol  1.20 
qmol/L  (25  qg/dL)  or  more  (2).  How- 
ever, estimates  vary  by  geographical 
region.  In  1988  the  Agency  for  Toxic 
Substances  and  Disease  Registry 
(ATS  DR)  ranked  284  US  cities 
according  to  the  number  of  children 
living  in  pre-1950  housing.  Houston 
ranked  20th. 

Does  the  untreated  disorder  sub- 
stantially impair  the  person?  We  know 
that  BLLs  of  3.85  qmol/L  (80  qg/dL) 
or  more  cause  coma,  convulsions,  and 
even  death,  and  that  levels  as  low  as 
0.50  qmol/L  (10  qg/dL)  are  associated 
with  decreased  intelligence  and  learn- 
ing disabilities  (14-17).  In  a longitudi- 
nal study  (16),  the  odds  of  dropping 
out  of  high  school  were  seven  times 
higher  and  the  odds  of  a significant 
reading  disability  were  six  times  higher 
for  children  with  moderate  BLLs  dur- 
ing their  preschool  years.  Dietrich  et  al 
found  that  low-to-moderate  BLLs  were 
associated  with  deficits  in  both  gross- 
and  fine-motor  development  (18). 
Motor  skills  may  be  less  confounded  by 
socioeconomic  status  and,  therefore, 
more  sensitive  markers.  Other  effects 
noted  at  low  BLLs  include  decreased 
stature  (19-21)  and  reduced  gesta- 
tional age  and  birth  weight  (2). 

4.  Is  there  a good  screening  test?  Yes. 
In  contrast  to  the  erythrocyte  proto- 
porphyrin test,  which  missed  up  to 
75%  of  elevated  BLLs  (22,23),  newer 
methods  allow  direct  measurements. 
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5.  Does  the  program  reach  those  who 
could  benefit?  According  to  Cadman, 
programs  aimed  at  the  general  popu- 
lation (rather  than  specific  subgroups) 
are  susceptible  to  the  “inverse  care 
law,”  ie,  those  in  greatest  need  are  less 
likely  to  be  screened.  Data  from  the 
1 988  ATSDR  support  this.  Of  an  esti- 
mated 250,000  children  with  BLLs  of 
1.20  qmol/L  (25  qg/dL)  or  more, 
only  12,000  were  identified  by  screen- 
ing (2).  In  Texas,  almost  25%  of  the 
children  are  uninsured,  and  their 
opportunity  for  screening  is  limited 
even  further.  The  answer  depends  ulti- 
mately on  a community’s  ability  to 
extend  fixed-site  screening  facilities 
and  perform  door-to-door  testing. 

6.  Can  the  health  system  cope  with 

the  screening  program?  This  relates  to 
the  prevalence  ol  the  disease  as  well  as 
to  cost  and  cost-benefit  issues.  Analy- 
sis of  a Milwaukee  program  showed 
that  the  prevalence  of  lead  poisoning 
influences  strongly  the  cost-benefit 
ratio  (24).  Five  percent  of  almost 
8000  children  had  elevated  BLLs. 
Using  CDC  costs  of  $16,101  for  each 
case  of  lead  poisoning  with  BLLs 
exceeding  1.15  qmol/L  (24  qg/dL), 
the  cost-benefit  ratio  was  1:13.  The 
ratio  ceased  to  be  greater  than  1 with 
a prevalence  less  than  0.1%.  There- 
fore, screening  is  cost  beneficial  only 
in  communities  with  a prevalence  of 
more  than  0.1%.  The  number  ol  chil- 
dren required  to  determine  this  preva- 
lence is  almost  3000,  a=0.05, 

1 -(3=0.90  (25).  The  null  and  alterna- 
tive hypotheses  for  these  calculations 
were  Hq  = P< 0.1%  vs  Hj  = P> 0.1%. 

A larger  problem  lies  in  the  avail- 
ability and  allocation  of  resources. 
The  CDC  estimates  that  $974  million 
may  be  required  to  implement  the 
first  5 years  of  the  Strategic  Plan  (12). 
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To  address  this,  Congress  enacted 
Title  X and  appropriated  $250  mil- 
lion for  1994.  With  costs  for  abate- 
ment averaging  $6500  per  home  (12) 
and  with  an  estimated  1.2  million 
exposed  children  (2),  many  cities  will 
obviously  not  receive  funding. 

In  an  attempt  to  Involve  the  private 
sector,  Title  X requires  certain  real 
estate  disclosures.  Beginning  in  1995, 
purchasers  of  pre-1978  houses  must 
be  given  an  Environmental  Protection 
Agency  pamphlet  regarding  lead  haz- 
ards and  must  get  a lead  hazard  risk 
assessment  of  the  dwelling.  The  sales 
contract  must  contain  a Lead  Warning 
Statement,  and  sellers  must  disclose 
the  presence  of  known  lead-based 
paint.  Although  no  directives  for 
abatement  exist,  the  buyer  will 
beware.  However,  this  affects  only 
homes  that  are  for  sale  and  not  the 
millions  of  homes  that  are  not. 

Needleman  proposes  hiring  40,000 
unemployed  inner-city  residents, 
training  them  to  safely  “delead” 
houses,  and  paying  them  an  annual 
salary  of  $15,000  for  10  years.  This 
proposal  simultaneously  addresses 
other  social  problems:  high  unem- 
ployment and  lack  of  decent  housing. 
The  estimated  cost  is  $10  billion.  In 
summary,  the  health-care  system  may 
not  be  able  to  support  universal 
screening  programs. 

7.  Do  persons  with  positive  screenings 
comply  with  advice  and  interventions? 
Unless  available  services  are  used  and 
unless  treatment  recommendations 
are  complied  with,  programs  can  not 
be  effective.  This  proved  true  in  Clinic 
A.  Nine  of  12  children  did  not  return 
for  confirmatory  venipuncture.  Pre- 
sumably, they  might  not  return  for 
intervention  either.  With  Medicaid 
payment  for  lead  testing  and  the 


advent  of  outpatient  chelation  ther- 
apy, compliance  should  be  less  diffi- 
cult. However,  without  abatement, 
children  remain  at  risk.  Although 
abatement  may  be  tax  deductible, 
many  families  may  not  be  able  to 
afford  the  initial  expenditure.  There- 
fore, the  solution  reverts  back  to  the 
health-care  system.  Can  society  bear 
the  costs?  Currently,  no  funds  are 
available  for  abatement  in  Houston, 
and  the  continuation  of  our  screening 
program  remains  doubtful. 

In  conclusion,  the  prevalence  of 
lead  poisoning  varied  significantly 
among  clinic  sites.  This  finding  has 
implications  for  the  definition  of  com- 
munity. If  regional  screening  policies 
replace  universal  screening,  variation 
among  and  within  communities  must 
be  addressed.  In  fact,  the  American 
Academy  of  Pediatrics  has  recently 
rescinded  its  policy  recommending 
universal  blood-lead  screening.  There- 
fore, communities  must  evaluate  exist- 
ing programs  to  determine  which 
communities  need  to  continue  screen- 
ing. State  agencies  must  sort  the  avail- 
able data  by  clinic  site,  zip  code,  or 
census  tract  to  target  high-risk  areas. 
Such  information  is  necessary  to  better 
invest  scarce  health-care  dollars.  The 
best  potential  for  success  lies  in  areas 
where  the  prevalence  of  lead  poisoning 
exceeds  0.1%. 
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Cancer  incidence  and  mortality  rates 
were  estimated  among  three  ethnic 
groups  in  Texas.  Ratios  confirmed  higher 
rates  ofi  total  cancers  (all  cancer  types 
combined)  and  ofi  many  individual  sites 
in  urban  versus  rural  areas  fior  all  males 
and  for  Anglo  females.  Urban  African- 
American  females  had  elevated  cancer 
mortality,  but  incidence  did  not  show 
significant  urban-rural  differences.  His- 
panic females  did  not  exhibit  significant 
urban-rural  differences  in  either  inci- 
dence or  mortality.  Cancers  of  the  diges- 
tive system  and  smoking-related  cancers 
follow  the  general  pattern  of  higher  inci- 
dence and  mortality  rates  in  urban 
areas,  consistent  with  studies  published 
previously.  Despite  higher  rates  of  cancer 
mortality,  urban  areas  have  a larger  pro- 
portion of  total  cancer  cases  diagnosed  at 
a premalignant  stage.  Various  hypotheses 
may  be  offered  to  explore  the  findings  of 
urban-rural  differences  in  cancer  inci- 
dence and  mortality. 


Send  reprint  requests  to  Dr  Risser,  Texas  Can- 
cer Registry,  Texas  Department  of  Health, 
1100  W 49th  St,  Austin,  TX  78756-3199. 


Cancer  incidence  and  mortality  in  urban 
versus  rural  areas  of  Texas,  1980  through  1985 

David  R.  Risser,  PhD,  MPH 


Higher  rates  of  can- 
cer  incidence  (1-7)  and 
mortality  (7-12)  have  been 
demonstrated  in  urban  compared 
with  rural  areas.  Such  differences  may 
be  explained  by  factors  related  to 
urbanization,  such  as  pollution  or 
crowded  living  conditions,  and  to 
other  factors  such  as  smoking,  diet,  or 
lifestyle  (13). 

An  early  study  of  geographic  pat- 
terns of  cancer  mortality  by  Hoover 
et  al  (8)  found  a large  “urban  effect” 
on  cancer  mortality  in  both  sexes, 
for  total  cancers  and  for  many  indi- 
vidual sites.  The  urban  effect  was 
strongest  for  cancers  of  the 
nasopharynx,  larynx,  colon,  and  rec- 
tum. Other  studies  have  failed  to 
find  that  increasing  urbanization 
increased  incidence  for  cancers  of 
the  prostate  and  kidney,  for 
melanoma,  lymphomas  and  reticu- 
losarcomas,  Hodgkin’s  disease,  and 
leukemias  (3,6),  and  for  cervical 
cancer  (14).  Some  studies  may  have 
different  results  for  the  same  cancers 
possibly  because  they  used  different 
methods  to  ascertain  rural  and 
urban  regions.  Compared  with  rural 
rates,  urban  rates  may  be  distorted 
by  different  distributions  of  race  and 
age  in  some  studies  as  both  factors 
are  known  to  be  related  to  geo- 
graphic residence  and  cancer. 

This  study  is  the  first  to  examine 
urban-rural  differences  in  the  inci- 
dence of  and  mortality  from  cancer  in 
Texas,  and  the  first  to  examine  these 
differences  in  Hispanics.  Rates  for 
incidence  and  mortality  in  specific 
racial  or  ethnic  groups  in  Texas  for  the 
years  1980  through  1983,  the  most 
recent  time  for  which  cancer  inci- 
dence data  are  available,  are  compared 
between  urban  and  rural  areas. 


Methods 

While  mortality  rates  from  the  entire 
state  of  Texas  for  1980  through  1985 
were  used,  incidence  rates  during  the 
same  period  were  available  only  for  82 
Texas  counties.  Ten  of  these  counties 
are  urban  counties  with  major  metro- 
politan centers.  The  US  census  (15) 
ranked  all  state  counties  according  to 
whether  each  was  a Metropolitan  Sta- 
tistical Area  (MSA),  yielding  a 
dichotomous  grouping  of  MSA  and 
non-MSA  counties. 

Based  on  data  from  1980  through 
1985,  average  annual  age-adjusted, 
site-specific  incidence  and  mortality 
rates  were  calculated.  Rate  ratios  were 
age- adjusted  to  the  1970  US  standard 
million  population,  using  16  age 
groups,  each  covering  5 years.  Rate 
ratios  were  calculated  by  dividing  the 
age-adjusted  rates  in  urban  counties  by 
the  age-adjusted  rates  in  rural  counties. 
The  95%  confidence  intervals  were 
obtained  by  the  logarithmic  transfor- 
mation of  the  pooled  rate  ratio  (16). 

Results 

Total  cancer  incidence  and  mortality 
was  significantly  higher  in  urban  areas 
for  all  race  and  sex  groups,  except  for 
incidence  in  Hispanic  and  African- 
American  females  and  mortality  in  His- 
panic females  (Figs  1-3).  In  these 
figures,  a rate  ratio  of  1.0  indicates  that 
the  incidence  or  mortality  rate  in  urban 
counties  is  the  same  as  the  correspond- 
ing rate  in  rural  counties.  The  highest 
urban-rural  mortality  rate  ratio  for  total 
cancers  was  in  African-American  males 
and  females,  and  the  highest  incidence 
rate  ratio  was  in  African-American 
males  and  Anglo  females  (although  all 
excesses  were  less  than  35%). 
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Fig  1.  Anglo  urban-rural  ratios  of  cancer  inci- 
dence and  mortality  rates  in  Texas,  1980 
through  1985. 


Fig  2.  Hispanic  urban-rural  ratios  of  cancer 
incidence  and  mortality  rates  in  Texas,  1980 
through  1985. 


Fig  3.  African-American  urban-rural  ratios  of 
cancer  incidence  and  mortality  rates  in  Texas, 
1980  through  1985. 
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Table  1.  Odds  of  malignant  disease  in  urban  versus  rural  areas,  Texas,  1980  through  1985. 


Malignant  (no.) 

In-situ  (no.) 

In-situ  (%) 

Urban  MSA  area 

17,038 

995 

5.5 

Rural  non-MSA 

8,970 

299 

3.2 

Odds  ratio:  0.57  (95%  Cl 

: 0.50  <=  OR  <=  0.65)  for  malignant  disease  in 

urban  versus  rural  areas. 

Ratios  comparing  urban  rates  with 
rural  rates  were  examined  also  for 
selected  sites,  and  the  findings  were 
generally  consistent  with  results  from 
other  studies.  Figs  1 through  3 show 
these  results  for  selected  sites  in  each 
ethnic  group.  Digestive  system  can- 
cers, including  colorectal,  stomach, 
pancreas,  and  gallbladder,  were  signif- 
icantly higher  in  urban  compared 
with  rural  groups,  although  they  were 
not  always  significantly  higher  in  each 
race/sex  group  or  for  both  incidence 
and  mortality.  Lung  cancer  incidence 
was  significantly  higher  in  urban 
Anglo  females,  and  mortality  was 
higher  in  all  urban  Anglos  and 
African-Americans.  Neither  Hispanic 
males  nor  females  showed  any  signifi- 
cant urban-rural  difference  in  lung 
cancer  incidence  or  mortality. 

The  only  significantly  lower  inci- 
dence or  mortality  in  urban  areas  was 
melanoma  mortality  in  Anglo  females. 
However,  melanoma  mortality  was 
higher  in  urban  Anglo  males,  and  this 
difference  neared  statistical  significance. 

Discussion 

This  study  strengthens  the  findings  of 
other,  similar  studies  showing  higher 
rates  of  incidence  and  mortality  in 
urban  compared  with  rural  regions 
because  many  of  the  urban  areas  in 
Texas  still  maintain  a relatively  low-den- 
sity urban  environment.  For  example, 
the  Texas  county  with  the  highest  pop- 
ulation density  in  the  incidence  study 
(Bexar  county,  San  Antonio,  888  per- 
sons per  square  mile)  has  a lower  popu- 
lation density  than  the  urban  regions  of 
other  studies  (1200  to  more  than 
16,000  persons  per  square  mile)  (2,9). 

Most  of  the  findings  of  cancer  inci- 
dence and  mortality  for  specific  cancer 


sites  were  also  similar  to  the  findings 
of  other  studies.  This  study  was  the 
first  to  examine  urban-rural  differ- 
ences in  the  Hispanic  population. 
This  population,  particularly  females, 
did  not  appear  to  exhibit  the  urban- 
rural  patterns  to  the  same  degree  as 
other  racial/ethnic  groups.  On  the 
other  hand,  African-Americans  make 
up  only  a little  more  than  5%  of  the 
total  population  in  the  incidence 
study  but  still  showed  significant  dif- 
ferences for  total  cancers. 

Melanoma  actually  had  significantly 
higher  rates  in  rural  than  in  urban  Anglo 
females,  the  opposite  pattern  from  all 
other  sites.  Since  the  risk  factors  for 
melanoma  are  likely  to  be  more  preva- 
lent in  rural  areas  (prolonged  exposure 
of  skin  to  the  sun),  it  is  actually  surpris- 
ing that  a lower  ratio  of  urban-rural  rates 
for  melanoma  was  not  found  in  the 
other  groups  as  well.  Other  studies 
reviewed  reported  either  higher 
melanoma  incidence  (1)  or  mortality  (8) 
in  urban  areas  or  no  difference  (3,6,9). 

This  study  compared  urban-rural 
patterns  of  cancer  incidence  with  cancer 
mortality.  The  fact  that  the  mortality 
rates  generally  support  findings  from 
the  incidence  rates  is  strong  evidence  of 
an  urban-rural  gradient  in  cancer  pat- 
terns in  Texas.  Why  cancer  incidence 
and  mortality  rates  are  generally  higher 
in  urban  as  opposed  to  rural  areas  gives 
rise  to  interesting  speculation.  Rural 
areas  are  more  isolated  from  medical 
surveillance  and  medical  treatment  than 


urban  areas.  For  this  reason,  cancer 
mortality  should  have  been  higher  in 
rural  areas  than  urban  areas,  but  exactly 
the  opposite  was  found  to  be  true. 

A separate  analysis  of  urban-rural 
differences  by  stage  at  diagnosis  (Table 
1)  showed  the  likelihood  of  cancer 
diagnosis  at  a malignant  stage  in  urban 
as  compared  with  rural  areas  was  0.57 

(95%  Cl:  0.50  <=  OR  <=  0.65).  The 

lower  proportion  of  malignant  diagno- 
sis in  urban  areas  indicates  that  the 
higher  mortality  in  urban  areas  most 
likely  resulted  from  a higher  baseline 
rate  of  disease  rather  than  from  any 
difference  in  health  services.  Different 
lifestyle  factors,  including  diet,  physi- 
cal activity,  and  smoking,  may  provide 
some  explanation.  These  factors,  along 
with  a difference  in  environmental 
exposures,  could  influence  both  inci- 
dence and  mortality  to  lead  to  the 
results  observed. 

Both  cancer  incidence  and  cancer 
mortality  data  largely  confirm  that 
urban  areas  of  Texas  have  higher  can- 
cer incidence  and  mortality  compared 
with  rural  areas.  Various  hypotheses 
have  been  suggested  to  explain  these 
differences.  Complete  statewide  inci- 
dence data,  including  specific  data  on 
disease  stage  at  diagnosis,  are  needed 
to  understand  better  the  differences 
observed.  Further  investigation  of  can- 
cer incidence  and  mortality  in  urban 
compared  with  rural  areas  of  Texas 
may  yield  valuable  information  that 
could  improve  the  health  of  Texans. 
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ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/43  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  MIGRAINE  or  713  694-8188,  FAX  713  691-3312 


TX-AN  PAIN  MANAGEMENT,  L.L.P. 

Diplomate  American  Board  of  Anesthesiology 
A.B.A.  Certified  in  Pain  Management 
Neil  J.  Atlin,  DO 
Jacob  Roffe,  MD 

9 Medical  Parkway,  Suite  103,  Dallas,  Texas  75234 
Telephone  (214)  488-8926 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 


Anesthesiology 


3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  &C  Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  &C  Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton.  El  Paso.  Texas  79902;  915  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD  Richard  D.  Schubert,  MD 
Robert  D.  Vandermeer,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 
William  A.  Bruck,  MD  Daniel  E.  Cooper,  MD 
W.Z.  Burkhead,  Jr.,  MD  Paul  C.  Peters,  Jr.,  MD 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316.  800  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 
Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 
Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  214  661-7010 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas.  TX  75235,  214/350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson.  MD 
Marvin  Van  Hal,  MD 


Center  for  Work  Related  Injuries.  5940  Forest  Park  Road,  Dallas,  TX  75235,  214/353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061,  214/254-8000 

Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  214/492-1334 

Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  214/241-5446 

Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite.  TX  75150,  214/682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  214/288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021 , 817/267-4492 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  214/562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  214/377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  214/265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  214/964-1715 

James  Guess,  MD 
Bruce  Douthit,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 


Scott  Burns,  MD  Kevin  Gill,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  915/672-4372 
Kevin  Gill,  MD 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Denise  Kotson, 
TEXAS  MEDICINE,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Opportunities  Available 

Emergency  Medicine 

TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


TEXAS,  DALLAS/FT.  WORTH  Locally  owned  emer- 
gency medicine  group  has  FT/PT  opportunities  in  DFW, 
North,  and  East  Texas.  Annual  ED  volumes  range  from 
11,000  to  30,000.  Compensation  includes  guaranteed 
hourly  rate  $72-$  106,  fee  for  service  based  upon  productiv- 
ity adjustment,  and  paid  malpractice  insurance.  We  offer  the 
possibility  of  medical  director  training,  leadership  opportu- 
nities and  ownership  in  the  company.  Contact  Carl  Hunt  or 
Ronald  A.  Hellstern,  MD,  FACEP,  Metroplex  Emergency 
Physician  Associates,  PA,  14631  Dallas  Parkway  Ste.  700, 
Dallas,  Texas  75240;  800-346-6687  or  214-774-8238;  FAX: 
214-789-0339. 

TEXAS  - Emergency  Medicine  opportunities  near  South 
Padre  Island.  Volumes  range  from  12,000  to  24,000  annual 
patient  visits.  Directorship  and  staff  positions.  BC/BP  IM, 
FP,  or  EM.  For  more  information,  call  Sue  Simin  at 
800/745-5402  or  fax  CV  to  214/484-3739. 

West  Texas  Opportunities:  Excellent  emergency  medi- 
cine opportunities  exist  in  Plainview,  Amarillo,  and  Odessa. 
Methodist  Hospital  Plainview  is  a 150-bed  community  hos- 
pital with  an  annual  ED  volume  of  10,000  and  12-hour 
shifts  up  to  36  hours.  St.  Anthony’s  Hospital  in  Amarillo  is 
a 255-bed  facility  with  a 21,000  annual  ED  volume  and 
excellent  physician  back-up.  This  facility  has  a good  mix  of 
sub-specialties  and  offers  flexible  scheduling  with  12-24- 
36-hour  shifts  with  double  coverage  on  Saturday  and  Sun- 
day. Odessa  Regional  Hospital  has  a highly-trained  medical 
staff  in  its  100-bed  facility.  The  brand  new  emergency 
department  has  projected  annual  visits  of  10,000.  Perfect 
for  a physician  seeking  long  term  stability  and  growth.  All 
three  opportunities  offer  competitive  remuneration,  partici- 
pation in  occurrence  based  malpractice  insurance,  and  regu- 
lar, flexible  hours  with  no  on-call.  For  more  information 
about  these  or  other  opportunities,  please  contact  Jeanette 
Massud  at  1-800-325-2716  or  FAX  your  CV  to  Jeanette  at 
314-919-8920. 

TYLER, TX  area  - Enjoy  living  in  safe,  value-oriented  com- 
munity. Wonderful  place  to  raise  a family.  Approximately  90 
minutes  from  Dallas  yet  close  to  shopping,  university  and 
outdoor  sports.  ED  annual  volume  14,000.  Superb  nursing 
and  physician  staff.  Physician  fees  are  competitive,  exceeding 
150K  with  productivity  incentive.  No  state  income  tax.  All 
interested  physicians,  please  fax  CV  to  214/241-6318  or  call 
Sally  Smith  Williams  at  800/745-5402. 


EMERGENCY  MEDICINE 
OPPORTUNITIES 


Awarded  to 

QUALIFIED  PHYSICIANS 


WITH  EMERGENCY  ROOM  EXPERIENCE 
LICENSED  IN  THE  STATE  OF  TEXAS 

Presented  By 

Coastal  Physician  Services  of  the  West 

Practice  Opportunities  available  in  the  San  Antonio  Area 
Jourdanton  and  Uvalde 

Medical  Liability  Insurance  may  be  procured 
Independent  Contractor  Status 

Contact  Sue  Simin  at  800/745-5402  or 
Fax  your  CV  to  214/484-3739. 


SAN  ANTONIO,  TEXAS  - Opportunities  available  in 
EM  for  Primary  Care  Physicians,  seeking  a lifestyle  change, 
not  just  a career  change.  12-14,000  annual  volume.  For 
more  information,  call  Sue  Simin  at  800/745-5402  or  fax 
CV  to  214/484-3739. 

DALLAS/FT.  WORTH,  TX  area  - Suburban  hospital  35 
minutes  from  Metroplex.  Expanding  ED  with  annual  vol- 
ume of  15,000.  Excellent  nurses  and  back-up  staff.  Close  to 
shopping,  city  amenities  and  family  recreation  areas.  Remu- 
neration based  on  productivity  and  quality  of  care  with 
guarantee  in  180K  range.  No  state  income  tax.  All  inter- 
ested physicians,  please  fax  CV  to  214/241-6318  or  call 
Sally  Smith  Williams  at  800/745-5402. 

Family/General  Practice 

FP’S  REST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools-#  1 rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $140K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#0143FAF 

TEXAS  - DALLAS/FT.  WORTH  and  HOUSTON 
METRO  AREAS:  Family  Practice  positions  with  CIGNA 
HealthCare.  Outpatient  only.  Excellent  call  schedule  and 
work  environment.  Contact:  Cheryl  Me  Fall,  222  S.  Cen- 
tral, Suite  400,  St.  Louis,  MO  63105.  Ph.  800-678-7858. 
FAX:  314-726-0026. 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


SARATOGA  MEDICAL  CENTER 

Family  Practice:  BC/BE  Physician  needed 
immediately  for  growing  Urgent 
Care/Family  Practice  Clinic.  Located  in 
Corpus  Christi,  TX  on  the  Gulf  of  Mexico 
with  year  round  golfing,  boating,  and  fish- 
ing. Competitive  salary  with  excellent  bene- 
fits. Send  C.V.  to:Jeffrey  C.  Schaefer,  D.M.D., 
Administrator.  Medical  Specialists  Group, 
5262  South  Staples,  Suite  200,  Corpus 
Christi,  TX  78411. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 
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Family/General  Practice 


Methodist 

Hospitals  of  Dallas 


FAMILY  PRACTICE 


A variety  of  exciting  opportunities  for 
family  practitioners  to  staff  new  Family 
Health  Centers  as  well  as  join  estab- 
lished practitioners.  Base  salary  plus 
incentive  bonus  and  a comprehensive 
benefit  package  offered.  Facilities  and 
medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for- 
service,  and  participation  in  managed 
care  plans. 


INTERNAL  MEDICINE 
Excellent  opportunity  for  BC  Internist  to 
join  progressive  four-person  Methodist 
affiliated  group.  Competitive  salary  with 
comprehensive  benefit  package  and 
rotating  call  coverage. 


Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas,  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)  947-4501. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY 
DEADLINES 


ISSUE 

DEADLINE 

March  1996 

February  1,  1996 

April  1996 

March  1,  1996 

May  1996 

April  1,  1996 

June  1996 

May  1,  1996 

July  1996 

May  31,  1996 

August  1996 

July  1,  1996 

F Primary  Care  ll 


East  Texas  Medical  Center  Regional 
Healthcare  System  wants  you  to  join 
their  rapidly  expanding  family.  Located  1 00 
miles  east  of  Dallas  with  immediate  access  to 
the  big  city  but  none  of  the  hassles  Practice 
specialties  most  needed: 


Internal  Medicine 
Family  Practice 
Pediatrics 


Opportunities  to  be  a part  of  a dynamic 
healthcare  system  with  outstanding,  award- 
winning medical  facilities.  You  can  have  blue 
skies,  beautiful  lakes  surrounded  by  forests, 
rolling  hills  and  green  pastures.  You  will  find 
a level  of  health  care  in  East  Texas  that  equals 
our  quality  of  life. 


If  you  are  a BE/BC  physician  that  would  like  to 
hear  more  about  the  opportunities,  call  our  toll- 
free  number  or  fax  your  C.V.  to  (903) 


597-6387. 


0 

OB00 

BBaa 


ETMC 


East  Tews  Medkd  Center 
Regional  Healthcare  System 


Le  Schmidt  or  Anita  Odom 
1000  S.  Beckham  • Tyler,  IX  75701 
1-800-251-5636 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 
We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Neurosurgery. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 


YOU  ONLY  NEED  TO  MAKE  1 CALL 

We  Do  AH  Of  The  Work 

2750  HOSPITALS  & 4500  GROUPS 
Actively  searching  for  physicians 
Every  community  in  Texas  and  the  country  . . 


Amarillo 

Cincinnati 

Tampa 

Dallas 

Boston 

Dayton 

Houston 

Kansas  City 

Springfield 

San  Antonio 

St.  Louis 

Cleveland 

El  Paso 

Indianapolis 

Detroit 

Beaumont 

Norwich 

Milwaukee 

Austin 

Columbus 

Rockford 

Ft.  Worth 

Richmond 

Chicago 

Tyler 

Ft.  Wayne 

Greenwood 

Wichita  Falls 

Rochester 

Phoenix 

Corpus  Christi  Syracuse 

Minneapolis 

Bay  City 

Birmingham 

Atlanta 

Texarkana 

Tallahassee 

Lincoln 

Traditional,  no  call,  no  inpatient,  loan 
forgiveness,  signing  bonuses  and  more 

NEW  OPENINGS  DAILY 
CALL  MARY  LATTER! 
The  Curare  Group,  Inc. 
^ (800)520-2028 

5 Fax  (504)  867-8308 
M-F  9-8pm  Sat  1-5  ESI 

M193MAF 


Rural  Health 


18th  Annual  National  Conference 
National  Rural  Health  Association 
May  17-20,  1995 
Atlanta,  Georgia 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  The  TEXAS  Specialists 


Academic  Positions  (in 
FP,  IM  and  Pediatrics) 
Cardiology 

Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Gastroenterology 

Hematology/Oncology 

Internal  Medicine 

Obstetrics/Gynecology 

Pediatrics 

Child  Psychiatry 

Radiology 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 
PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth  and 
Houston.  Low  stress,  office  based  practice.  No  nights,  no  emer- 
gencies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucrative 
salary  and  benefits.  Call  Lisa  Cole  at  1-800-254-6425,  or  fax 
CV  to  214-258-0838. 

Spanish-speaking  FP’s  needed  throughout  Texas,  Okla- 
homa, Florida,  Arizona,  Ohio,  and  Chicago.  High  income 
guarantees,  full  benefits,  call  coverage.  Call  Mary  Latter  - 
800-520-2028.  Job  #M1 15FAF 

P.A.  NEEDED  lor  general  practice  in  Houston.  Call 
(713)  981-8184. 


Internal  Medicine 

IM’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $120K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#01441 IAF 


METRO  TEXAS:  BC  IM  needed 
immediately.  Full  hospital  support 
and  call  coverage,  $150,000  guar- 
antee. Call  Mary  Latter  today  - 
800-520-2028.  Job  #183IAF 


DALLAS,  TEXAS  - Established  single-specialty  group 
practice.  Prosperous  suburban  community.  Growing  area 
needs  additional  internists.  Exceptional  income  potential. 
Full  partnership.  Contact  Patrick  Schmidt  1-800-338-7107 
or  Fax  (414)  785-0895. 


SAN  ANTONIO,  TEXAS  Outstanding 
opportunity  for  BC/BE  internist  in  beautiful  San 
Antonio.  Presently  adding  to  staff  of  multispe- 
cialty  clinic  with  satellite  office.  Adjacent  to 
major  hospital  center.  Fee-for-service  and  sever- 
al managed  care  plans.  Contact:  Leroy  Kitch, 
Skinner  Clinic,  124  Dallas  S.,  San  Antonio,  TX 
78205.  PH:  210-224-1771. 
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Internal  Medicine 

AUSTIN,  TEXAS  - BC/BE  INTERNISTS  needed  for 
rapidly  expanding,  primary  care  network.  Physician- 
directed  and  managed.  Call  1 :4  or  better.  Salary,  bonus, 
benefits.  Priority  consideration  will  be  given  to  candidates 
able  to  relocate  within  2-6  months.  Call  or  send  CV  with 
cover  to:  Jane  Vogt,  1-800-546-0954.  Practice  I.D.# 
4006,  222  S.  Central,  Ste.  700,  St.  Louis,  MO  63105. 
FAX:  314-726-3009. 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE,BOARD  CERTIFIED  OR 
BOARD  ELIGIBLE,  UNIQUE 
OPPORTUNITY  WITH  PRIMARY 
CARE  GROUP  to  provide  hospital  inpa- 
tient care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  Other  attractive 
opportunities  in  suburban  areas  of 
Dallas/Fort  Worth.  Very  attractive  compen- 
sation package  includes  salary,  plus  bene- 
fits to  include  professional  liability  insur- 
ance, major  medical  and  term  life  insur- 
ance, paid  vacation,  one-week  paid  CME 
time,  a $2000  CME  allowance,  a retire- 
ment program,  and  financial  incentives  to 
promote  individual  achievement  and  group 
goals.  This  is  a physician-managed  group. 
For  additional  information,  contact  Brenda 
Lancaster,  Texas  Primary  Care,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201; 
214/712-2018  or  800/527-2145. 


PHYSICIAN  - HIV  SERVICES: 

The  City  of  Austin,  Health  and  Human 
Services  Department  is  seeking  a 
person  who  is  dedicated  to  providing 
medical  care  to  the  under-served 
population  who  are  HIV  positive  at  our 
David  Powell  Clinic  Must  have  com- 
pleted a three  year  residency  program 
and  be  Board  Eligible  or  Board  Certified 
in  Internal  Medicine  or  Family  Practice. 
Excellent  salary,  benefits,  and  working 
environment.  Please  contact: 
Philip  Brown,  Recruiter,  Health  and 
Human  Services  Department, 

2100  E.  St.  Elmo,  Austin,  TX  78744 
(512)  707-3288,  (800)  299-0265  or 
(512)  707-5403  FAX.  EOE/M/F/D 


Locum  Tenens 


Intrim 

Physicians® 

* 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

\^f  Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• 06/QYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 


r ■ 

SAVE  YOUR  LEAP  OF  FAITH 
FOR  THE  BUNGEE  JUMP. 


When  you  practice  medicine  as  part  of  the 
CompHealth  locum  tenens  physician  network, 
all  the  options  are  yours.  Because  we  have 
more  practice  opportunities  in  more  places 
than  anyone  else.  Full-time  or  part-time.  For 
a week  or  a year.  To  seriously  explore  your 
opportunities,  or  just  enjoy  sidestepping  the 
administrative  headaches  and  politics  that  can 
take  all  the  fun  out  of  practicing  medicine. 


-IU  III 


we  nave  outstanding  Sucu  l-  auu 
locum  tenens  assignments,  trial  practice 
options,  and  permanent  placement  opportuni- 
ties available  all  across  the  country.  And  our 
personal  service  makes  it  easy.  Call  today  to 
hear  more  about  your 
options  Take  the 
plunge! 

800-328-3051  Your  Health  Carf  Resource 
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Locum  Tenens 


Pediatrics 


Staff 


the  staffing  solution 
a DSI  company 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Fix.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  v/hat  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)  405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


Occupational  Medicine 

DALLAS,  TEXAS.  Physician  needed  for  a rehab/medical 
office.  Low  stress,  office  only.  No  nights  or  holidays.  Regu- 
lar office  hours.  Please  send  C.V.  to  PO.  Box  35327,  Dal- 
las, TX  75235-  Attention:  Cindy  Burleson. 

Pediatrics 

BC/BE  Pediatrician  for  teaching/clinical  position  in  the 
large  and  active  Division  of  Community  and  General  Pedi- 
atrics at  The  University  of  Texas  at  Houston.  Help  promote 
primary  care  in  Texas  by  teaching  medical  students  and  resi- 
dents in  one  ouir  our  many  clinical  settings.  Research 
opportunities  available.  Contact:  Virginia  Moyer,  MD, 
MPH,  Department  of  Pediatrics,  5656  Kelley  St.,  Houston, 
TX  77026.  Ph:  (713)  636-4540,  FAX  (713)  636-5844.  The 
University  of  Texas  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply. 


Pediatricians  needed. 

Up  to  $115,000,  excellent  benefits, 
signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M124PAF 

Call  Mary  Latter  800-520-2028! 


— Physician  Services* 

(OF  AMERICA) 

Opportunity  for  BC/BE  pediatrician  to  join  a progressive  multi- 
specialty group.  Affiliate  with  the  areas  leading  hospital  with  2000 
deliveries  per  year.  One  in  five  call  arrangement.  Compensation 
package  of  $ 1 30,000  plus  benefits. 

Jeff  Herdelin  • Suite  250,  Browenton  Place 
2000  Warrington  Way,  Louisville,  KY  40222 » FAX  (502)  426-0037 

^^^4800-626-1 857  » 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  sroup,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


(0)AiinuLd  Session 

May  9-12,  1996 
San  Antonio 
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Preventive  Medicine 


Physicians...  is  *])teoeniiot  /Htbicint  fat  you? 

Is  your  practice  hassle  free ? 

Do  you  work  nights  or  weekends? 

Is  your  salary  in  the  top  1/3  of  medical  practices? 

Ultrafit  preventive  medicine 

cd  <f&un 

Our  benefits  include  malpractice  insurance,  paid 
vacations,  stock  options  and  much  more! 

LLTRAFIT'  S concept  is  simple. 

We  use  a combination  of  diet,  exercise  and  stress 
mangement  to  help  our  patients  to  happier,  healthier 
lifestyles. 

Ultrafit  u looking  fat  meiuAi  vittuots 

to  expand  our  clinic  base  throughout  Texas  and  the  Nation. 
Ultrafit  prefers  B.C./B.E.,  f.M.  OB  F.P.  Duties  include  stress 
testing , general  practice  and  nutritional  counseling. 


If  you  are  interested  in  joining  Ultrafit,  please  Fax  your 
CV  to  Ultrafit  Centers,  Inc.,  to  210/495-0567 


Radiology 

Department  of  Veterans  Affairs  Central  Texas  Med- 
ical Centers  (CTMC)  is  recruiting  for  Board  Certified 
Radiologists  for  a multi-site  integrated  health  care  system. 
Responsibilities  range  from  outpatient  only,  to  hospital 
based  invasive  radiology  and  nuclear  medicine  depending 
on  practice  site.  Locations  include  Austin,  Marlin,  Temple, 
and  Waco.  CTMC  is  affiliated  with  the  Texas  A&M  Uni- 
versity Health  Science  Center  with  teaching  opportunities 
and  academic  appointments  dependent  on  qualifications. 
Excellent  benefits  package  with  no  state  income  tax.  U.S. 
citizenship  or  permanent  resident  status  required.  Please  fax 
or  send  C.V.  to  John  Hutka,  MD,  Chief,  Radiology  Service, 
CTMC,  1901  South  First  Street,  Temple,  TX  76504,  FAX 
817-771-4563,  Voice  817-771-4535. 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  713-493-2234 


B r o n s t e i n 

& Associates 


DALLAS  MEDICAL  ASSOCIATES,  P.A.  is  seeking  a 
Neurologist,  Orthopedist  and/or  Physiatrist  for  an  office- 
based  practice.  No  hospital  or  on-call  responsibilities.  Com- 
petitive compensation  with  opportunity  for  rapid  advance- 
ment. Paid  malpractice,  vacation  and  personal  time.  Call  W. 
Max  Frankum,  MD,  Medical  Director  at  (214)  484-8008. 


VICE  PRESIDENT 
MEDICAL  AFFAIRS 

Providence  Health  Center  is 
seeking  a qualified  full  time 
physician  to  plan,  direct,  coordi- 
nate, and  monitor  medical  staff 
activities,  assist  in  other  areas  such 
as  development  and  implementa- 
tion of  standards  of  medical  care, 
clinical  practice  patterns,  quality 
assurance,  risk  management, 
physician  recruitment,  and  serve  as 
Medical  Director  for  the  Providence 
Health  Alliance.  Must  be  licensed 
to  practice  medicine  in  Texas  and 
have  a minimum  of  7 years  experi- 
ence as  a practicing  physician  with 
previous  administrative  and/or 
managed  care  experience.  Please 
send  resume’  in  confidence  to: 

MEDICAL  SEARCH  COMMITTEE 
HUMAN  RESOURCES  DEPT. 
PROVIDENCE  HEALTH  CENTER 
P.O.  BOX  2589 
WACO,  TX  76702-2589 

“EQUAL  OPPORTUNITY  EMPLOYER” 


PHYSICIAN  OWNED  MULTI-CLINIC  GROUP  needs 
FP’s,  Physiatrists,  and  Anesthesiologists  for  immediate 
placement  in  Family  Practice/Pain  Management  Clinics  in 
Beautiful  East  Texas.  Regular  hours;  No  hospital;  No  call; 
No  weekends.  Salary  or  guarantee  negotiable.  Contact  Fred 
Holloway,  President,  Apple  Professional  Services,  Inc.  at 
903/593-0015. 


The  Hew  Food  Label 


The  new  food  label  makes  It  easier  to 
find  out  what's  in  the  food  you  eat. 
Look  for  "Nutrition  Facts"  on  the  side 
or  back  of  the  package-that's  how  you 
know  it's  the  new  food  label. 

CM  It  Out! 

A public  service  of  this  publication  and 
the  U.S.  Food  and  Drug  Administration. 
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FOR  SALE  OR  LEASE 

Equipment 

FOR  SALE:  MEDICAL  GRAPHICS  CAD/NET  1070  auto- 
mated, computerized,  PF  analyzer,  cost  38K,  ‘86-under  main- 
tenance contract.  Best  offer.  (915)  695-4421  (10-12/2-5  CST). 

GENERAL  PURPOSE  MEDICAL  X-RAY  UNIT.  Used 
in  family  practice  for  5 years.  General  Electric  used  for  gen- 
eral bone  work  and  chest  films.  Includes  complete  x-ray  sys- 
tem with  table,  Kodak  film  processor,  and  all  accessories. 
$8,000,  with  6 month  warranty.  Call  (713)  981-521  1 or 
(713)  981-5262. 

Practices  For  Sale 

RETIRING  OTOLARYNGOLOGIST  offers  practice 
with  completely  furnished  and  equipped  office  on  southern 
Gulf  Coast.  Inquire  via  fax:  (210)  546-2092. 


Considering  a practice  change? 


NOW  YOU  HAVE  A CHOICE'  MPS  is  a UNIQUE  nation- 
wide Physician  Recruiting  Firm.  We  work  ONE-ON-ONE 
with  the  Physician  to  identify  both  the  practice  setting  and 
location  that  YOU  desire  Compare  the  following:  Upfront 
evaluation  of  your  objectives  AND  we  so  advise  if  we  feel 
that  we  cannot  deliver  your  choices;  Biweekly  updates; 
Confidential  treatment-no  mass  mailing  of  your  CV;  Never 
a charge  to  you.  LET  US  DEMONSTRATE  the  difference 
we  make  in  your  search.  If  we  don’t  already  have  what  you 
need,  WE  WILL  FIND  IT  FOR  YOU.  MAIL  OR  FAX  YOUR 
CV  TO:  MEDICAL  PROFESSIONAL  SERVICES,  16800 
Imperial  Valley  Dr,  Ste  325,  Houston,  TX  77060  Fax: 
713/847-1587,  Phone:  800/578-5061 


PRACTICE/OFFICE  FOR  SALE  OR  RENT  in  Plano,  a 
growing  city  of  140,000,  30  minutes  from  UT  Southwest- 
ern. Well-developed  internal  medicine  practice.  Rent  and 
take  over  the  practice  or  purchase  the  office  with  practice. 
Physician  will  stay  to  assist  during  transition.  1100  sq  ft, 
two  exam  rooms  with  lab  or  testing  area,  free  parking. 
Available  in  3 to  9 months.  Send  CV  to  Ad  Box  M, 
DCMS,  PO  Box  4680,  Dallas,  TX  75208. 

PRACTICE  AVAILABLE.  FP  or  IM.  North  Dallas.  18 
years  old.  Fully  equipped  and  computerized.  Owner  will 
stay  to  introduce.  Please  respond  to  Ad  Box  850,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701 . 

Property 


VINEYARD  FOR  SALE 

Beautiful  60-acre  track  in  East  Texas,  within 
75  miles  of  Dallas.  10-acre  producing  vine- 
yard and  private  lake.  Existing  market  for 
products.  Room  for  expansion.  Deep  well, 
drip  irrigation  system.  Superb  quality 
grapes,  juice,  and  wine.  Call  (214)  980-0070 
for  more  information. 


Business  and  Financial  Services 


NURSING  HOMES  WANTED 


INVESTOR’S  PROPERTIES 
P.O.  Drawer  470 
Centerville,  TX  75833 
Phone/FAX:  (903)  536-8378 


FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  Loans 

Borrow  up  to  $50,000  unsecured  through 
Physicians  Services  Association,  a division 
of  Trust  Company  Bank.  Since  1891,  Trust 
Company  has  continued  its  heritage  of 
steady  growth  by  extending  consistently 
prompt,  courteous  and  professional  service 
to  our  customers.  Simply  call  to  check  the 
features  of  our  Physicians  Signature  Loan 
Program.  (Special  interest  only  payments 
for  in-training  and  new  practitioners:  may 
qualify  for  up  to  6 years  to  repay).  TOLL 
FREE  (800)24 1 -6905  ATLANTA,  GA. 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Connie  Burk  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Gunther 
(214)  353-5718 


CALL  RH  Medical  Group  for  your  practice  appraisal/bro- 
kerage needs.  Over  1 ,500  transactions  completed.  For  more 
information,  access  24-hour  Fax  on  Demand:  800/791- 
1090  or  call  office  713/496-7777. 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don't  delay,  call  today! 

HI-GROWTH  INVESTMENTS 

(214)  868-9085 


MEDICAL  DIRECTOR 


The  City  of  Austin,  Health  and  Human 
Services  Department,  Primary  Care 
Division,  has  a full-time  position  available 
for  Medical  Director  of  its  Northeast 
Health  District.  This  physician  will  be 
responsible  for  directing  and  delivering 
healthcare  to  the  under-served  population 
of  Austin  and  Travis  County. 

Prefer  previous  administrative/leadership 
experience,  and  2 years  clinical  experi- 
ence. Must  have  completed  a three  year 
residency  program  in  either  FP  or  IM  and 
be  either  Board  Certified  or  Eligible. 
Excellent  salary  and  benefits,  including 
12  vacation  days/year,  11  holidays/year, 
medical  liability,  membership  in 
TMA/Travis  County  Medical  Society  and 
CME  time  and  allowance. 

Contact:  Philip  Brown 
Health  and  Human  Services  Department 
2100  E.  St.  Elmo  Austin,  TX  78744 
(512)  707-3288  (800)  299-0265 
(512)  707-5403  FAX 
EOE/M/F/D 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  91/2  inches  $85/inch 

10  to  191/2inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with  I 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for-  j 
mal  addresses  upon  request  at  no  extra  cost.  Name  and  | 
address  of  ad  box  number  listings  cannot  be  given  out  i 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the  | 
month  (or  the  closest  business  day)  preceding  publication.  1 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  1 5th,  Austin,  Texas  78701 . 
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Educational  Opportunities 


ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  1-800-239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8502  Tybor 
Street,  Houston,  TX  77074. 

SAGES  1996  SCIENTIFIC  SESSION  AND  5TH 
WORLD  CONGRESS  OF  SURGICAL  ENDOSCOPY. 

Postgraduate  Course:  “Problem  Solving  in  Endoscopic 
Surgery  March  14-17,  1996,  Philadelphia,  Pennsylvania, 
USA.  SPONSOR:  Society  of  American  Gastrointestinal  Endo- 
scopic Surgeons  (SAGES).  Information:  (310)  314-2404,  Fax: 
(310)  314-2585.  E-mail:  sagesmail@aol.com  Address:  2716 
Ocean  Park  Blvd.,  Ste  3000,  Santa  Monica,  CA  90405. 

The  Texas  Society  of  Pathology  is  celebrating  its  dia- 
mond jubilee  in  1996!  Annual  meeting  will  be  held  Feb.  1- 
4,  1996,  at  the  Westin  Galleria  Hotel  in  Dallas.  CME  credit 
available.  For  more  information  or  to  register,  please  call 
Angie  Sais  at  (800)  880- 1 300,  ext.  1 5 1 0 or  (5 1 2)  370- 1510. 


PREVENTION  96: 
PREVENTION  FOR  ALL 
March  23-26,  1996  * Dallas,  Texas 

PREVENTION  96:  Prevention  for  All 

will  explore  challenges,  opportunities 
and  strategies  for  preventive  medi- 
cine in  the  rapidly  changing  health 
care  system.  PREVENTION  96  will 
challenge  the  preventive  medicine 
community  to  take  advantages  of  new 
opportunities  to  assure  the  provision 
of  both  cli  nical  preventive  services 
and  population-based  health  services 
to  all  populations  in  all  health  care 
settings,  with  a special  emphasis  on 
managed  care.  Current  examples  of 
effective  integration  and  new  educa- 
tional strategies  will  be  presented. 

AMA  Category  1 credit  will  be  awarded. 
For  information,  call  (202)  466-2569  or 
write  PREVENTION  96,  1660  L Street 
NW,  Suite  206,  Washington,  DC  20036- 
5603. 


23RD  ANNUAL  CRITICAL  CARE  MEDICINE  COURSE 

March  2-7,  1996 
Marriott  Hotel 
Oklahoma  City,  Oklahoma 

Guest  Lecturers: 

R.  Phillip  Dellinger,  M.D.  - Pulmonary  Disease/Emergency  Medicine 

University  of  Missouri-Columbia 

L.  David  Hillis,  M.D.  - Internal  Medicine/Cardiology 

University  of  Texas  Southwestern  Medical  Center 

Richard  S.  Irwin,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

University  of  Massachusetts  Medical  Center 

Michael  G.  Rinaldi,  Ph.D.  - Pathology,  Medicine  & Clinical  Laboratory  Science 

University  of  Texas  Health  Science  Center  @ San  Antonio 

Richard  H.  Sterns,  M.D.  - Internal  Medicine/Nephrology 

University  of  Rochester  School  of  Medicine 

Program  Directors: 

Paul  V.  Carlile,  M.D.  and  Martin  H.  Welch,  M.D. 


Contact:  Ms.  Dora  Lee  Smith 
Course  Coordinator 
3SP  400  - P.O.  Box  26901 
Oklahoma  City,  OK  73190 
Tele:  (405)  271-5904 
Fax: (405) 271-5892 


Sponsored  by:  Department  of  Medicine 
College  of  Medicine 
The  University  of  Oklahoma 
Health  Sciences  Center 
and 

Veterans  Affairs  Medical  Center 


W 

H EAL.TH 

SCIENCES  CENTER 


In  Conjunction  With:  Irwin  H.  Brown  Dept,  of 
Continuing  Education 

Accreditation:  AMA,  AAFP,  AOA,  ACEP 
(48  Hours) 


PAN  AMERICAN  ALLERGY  SOCIETY 

40th  Annual  Training  Course  & Seminar 
March  27-31,  1996 

Wyndham  San  Antonio  San  Antonio,  TX 
Program  Director:  Dor  W.  Brown,  Jr.,  MD 
Basic  course  in  quantitative  skin  testing  tech- 
niques designed  with  the  primary  care  physician 
and  allied  health  care  professionals  in  mind. 
Offering  33  hours  of  CME  Inquiries:  Ann  Brey, 
Executive  Secretary,  P.O  Box  947, 
Fredericksburg,  TX  78624.  (800)  997-9853 
FAX:  (210)  997-8625 


TAFP  - ALAMO  CHAPTER 
20th  ANNUAL  MID  WINTER  SEMINAR 

February  1 6-1  8,  1 996 
Hyatt  Regency  Hotel  on  the  Riverwalk 
San  Antonio,  Texas 

1 8 prescribed  CME  hours  approved  by  AAFP. 
Tex-Mex  Fiesta,  Luncheon,  Continental 
Breakfast,  Prize  Drawings,  Spouse's  Program. 
For  topics  & other  Inquiries:  Sharon  A.  Boecker 
(M-F,  9 am  - 3 pm)  @ (2 1 0)  822-5266. 
LIMITED  SPACE  - REGISTER  EARLY!! 
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CME  INTHE  ROCKIES 


CRASH  96  - COLORADO  REVIEW 
OF  ANESTHESIA 

March  1-8,  1995  Vail,  CO 

RECONSTRUCTIVE  SURGERY  OF 
THE  HIP  AND  KNEE 

March  17-22,  1996  Aspen,  CO 

INTERNAL  MEDICINE  PROGRAM 

July  7-12,  1996  Estes  Park,  CO 

RENAL  DISEASE  PROGRAM 

July  22-25,  1996  Aspen,  CO 

Sponsored  by  the  University  of  Colorado 
School  of  Medicine.  Category  1 AMA  cred- 
it offered.  Information:  J.  Bauer,  Office  of 
Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 


CONTINUING  MEDICAL  EDUCATION  SEMINARS 

Mark  your  calendar  to  attend  one  of  14  Lloyd  Noland  Hospital 
1996  CME  Seminars  at  three  attractive  locations: 

The  following  at  Walt  Disney  World,  Lake  Buena  Vista,  Florida: 
Adolescent  Medicine  Seminar,  January  31 -February  3,  1996  ■ Internal  Medicine 
Seminar,  March  10-13,  1996  ■ Pediatrics  Seminar,  March  13-16,  1996  ■ Current 
Clinical  Internal  Medicine  Seminar,  October  13-16,  1996  ■ Pediatric  Infectious 
Disease  Seminar,  October  16-19,  1996. 

The  following  at  Hilton  Head  Island,  South  Carolina: 

General  Surgery  Update,  April  10-14,  1996  ■ Pediatrics  Update,  April  24-27,  1996 
■ General  Surgery  Seminar,  June  4 8,  1996  ■ Adult  Infectious  Disease  Seminar, 
June  11-15,  1996  ■ Pediatric  Infectious  Disease  Seminar,  June  18-22,  1996  ■ 
Family  Practice  Update  & Review,  June  25-29,  1996  ■ Anesthesiology  Update, 
July  2-6,  1 996  ■ Internal  Medicine  Update,  July  9-1  3,  1 996. 

The  following  at  The  Greenbrier,  White  Sulphur  Springs,  West  Virginia: 
Internal  Medicine  Seminar,  October  31  Nov  3,  1996. 

Call  or  write  the  Office  of  Medical  Education,  Lloyd  Noland  Hospital,  701 
Lloyd  Noland  Parkway,  Fairfield,  Alabama  35064  for  details  and  brochure. 
Telephone:  (205)  783-5276.  Lloyd  Noland  Hospital  is  ACCME  accredited  and  AMA 
Category  I & AAFP  Prescribed  credit  hours  are  offered. 


American  College  of  Occupational 
and  Environmental  Medicine 

PRESENTS 

55th  Annual 

American  Occupational 
Health  Conference 

"Prevention  Today  for  Better 
Health  Tomorrow” 

April  26-May  3,  1996 

Henry  B.  Gonzalez  Convention  Center 
San  Antonio,  Texas 


43  concurrent  scientific  sessions  • 45 
postgraduate  seminars  • 350  technical 
exhibits  • pre-  and  post-conference 
training  • Guest  and  youth  programs 
• Employment  referrals 

For  advance  program: 

ACOEM,  55  W.  Seegers  Rd., 
Arlington  Heights,  IL  60005 
ail  708/228-6850,  XI 92,  or  Fax  708/228-1856 


Risk  Management  CME  Home  Study  Courses 


Topics  include: 

v Risky  office  practice  patterns 
v Handling  difficult  patients 
s Defensible  documentation 
v Managed  care  liabilities 

v Handling  litigation 

Multidisciplinary  courses  available  in  6 or 
15  credit  hour  versions. 

Also  now  available:  RiskAware  for 
Pediatricians  (5  credit  hours). 


Sponsored  by 

M edfcsF 


For  course  brochures  contact: 

Chris  Launey 

Medical  Risk  Management,  Inc. 
2500  CityWest  Boulevard,  Suite  225 
Houston,  Texas  77042 
Phone  (800)  Med-Risk 
Fax  (713)  789-3337 
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4th  Annual  Uroradiology  Course 

March  2-3,  1 996;  San  Antonio,  TX 

Designed  for  the  practicing  radiologist 
and/or  urologist  interested  in  imaging. 
14  CME  Category  1 Hours  Fees  $300 
Civilian  Physicians;  $ 180  Residents  (US). 

5th  Annual  Pulmonary  & 
Mediastinal  Radiology  Course 
September  28-29,  1 996;  San  Antonio, TX 

Designed  to  offer  radiologists,  pul- 
monary physicians,  and  thoracic  sur- 
geons a review  of  thoracic  radiology 
with  emphasis  on  radiologic-pathologic 
correlation. 

CONTACT:  E.  TURNER,  DEPARTMENT  OF 
RADIOLOGIC  PATHOLOGY,  ARP/AFIP 
RO.  BOX  59648, 
WASHINGTON,  DC  20012 
PHONE:  (202)  782-2438; 

FAX:  (202)  782-0768 


Baptist 

Memorial 


Healthcare 

System 


MARK  YOUR  CALENDAR!! 
Saturday,  March  2,  1996 

"Cancer  Update  1996" 
Featuring  a Mini-Symposium 
on  "Lymphoma" 

Alzafar  Shrine  Temple,  San  Antonio,  TX 
7:1 5 am  - 4:45  pm 

7 Category  1 Hours  for  Physicians. 
7.9  Nursing  CEUs  pending. 

The  Baptist  Memorial  Healthcare  System  is 
accredited  by  the  Texas  Medical  Association  to 
sponsor  continuing  medical  education  for 
physicians.  For  brochure  and  fee  information, 
call  the  Department  of  Educational 
Resources/CME  @ (210)  302-4294. 


The  14th  Annual 
Internationa!  Symposium  on 

Man  and  His  Environment 
in  Health  and  Disease 

SPECIAL  FOCUS: 

Enviromental 
Aspects  of 
Neurological  and 
Cardiovascular 
Functions 


February  22-25,  1996 


The  Westin  Hotel  - Galleria 
Dallas,  Texas 

For  more  information,  contort: 

The  American  Environmental  Health  Foundation, 
8345  Walnut  Hill  Lane,  Suite  225,  Dallas,  Texas  75231 

214/361-9515 


The  Texas  Society  of  Medical  Assistants  will  meet  at 
the  Doubletree  Hotel  in  Austin  on  February  24th.  CEU 
credits  available.  Contact  Ann  Naegele  at  (713)  996-9401 . 

The  Texas  Medical  Group  Management  Association 

will  be  meeting  at  the  Westin  Galleria  Hotel  in  Dallas  on 
March  20-22,  1996.  ACMPE  credit  available.  Seminars  for 
group  practice  managers.  For  more  information,  contact 
Laurie  Reece  at  (800)  880-1300,  ext.  1330. 

The  Texas  Association  of  Obstetricians  and  Gynecol- 
ogists Annual  Meeting  will  be  held  April  11-13  at  the 
Tremont  House  in  Galveston.  CME  credit  available.  To 
register,  contact  Karen  Thompson  at  (817)  724-2576. 

The  Texas  Radiological  Society  Annual  Meeting  will  be 
held  in  Galveston,  Texas  at  the  San  Luis  Hotel  on  April  12- 
14.  CME  credit  available.  For  information,  contact  Lynn 
Sanders  at  (713)  798-4417. 

The  Texas  Society  of  Plastic  Surgeons  2nd  Annual 
Interim  Scientific  Meeting  in  the  Cayman  Islands,  Jan.  19- 
21st.  A total  of  10  hours  of  CME  is  available.  For  registration 
information,  please  call  Lisa  Jackson  at  (800)  880-1300,  ext. 
1511  or  (512)  370-1511. 
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BackTalk 


Question 


What’s  the  most  unusual  or  heartbreaking  case 
you’ve  seen  in  the  emergency  department? 


“A  child  who  got  his  fingers  caught  in  a sink  drain. 


I had  to  consult  the  hospital  plumber,  who 
removed  the  drain  from  the  fingers.” 


Matthew  J.  Walsh,  MD,  47 

emergency  medicine,  El  Paso 


£ £ M t was  a hot  August  day  in  Waco,  Tex.  At  8 pm,  our 
■ emergency  department  received  a 34-year-old  man 
who  had  fallen  off  his  horse,  breaking  both  of  his  legs 
(femurs).  He  had  spent  the  next  8 hours  crawling  on  his 
elbows  up  a dusty  dirt  road  to  get  help.  He  had  unusual 
strength  and  will  to  live.” 


William  L.  Moore,  MD,  47 

emergency  medicine , Tyler 


“A  23-year-old  male  in  cardiac  arrest  was  brought 


in.  While  trying  to  find  the  cause  of  his  cardiac 
arrest,  we  saw  black  and  blue  marks  all  over  him  — clearly 
he  had  been  beaten  up.  While  cutting  off  his  clothes,  we 
found  a large  tire  mark  across  his  abdomen.  Then  we 
started  to  find  knife  wounds,  and  checking  his  backside,  we 
saw  a bullet  wound.  We  could  not  resuscitate  him.” 


Diana  L.  Fite,  MD,  42 

emergency  medicine,  Houston 


“T  he  most  heartbreaking  case  concerned  child 


James  E.  Hayes,  MD,  40 

emergency  medicine,  Dallas 


**  Jl  38-year-old  physician’s  wife  reported  to  the 

i 


emergency  department  with  multiple  injuries 
inconsistent  with  the  fall  she  said  she  had  taken  tripping 
over  her  coffee  table.  Her  husband  claimed  to  have  seen  his 
wife’s  car  at  a convenience  store  and  had  found  her  lying 
unconscious  — and  that  someone  had  seen  a man  running 
away.  I called  the  police,  but  she  would  not  press  charges.  I 
told  her  I knew  her  husband  was  abusing  her.  She  said  ‘yes,’ 
but  went  home.” 


Ted  W.  Switzer,  MD,  42 

emergency  medicine,  San  Antonio 


£ £ ■ received  a toddler  who  had  been  hit  badly  on  the 
■ thigh,  almost  causing  a fracture.  I discovered  the 
mom  had  been  beaten  up,  then  I turned  to  her  9-year-old  son 
and  asked  if  his  father  had  ever  hit  him.  He  opened  up  his 
shirt,  and  there  was  a great  big  bruise  on  his  chest.  The  father, 
who  was  a disabled  amputee,  would  become  violent  during 
drunken  rages.  So  I had  three  patients  instead  of  one.” 


Donald  J.  Gordon,  MD,  PhD,  53 

emergency  medicine,  San  Antonio 


-month-old  baby  was  brought  in  with  CPR  in 

\ 


abuse.  A mother  dipped  her  4-month-old  baby 
in  hot  boiling  oil.” 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians’  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)  370-1632. 


progress.  At  first,  we  thought  it  was  a case  of 
child  abuse,  but  we  learned  that  was  not  true.  The  mother, 
who  had  been  in  the  ICU  with  a cardiomyopathy,  was 
unable  to  have  more  children.  She  had  just  been  discharged 
and  the  father  wanted  to  give  her  a chance  to  sleep,  so  he 
laid  the  baby  on  his  chest  to  comfort  it,  and  they  both  fell 
asleep.  He  was  a large  man  and  a really  deep  sleeper.  The 
baby  slipped  to  the  side  and  he  rolled  over  and  smothered 
the  child.  This  father  knew  he  had  killed  the  only  child  his 
wife  would  ever  have.” 


Robert  H.  Emmick,  Jr,  MD,  32 

emergency  medicine,  College  Station 
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For  Ten  Years 


All  We’ve 


Cars. 


After  10  years  in  practice , you're  an  expert  in 
your  field.  Likewise , Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Texas  Dental  Association.  So,  call  an  Autoflex 
leasing  specialist  today. 


TexasMedical 

Association 


Auto/fev 

(l  E A T I N <T) 

Call  1 -800-678-FLEX 
(3359) 
or  817-234-1234 


THE 


FACTS. 


Fact: 

Physicians  direct  TMAIT. 

TMAIT  is  endorsed  by  the 
TMA,  and  fellow  TMA 
physicians  oversee  decisions 
affecdng  insurance  coverage 


Fact: 

TMAIT  is  financially  sound. 

Our  stabilization  fund  is 
underwritten  by  The  Prudential 
Insurance  Company  of 
America. 


Fact: 

TMAIT  means  convenience. 

You  only  have  to  submit  one 
claim  form  each  year,  saving 
you  time  and  paperwork. 


Fact: 

TMAIT  coverage  is  portable 

Retain  your  TMA  membership 
and  keep  TMAIT  insurance  if 
you  relocate  or  change  your 
practice. 


With  more  than  21,000  members  and  40  years 
of  experience,  Texas  Medical  Association 
Insurance  Trust  (TMAIT)  remains  your  silent 
partner-  providing  reliability,  financial  stability, 
safety,  excellent  service  and  peace  of  mind. 

If  you  are  a TMA  member,  you  are  eligible  for  TMAIT  coverage  for 
yourself,  your  family  and  your  staff.  TMAIT  can  provide  you,  the 
physician,  with  comprehensive  coverage  including  Major  Medical, 
Life  Insurance,  Disability,  Office  Overhead,  and  Personal  Accident 
Insurance.  We  provide  your  family  with  Major  Medical,  Life  and 
Personal  Accident  Insurance,  and  your  staff  with  Major  Medical  and 
Life  Insurance  coverage. 

Today,  health  care  is  about  choice  and  control  of  costs.  Now,  TMAIT 
offers  the  Group  Plus  Point-of-Servi<  e (POS)  Plan,  giving  you  a 
choice  between  the  cost  benefits  of  a contemporary  style  plan  or  the 
flexibility  of  the  more  traditional  indemnity  products. 

Facts  worth  facing.  Forty  years  of  teamwork.  TMAIT  and  you. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  lite  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


^ Tex; 

li: 


Texas  Medical 
Association 


1-800-880-8181 


P.O.  Box  1707,  Austin,  Texas  78767-170/  • In  Austin  370-1776  • In  Houston  224-5309  • Fax  (512)370-1799 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
Prudential  Plaza,  Neivark,  NJ  07102 
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TexasMedicine 


Fourth-year  medical  student  Sheryl  Keller,  of 
San  Antonio,  middle,  shares  a lighter  moment 
with  Dorothy  N.  Overman,  MD,  left,  and 
Beverly  B.  Nuckols,  MD,  in  New  Braunfels. 
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Not  all  bad 

It’s  hard  to  know  where  to  begin.  Despite  its  many  weaknesses , 
managed  care  must  have  some  merits,  and  we  set  out  to  find  them. 
Eight  physicians  give  their  takes  on  what  there’s  not  to  hate. 
by  teri  lee  jones 
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Legislative  Affairs 

Religious  crusade 30 

Battles  are  brewing  at  the  state  and  local  levels  over  health  and 
sexuality  education.  With  the  well-being  ofi the  next  generation 
at  stake,  physicians  are  joining  the  fight. 
by  ken  ortolon 


Law 

The  worst  list 34 

Breast  cancer  is  now  the  leading  source  of  medical  malpractice  claims  in  the  nation. 
Physicians  can  take  steps  to  reduce  their  chances  of  missing  it. 
by  teri  ee  jones 
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Medical  Economics 

Peace  talks 44 

Can  physicians  and  insurance  companies 
learn  to  live  with  each  other?  With  face-to- 
face  meetings,  physicians  are  trying  to 
make  it  so. 
by  larrybefflw 


The  Physician’s  Life 

Friend  or  foe? 48 

opularity  of  medical  topics  with  the  news  media 
may  be  at  an  all-time  high.  The  trick  for  physicians  is  to 

them,  not  against  them. 


Profile 

In  the  mood 52 

After  3 decades,  Mike  Adkisson,  MD,  picks  up 
his  horn. 

by  teri  lee  jones 


make  the  obsession  work  for 
by  1 arrybesaw 
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When  rr  comes  to  group  professional 
liability  coverage,  not  all  programs  are  alike. 
Century  American  has  been  writing  group 
coverage  long  before  it  became  popular. 

Our  policies  are  designed  to  meet  your  needs 
based  on  the  way  you  practice  medicine  in 
today’s  changing  medical  profession. 

Our  Full-Time  Equivalency  option 
makes  liability  coverage  comprehensive  and 


flexible  for  managed  care  organizations. 
Group  premiums  are  based  on  the  number 
of  actual  patients  seen  or  physician  hours 
provided  by  your  practice.  The  premium  is 
not  affected  by  how  m.  ny  physicians  provide 
that  care.  You  pay  for  only  the  coverage  you 
use  or  need,  instead  of  paying  a flat  annual  fee. 

Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes 


to  choosing  liability  coverage.  The  Century 
American  difference  is  flexibility.  To  get 
the  competitive  edge,  call  Susan  Baker  at 
1-800-476-8115  ext.4569. 


Cent 
Insurance 


Century  American  Insurance  Company 
Century  American  Casualty’  Company 


Texas  Medicine 


Editor’s  Mote 


Why  Arizona  Physicians  Trust 
ArMA.  Financial  Services 
To  Manage  Their  Pension  Funds 


ArMA  Financial 
Services 


9/29/95 

12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


596,944.37 

474,728.02 

500,506.90 

423,663.81 

377,565.83 

303,560.55 


Value  of  Account  35253934  on  06-30-95:  $532,038.84 


Dow  Jones 
industrial 


9/29/95 


12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


4789.08 
3834.44 

3754.09 
3301.11 
3168.83 
2633.66 


Average  Annual 
Return  Based  On 
the  Last  4.75  Years 

Net  Of  Fees  & Expenses 

Merrill  J.  Sauriol 

Senior  Portfolio  Manager 

Kirk  M.  Tushaus 

Portfolio  Manager 


Dow  Jones 


9/29/95 

12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


214.28 

181.52 

229.30 

221.02 

226.15 

209.70 


Vo/  all  accounts'  performance  it  ill  mirror  this  example,  fast  performance  is  no  guarantee  >1  future  performance. 


CALL  1 (800)  584-5157  For  An  Information  P 


WE  DECIDED  TO  PLAY  SOME- 
thing  of  the  devil’s  advocate 
this  month.  While  physicians 
often  hear  and  tell  horror  sto- 
ries about  the  effects  of  managed  care, 
they  hardly  ever  brag  on  its  merits.  So 
in  her  cover  article,  which  begins  on  p 
38,  Associate  Editor  Teri  Lee  Jones  set 
out  to  explore  the  positive  aspects  of 
this  mostly  maligned  topic. 

Teri  says  a couple  of  the  physicians 
she  contacted  for  the  article  were  reti- 
cent about  being  quoted  in  print 
because  they  didn’t  want  colleagues  to 
view  them  as  managed  care  sell-outs. 
The  eight  physicians  featured  in  the 
article  come  from  numerous  special- 
ties and  practice  settings;  their  ages 
and  their  experiences  with  managed 
care  vary,  as  well.  While  all  of  them 
have  some  reservations  about  man- 
aged care,  they  have  all  found  ways  to 
thrive  within  its  confines. 

In  his  commentary  titled  “High 
Hopes  for  Managed  Care,”  Texarkana 
neurosurgeon  George  L.  Bohmfalk, 
MD,  offers  a decidedly  optimistic 
view  on  the  future  of  managed  care 
(see  p 20).  In  keeping  with  the  theme, 
this  month’s  Back  Talk  question  asked 
respondents  to  name  one  good  thing 
about  managed  care.  Turn  to  p 68, 
and  you  may  be  surprised  to  see  what 
your  colleagues  had  to  say. 


JEAN  PIETROBONO 
Managing  Editor 
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vl  Ischemic  Heart  Disease  and 
^ Congestive  Heart  Failure  1996: 

Therapy,  Underutilization 
and  Health  Care  Reform 


Saturday,  February  24,  1996 
8:00  AM  to  4:15  pm 
The  Westin  Hotel  Galleria  Dallas 
13340  Dallas  Parkway 
Dallas,  Texas 


FACULTY 

Harold  L.  Kennedy,  MD,  MPH 

Program  Chairman 

Rush-Presbyterian-St.  Luke's  Medical  Center 
Maria  R.  Costanzo,  MD 
Rush-Presbyterian-St.  Luke's  Medical  Center 
Robert  S.  Rosenson,  MD 
Rush-Presbyterian-St.  Luke's  Medical  Center 
Gary  L.  Schaer,  MD 

Rush-Presbyterian-St.  Luke's  Medical  Center 

Frank  V.  Aguirre,  MD 

St.  Louis  University  Medical  Center 

Jeffrey  L.  Anderson,  MD 

LDS  Hospital 

Prakash  Deedwania,  MD 

VA  Medical  Center 

Eric  J.  Eichhorn,  MD 

Southwestern  Medical  Center 

Thomas  H.  Lee,  Jr,  MD 

Brigham  and  Women's  Hospital 

Leslie  W.  Miller,  MD 

St.  Louis  University  Medical  Center 

Philip  Podrid,  MD 

Boston  University  Medical  Center 

Craig  M.  Pratt,  MD 

Baylor  College  of  Medicine 


PROGRAM  DESCRIPTION 

The  purpose  of  this  educational  symposium  is  to  present  a review  of  the  state-of-the-art 
therapy  for  ischemic  heart  disease  and  congestive  heart  failure  as  indicated  by  randomized 
clinical  trial  and  investigative  data.  In  addition,  issues  of  underutilization  of  proven 
therapies  and  the  implications  of  health  care  reform  as  it  applies  to  those  therapeutic 
recommendations  will  be  addressed. 


PART  I - ISCHEMIC  HEART  DISEASE 


COURSE  OBJECTIVES 

Illustrate  the  survival  benefit  in  acute  myocar- 
dial infarction  of  thrombolytic,  antiplatelet, 
P-blocker,  and  ACE-inhibitor  therapy. 

Discuss  those  antiarrhythmic  agents  that  have 
no  benefit  or  are  deleterious  in  ischemic  heart 
disease  patients,  and  review  the  known 
antiarrhythmic  therapies  that  have  proven 
efficacious. 

Review  and  understand  appropriate  indica- 
tions for  direct  and  delayed  PTCA,  stents,  and 
CABG  surgery  in  ischemic  heart  disease. 


PART  II  - CONGESTIVE  HEART  FAILURE 


COURSE  OBJECTIVES 

Examine  the  increased  prevalence  and  inci- 
dence of  congestive  heart  failure  in  North 
America  in  the  1990s  and  its  therapy. 

Explore  the  advantages  and  disadvantages  of 
alternative  therapies  to  pharmacologic  therapy 
for  congestive  heart  failure. 

Demonstrate  the  major  mechanisms  contribut- 
ing to  death  in  congestive  heart  failure-sudden 
death  and  pump  failure  and  address  therapeu- 
tic interventions. 


FOR  EASY  REGISTRATION,  CALL  1-800-997-9796  BY  FEBRUARY  21,  1996. 


THERE  IS  NO  REGISTRATION  FEE.  SEATING  IS  LIMITED. 

This  program  is  supported  by  an  unrestricted  educational  grant  from  Astra  USA,  Inc. 


(DRUSH 


Accreditation 

Rush-Presbyterian-St.  Luke's  Medical  Center  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  to  sponsor  continuing  medical  education  for  physicians.  Rush-Presbyterian-St.  Luke's  Medical 
Center  designates  this  continuing  medical  education  activity  for  6 credit  hours  in  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

Please  watch  your  mail  for  additional  information  about  this  important  and  timely  program. 
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To  reach  your  local  office,  call  800-344-1899. 


Physicians  opposed 
to  UTMB  clinic 


WE  ARE  FIVE  PHYSICIANS 
who  practice  family  medicine, 
internal  medicine,  and  gastroen- 
terology in  Friendswood,  Tex. 
Our  office  is  located  approximately 
one-half  block  from  one  of  the  latest 
clinics  to  be  opened  by  The  University 
of  Texas  Medical  Branch  (UTMB). 
This  clinic,  at  347  Parkwood,  which 
employs  two  family  practice  physicians, 
was  opened  in  an  area  that  is  growing 
but  is  not  underserved  by  physicians. 

UTMB  has  without  a doubt  very 
deliberately  attempted  to  compete 
with  the  private  sector  of  medicine. 
Advertisements  for  the  clinic’s  services 
in  the  local  paper  make  a point  of  say- 
ing that  all  insurances  are  accepted 
but  do  not  mention  whether  the  indi- 
gent are  accepted. 

We  do  not  approve  of  or  support 
any  of  the  many  for-profit  clinics  that 
have  sprung  up  recently  outside  of 
underserved  areas,  which  we  believe 
are  in  violation  of  Texas  Medical  Asso- 
ciation policy.  We  have  not  agreed  to 
form  any  liaison  with  UTMB  regard- 
ing any  joint  ventures,  and  UTMB 
has  not  complied  with  TMA  policy  in 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  jean_p@texmed.org.  Please  type  letters  you  submit 
for  publication,  and  keep  the  Length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor 
and  editorial  advisors,  and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


that  it  did  not  consult  with  the  local 
private  sector  when  it  established  its 
for-profit  clinics,  including  the  clinic 
a half  block  down  the  street  from  us. 
We  resent  the  manner  in  which 
UTMB  has  gone  about  this,  and  we 
request  a vote  from  the  Board  of 
Trustees  to  censor  the  UTMB  clinics 
for  violation  ofTMA  policies. 

Teresa  M.  Becker,  MD 
Wanda  P.  Spuhler,  MD 
Philomena  Ukwade,  MD 
Jose  I.  Mayen,  Jr,  MD 
John  V.Yacono,  MD 
347  E Parkwood 
Friendswood,  TX  77546-5147 


Board  of  Trustees  responds 

The  Texas  Medical  Asso- 
ciation, through  its  Board  of 
Trustees,  currently  is  involved  in 
negotiations  between  Galveston 
County  community  physicians  and 
UTMB  to  address  issues  surrounding 
UTMB’s  primary  care  clinics.  The 
Association’s  House  of  Delegates  met  in 
late  November  1993  and  endorsed  the 
development,  through  negotiations,  of 
a document  outlining  short-term, 
intermediate-term,  and  long-term  goals 
for  the  clinics,  and  perhaps  a blueprint 
for  achieving  those  goals,  for  considera- 
tion by  the  community  physicians  and 
U ’ MB  representatives  who  are  serving 
o an  Ad  Hoc  Committee  on 
wn/Gown  Issues.  Continued  com- 
munity physician  representation  on  the 
ad  hoc  committee  will  be  assured 


despite  the  recent  outcome  of  the 
Galveston  County  Medical  Society’s 
elections  of  officers. 

We  assure  you  that  your  voices  are 
being  heard.  Your  Board  of  Trustees  is 
acutely  aware  of  and  concerned  about 
the  very  issues  you  raised.  Through 
the  negotiations  that  we  are  currently 
engaged  in,  TMA  will  try  to  address 
the  concerns  raised  by  the  community 
physicians  with  respect  to  past  actions 
of  UTMB  and  also  will  attempt  to 
anticipate  UTMB’s  future  activities. 
We  appreciate  your  bringing  your 
concerns  about  this  sensitive  and  diffi- 
cult problem  to  our  attention. 

TMA  Board  ofTrustees 

Texas  Medical  Association 
401  W 15th  St 
Austin,  TX  78701 

Article  is  excellent  overview 
of  spiritual  side  of  health 

Teri  Lee  Jones’  article 

“Religion's  Role  in  Health,  in  the 
December  1995  issue  of  Texas 
Medicine,  is  an  excellent  overview 
on  how  the  spiritual  side  of  an  indi- 
vidual affects  one’s  mental  and  physi- 
cal health. 

Doctors  in  America  are  perhaps  a lit- 
tle reluctant  to  broach  this  subject,  as 
our  culture  has  for  100  years  or  so  man- 
dated a naturalistic  approach  to  just 
about  everything.  We  are  appropriately 
trained  to  practice  medicine  as  close  to 
the  scientific  method  as  we  possibly  can, 
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and  when  spiritual  matters  are  inter- 
jected into  the  physician-patient  rela- 
tionship, we  can  become  nervous  and 
uneasy  about  what  to  say  or  do.  Thank 
you  for  including  this  timely  topic. 

The  benefits  of  a faith  in  God  are 
numerous  and  go  beyond  the  tempo- 
ral. One  does  not  have  to  believe  in 
God  to  recognize  the  health  benefits 
of  restraint  and  good  citizenship. 
Faith  in  God  also  can  lead  to  a sus- 
taining hope.  To  those  who  walk  with 
God,  hope  is  an  inexpressible  gift  that 
provides  sustenance  even  in  the  most 
adverse  situations. 

Nicholas  Herman  wrote  these 
words  on  hope  in  1697: 

The  practice  of  the  presence  of 
God  strengthens  us  in  hope.  Our 
hope  increases  as  our  faith  pene- 
trates God’s  secrets  through  prac- 
tice of  our  holy  exercise.  The  soul 
discovers  in  God  a beauty  infinitely 
surpassing  not  only  that  of  our 
bodies  that  we  see  on  earth,  but 
even  that  of  the  angels.  Our  hope 
increases  and  grows  stronger  and 
the  amount  of  good  that  it  expects 
to  enjoy,  and  that  in  some  degree  it 
tastes,  reassures  and  sustains  it  (1). 

C.S.  Lewis  said  it  in  a little  differ- 
ent way: 

Aim  at  heaven  and  you  will  get 
earth  “thrown  in”  (2). 

I would  suspect  that  just  about 
every  physician  has  seen  hope  mani- 
fest itself  in  varying  degrees  in  many 
of  the  people  who  come  to  him  or  her 
for  advice.  I have  seen  it  produce  pos- 
itive outlooks  that  have  left  me  in  awe 
of  the  patient’s  strength  and  resilience. 
And,  in  more  cases  than  I can  count,  I 
have  found  myself  the  student  sitting 
at  the  patient’s  feet. 

References 

1 . Lawrence  B.  The  Practice  of  the  Presence  of 
God.  Springdale:  Whitaker  House; 
1992:71-73. 

2.  Lewis  CS.  Mere  Christianity.  New  York, 


NY:  Macmillan;  1978:118. 

John  Morrow,  MD 

6402  Copperlily 
Austin,  TX  78759-7756 

Religion  adds  power 
to  role  in  healing 

Thank  you  for  the  excel- 
lent  article,  “Religion’s  Role  in 
Health,”  in  your  December  1995 
issue.  There  is  very  little  written 
about  this  topic.  Indeed,  religion  adds 
effective  power  to  our  roles  in  the 
healing  process. 

I became  a pagan  in  medical  school 
and  worshiped  science,  mammon,  and 
Bacchus,  but  1 5 years  later  was  com- 
pletely changed  by  believing  in  God. 
Since  then,  I have  seen  many  miracles 
in  my  life  and  the  lives  of  my  patients. 
At  the  very  least,  it  has  given  me  a 
channel  to  communicate  heart-to- 
heart  across  the  different  faiths,  races, 
and  maladies.  Ir  has  given  me  the  abil- 
ity to  be  of  comfort  to  those  who  are 
grieving,  to  feel  that  I am  of  real  help  in 
times  of  fear,  pain,  sorrow,  and  need. 

Gilbert  Manso,  MD 

5177  Richmond,  Ste  125 
Houston,  TX  77056 


Appreciation  from  Arkansas 

Your  article  on  religion 
and  health  is  both  timely  and 
appreciated.  There  is  a growing 
body  of  evidence  that  a rational 
approach  to  healing  is  to  incorporate 
spiritual  awareness,  as  can  be  wit- 
nessed in  Dr  Larry  Dossey’s  book 
Healing  Words. 

Alan  Alda  gave  a commencement 
speech  years  ago  to  the  Harvard  Med- 
ical School,  and  in  the  final  part  of  the 
speech,  he  reminded  us  of  the  body’s 
inner  connections  and  Tat  after  you 


link  up  all  the  bones,  the  final  link 
goes  to  the  heart  bone,  which  he: 
admonished  us  not  to  forget.  And  yet 
there  is  a recognizable  link  still 
beyond  that,  and  it  is  to  the  soul  bone. 

Kevin  McLeod,  MD 

9600  Lile  Dr,  Ste  110 
Little  Rock,  AK  72205 

Kind  words  from 
North  Carolina 

Great  cover  and  article' 
in  the  December  1995  issue  of 
Texas  Medicine  — “What’s  God 
Got  To  Do  With  It?”  and  “Reli- 
gion's Role  in  Health.”  I am  so  happy 
that  the  Texas  Medical  Association  is 
talking  about  the  role  of  spirituality 
and  prayer  in  healing.  Keep  up  the 
good  work. 

Ira  Doneson,  MD 

1100  Clarendon  St,  Ste  210 
Fayetteville,  NC  28305 

Patient  protections 
require  force  of  law 

Dr  Robert  West’s  letter 
regarding  the  difference  in 
enforcement  between  state  law 
and  regulations  promulgated  by 
state  agencies  is  right  on  target  (see 
December  1995  Texas  Medicine,  pp 
7-8).  A few  comments  are  worth 
adding  to  the  discussion. 

Insurance  Commissioner  Elton 
Bomer  has  a reputation  of  being  very 
fair  and  very,  very  tough.  This  leads 
me  to  believe  that  he  will  not  look 
kindly  on  attempts  to  circumvent  his 
rules  that  protect  patients. 

However,  we  must  look  beyond  the 
term  of  this  commissioner  and  be  cer- 
tain the  protections  will  survive  in  the 
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(future  — that  means  taking  the  rules 
;|and  making  them  law.  I have  spoken 
;t with  some  of  my  colleagues  on  the 
House  Committee  on  Public  Health, 
land  I believe  the  support  exists  for 
this.  After  all,  any  opposition  from  the 
industry  can  only  be  interpreted  as 
verification  that  agency  rules  are 
weaker  than  law. 

Lastly,  I cannot  overstate  the  point 
that  the  ultimate  safeguard  is  the  abil- 
ity of  patients  to  choose  their  own 
doctors  — to  find  someone  they  trust 
' and  to  stay  with  him  or  her.  There- 
fore, I will  be  back  next  legislative  ses- 
sion (the  voters  in  my  district  willing, 
| of  course)  with  my  Choice  of  Physi- 
(cian  bill.  Certainly,  it  will  again  be 
; mischaracterized  as  protecting  doc- 
tors, which  is  simply  not  true.  Instead, 
it  places  the  power  in  the  hands  of  the 
patients  to  bring  their  doctors  into  the 
j managed  care  network  and,  impor- 
tantly, to  bear  any  increase  in  cost. 
Texans  can  be  proud  of  health-care 
delivery  reform  that  gives  rights  and 
| responsibilities  back  to  patients. 

Rep  Kyle  Janek,  MD 

The  State  of  Texas 
\ House  of  Representatives 
Capitol  Office 
, PO  Box  2910 
Austin,  TX  78768-2910 


Primary  care  study 
needs  follow  up 

IN  A POLITICALLY  CORRECT 
but  inappropriately  titled  article, 
Joseph  M.  Merrill,  MD,  and  his 
coauthors  seem  to  imply  that  they  are 
comparing  the  characteristics  of  physi- 
j cians  in  obstetrics  and  gynecology  with 
those  in  the  traditional  primary  care 
specialties  (see  “Is  Obstetrics-gynecol- 
| ogy  a Primary  Care  Specialty?”  Novem- 
\ her  1995  Texas  Medicine,  pp  58-59). 
This  survey  of  senior  medical  stu- 
dents (predominantly  from  private 
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medical  schools)  ignores  two  things. 
First  is  the  fact  that  many  internists 
(65%)  and  pediatric  graduates  (40%) 
go  on  to  pursue  subspecialist  training 
and  never  practice  as  generalists.  The 
comparison  is  more  between  surgical 
and  “medical”  specialties,  with  obstet- 
rics-gynecology caught  in  the  middle. 

Also  ignored  in  the  survey  is  the 
effect  of  the  residency  process  on  per- 
sonality traits.  Few  among  us  will 
deny  the  “hardening”  effect  of  med- 
ical school  and  residency  training  on 
our  perception  of  human  suffering. 
Who  knows  where  these  new  physi- 
cians will  be  by  the  end  of  their  train- 
ing? I hope  that  the  authors  will  be 
able  to  do  a follow-up  survey  in 
another  4 or  5 years  to  track  some  of 
these  changes. 


Reference 

1.  Medical  school  and  student  characteristics 
that  influence  choosing  a generalist  career. 
JAMA.  1994;272:661-668. 

Gordon  Uretsky,  MD 

701  E Davis,  Suite  B 
Conroe,  TX  77301 


Only  generalists  can  do 
primary  care  well 

I READ  “IS  OBSTETRICS- 
gynecology  a Primary  Care  Spe- 
cialty?” (November  1995  Texas 
Medicine , pp  58-59)  with  interest. 
The  paper  draws  a seriously  flawed 
conclusion  as  a result  of  convoluted 
reasoning  upon  false  premises.  The 
starting  premises  that  must  be  true  in 
order  to  reach  the  conclusion  were  (1) 
that  generalists  can  be  identified  by  a 
questionnaire;  (2)  that  generalists  as  so 
defined  choose  obstetrics-gynecology 
in  fair  numbers;  (3)  that  generalists  as 
so  defined  choose  primary  care  resi- 
dencies; (4)  that  generalist  tendencies 
in  medical  students  survive  nongener- 
alist training  environments  intact;  and 
(5)  that  generalists  as  so  defined  do 
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primary  care.  Unless  all  these  premises 
are  true,  the  extended  syllogism’s  con- 
idusion  fails. 

The  questionnaire,  as  cited,  is  not 
.received  as  a defining  instrument  for 
identifying  generalists.  Indeed,  general- 
ism  suffers  greatly  in  our  day  because  it 
remains  a diagnosis  of  exclusion  in 
both  the  popular  and  professional 
mind;  that  is,  generalists  are  thought  to 
be  those  who  are  not  specialists.  Thus, 
the  first  premise  fails.  This  leads  to 
inability  to  confirm  the  other  premises, 
and,  indeed,  experience  suggests  that 
the  third  premise  is  false  outright. 

I know  a few  doctors  in  specialties 
who  are  among  the  finest  of  general- 
ists. I likewise  have  colleagues  in  gen- 
eralism  who  perform  poorly  because 
jof  a specialist  mind  set.  Thus,  I believe 
it  is  not  true  that  generalists  always 
know  how  to  choose  a generalist 
.career.  Even  if  they  did,  most  medical 
schools  make  a systematic  effort  to 
extinguish  generalist  tendencies,  and 
the  specialist  residencies  and  fellow- 
ships do  the  same.  So,  the  fourth 
premise  is  likely  false  as  well. 

Finally,  although  only  generalists 
can  do  primary  care  well,  nearly  every- 
body these  days  is  doing  it,  albeit 
poorly.  Most  persons  would  accept  that 
a generalist  doing  specialist  work  with- 
out specialist  training  is  likely  to  be 
doing  it  poorly.  Unfortunately,  most  of 
those  same  persons  accept  uncritically 
the  myth  that  specialists  doing  general- 
ist work  without  generalist  training  are 
likely  doing  a good  job.  Thus,  the  fifth 
premise  fails  as  well;  these  days,  every- 
body wants  to  do  primary  care, 
whether  they  know  how  or  not. 

The  authors’  concluding  sentence, 
“After  all  . . . an  obstetrician-gynecol- 
ogist is  already  their  primary  care 
physician,"  betrays  that  they  have 
begged  the  entire  question. 

Primary  care  is  first-contact  care  of 
the  undifferentiated  patient  in  a low- 
prevalence  population.  It  requires  par- 
ticular generalist  training  that  few 
ob-gyn  residencies  make  any  effort  to 
provide.  Those  who  do  primary  care 
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well  feel  that  most  observed  processes 
are  probably  normal  and  will  run  a 
good  course.  Doubtless,  many  obstetri- 
cians-gynecologists  could  be  trained  to 
provide  primary  care,  but  such  training, 
if  successful,  would  ruin  most  of  them 
for  specialist  work,  which  involves 
more-or-less  differentiated  patients  in 
high-prevalence  populations.  Doctors 
well  suited  for  such  a milieu  have  a high 
index  of  suspicion  that  most  observed 
processes  are  probably  abnormal  and 
that  a bad  outcome  will  result  without 
intervention.  This  is  why  obstetricians 
practice  obstetrics  as  they  do,  such  that 
most  seem  unable  to  leave  well  enough 
alone  with  normal  gravidas. 

The  authors  have  put  obvious  qual- 
ity work  time  into  this  question.  Unfor- 
tunately, it  is  in  vain,  because  they  did 
not  examine  their  starting  assumptions 
carefully.  I share  this  failure  with  them. 
Most  of  the  mistakes  I make  are  due  to 
failure  to  identify  and  check  my 
assumptions  rather  than  the  inability  to 
reason  from  those  assumptions. 

Reference 

1.  Merrill  JM,  Camacho  Z,  Laux  LF, 

Thornby  JI,  Vallbona  C.  How  medical 
school  shapes  students’  orientation  to 
patients’  psychological  problems.  Acad 
Med.  1991;66(suppl  9):S4-S6. 

Richard  L.  Garrison,  MD 

Assistant  Professor 
Baylor  College  of  Medicine 
One  Baylor  Plaza 
Houston , TX  77030-3498 


The  authors  respond 

OUR  THANKS  TO  DRS  URETSKY 
and  Garrison  for  their  thoughtful 
responses,  which  we  think  are 
exactly  on  target,  concerning  our 
article  published  in  the  November 
issue  of  Texas  Medicine.  It  has  been 
reported  that  in  the  25  years  following 
graduation,  more  than  20%  of  doc- 
tors change  their  career  specialities. 
Hopefully,  these  changes  have  always 
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resulted  in  greater  self-fulfillment 
(such  hopes  nowadays  appear  to  be 
more  “iffy”).  The  future  uncertainties 
about  the  stability  of  careers  in  medi- 
cine mean  that  medical  schools  should 
redouble  their  efforts  to  match  their 
educational  programs  (including 
admissions  to  medical  schools)  with 
the  public’s  future  medical  care  needs 
insofar  as  these  needs  can  be  foreseen. 
Our  own  research  group’s  efforts  will 
continue  to  be  directed  toward  gain- 
ing a better  understanding  of  the  per- 
sonal characteristics  of  medical 
students  who  are  attracted  to  medi- 
cine’s various  specialties.  Naturally,  we 
always  welcome  ideas  and  different 
points  of  view  that  help  keep  us 
pointed  in  the  correct  direction. 

Joseph  M.  Merrill,  MD 

Department  of  Community  Medicine 
Baylor  College  of  Medicine 
One  Baylor  Plaza,  Suite  65 OE 
Houston,  TX  77030 
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Thomas  P.  Ball,  Jr,  MD,  San  Antonio, 
i was  reelected  to  the  Board  of  Directors 
of  the  American  Urological  Association. 

Two  Baylor  College  of  Medicine  faculty 
j members  have  been  named  to  endowed 
academic  chairs  by  the  college’s  Board 
of  Trustees.  Pediatrician  Arthur  L. 
Beaudet,  MD,  has  been  named  to  the 
Henry  and  Emma  Meyer  Chair  in  the 
Department  of  Molecular  and  Human 
Genetics,  and  allergist  David  P.  Huston, 
MD,  has  been  named  to  the  Cullen 
Chair  in  Immunology  Research. 

Irving  neonatal-perinatal  medicine 
specialist  Dolores  M.  Carruth,  MD,  was 

appointed  by  Gov  George  W.  Bush  to 
the  Texas  Higher  Education  Coordi- 
nating Board.  Dr  Carruth  will  serve 
until  August  31,  2001. 

, New  physician  members  ol  the  Texas 
Medical  Association  Foundation  Board 
of  Trustees  include  Friendswood  psychi- 
atrist Harry  K.  Davis,  MD,  and  Odessa 
ophthalmologist  Nalin  H.Tolia,  MD. 

Lubbock  ophthalmologist  Tracy  D. 
Gage,  MD,  was  presented  the  Hippo- 
cratic Award  by  the  Lubbock-Crosby- 
Garza  County  Medical  Society. 


1 Please  let  Texas  Medicine  know  about  your  honors 
- and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
| tion  at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
j consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 

' Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
i 370-1632 ; e-mail johanna_f@texmed.org. 


Houston  internist  Antonio  M.  Gotto, 
Jr,  MD,  received  the  1995  Seale  Harris 
Award  from  the  Southern  Medical 
Association. 

The  new  officers  for  the  Texas  Society 
of  Internal  Medicine  (TSIM)  include 

Carlos  R.  Hamilton,  Jr,  MD,  Houston, 
president;  Jerry  C.  Daniels,  MD,  PhD, 

Galveston,  president-elect;  and  R.L. 
Cash,  Jr,  MD,  Fort  Worth,  secretary- 
treasurer.  Joe  H.  Cunningham,  MD, 
Jacksonville,  was  elected  to  the  TSIM 
Board  of  Directors. 

Houston  pain  medicine  specialist  C. 
Stratton  Hill,  Jr,  MD,  received  the 
American  Cancer  Society’s  Humani- 
tarian Award  lor  his  leadership  in  the 
area  of  cancer  pain  management. 

Tyler  hematologist  Gary  T.  Kimmel, 
MD,  was  presented  the  sixth  annual 
Gold-Headed  Cane  Award  by  the 
Smith  County  Medical  Society. 

Texarkana  radiation  oncologist  Howard 
G.  Morris,  MD,  was  named  Executive  oi 
the  Year  by  Professional  Secretaries 
International’s  Twice  As  Nice  Chapter 
in  Texarkana. 

Dallas  psychiatrist  Edgar  P.  Nace,  MD, 
was  elected  president  of  the  American 
Academy  of  Addiction  Psychiatry. 

Ronald  P.  Rapini,  MD,  Lubbock,  has 
been  elected  to  a 9-year  term  on  the 
Board  of  Directors  of  the  American 
Board  of  Dermatology. 

Rod  J.  Rohrich,  MD,  Dallas,  was  one  of 


Arthur  L.  Beaudet,  MD  Edgar  P.  Nace,  MD 


Ronald  P.  Rapini,  MD  Lawrence  A.  Stone,  MD 


two  recipients  ol  the  1996  Aesthetic 
Plastic  Surgery  Visiting  Professorship 
presented  by  the  American  Society  for 
Aesthetic  Plastic  Surgery. 

Pedro  Ruiz,  MD,  Houston,  was  selected 
to  receive  the  1996  Award  for  Admin- 
istrative Psychiatry  from  the  American 
Psychiatric  Association  and  the  Amer- 
ican Association  of  Psychiatric 
Administrators  this  spring.  Dr  Ruiz 
also  was  named  recipient  of  The 
American  College  of  Psychiatrists’ 
1996  Bowis  Award. 

El  Paso  adolescent  medicine  specialist 
Manuel  Schydlower,  MD,  was  appointed 
chair  of  the  education  committee  of 
the  Adolescent  Health  Section  oi  the 
American  Academy  of  Pediatrics. 

Kathleen  R.  Soch,  MD,  Corpus  Christi, 
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received  the  1995  Patient  Care  Award 
for  Excellence  in  Patient  Education  by  a 
Family  Practice  Residency  Program.  The 
award  is  sponsored  by  the  American 
Academy  of  Family  Physicians  and  the 
Society  of  Teachers  of  Family  Medicine. 

Lawrence  A.  Stone,  MD,  San  Antonio, 
was  elected  to  a 2-year  term  as  presi- 
dent of  the  American  Academy  of 
Child  and  Adolescent  Psychiatry. 


Don  P.  Warden,  MD,  Weslaco,  was 
named  Texas  Internist  of  the  Year  by 
the  Texas  Society  oflnternal  Medicine 
for  his  significant  contributions  in  the 
area  of  socioeconomics.  In  addition, 
Dr  Warden  received  the  society’s  Lone 
Star  Distinguished  Service  Award  for 
his  work  as  a volunteer  physician  lob- 
byist during  the  1995  Texas  legislative 
session. 


DEATHS 


BradleyThaggard  Britt,  MD,  41;  Plano; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1977;  died 
November  27,  1995. 

Mary  D.  Bublis,  MD,  74;  Plainview; 
Washington  University  School  of 
Medicine,  1946;  died  November  6, 
1995. 

Reginald  T.  Chelvam,  MD,  61;  Hous- 
ton; West  London  Hospital  Medical 
School,  1959;  died  November  15, 
1995. 

Eoin  Smith  Harvey,  MD,  66;  Pasadena; 
University  of  Toronto  Faculty  of  Med- 
icine, 1956;  died  November  7,  1995. 

Donald  A.  Jutzy,  MD,  72;  Temple;  Loma 
Linda  University  School  of  Medicine, 
1949;  died  November  18,  1995. 

Gordon  E.  Kibler,  MD,  73;  Houston; 
Case  Western  Reserve  University 
School  of  Medicine,  1953;  died 
November  9,  1 995. 

Bobby  R.  Lowrance,  MD,  53;  Houston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1967;  died 
November  27,  1995. 

Richard  A.  Lucas,  MD,  83;  Austin;  Ohio 
State  University  College  of  Medicine, 
1939;  died  November  1 1 1995. 
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William  Morrison  Palm,  MD,  82; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1938; 
died  November  2,  1995. 

James  Ralph  Smith,  MD,  68;  Kerrville; 
University  of  Arkansas  for  Medical 
Sciences  College  of  Medicine,  1952; 
died  November  19,  1995. 

Geeta  Srinivas,  MD,  62;  San  Antonio; 
Osmania  Medical  College-Hyderabad, 
India,  1955;  died  November  28,  1995. 

Paul  F.  Whitman,  Jr,  MD,  38;  DeSoto; 
The  University  of  Texas  Medical 
School  at  San  Antonio,  1984;  died 
November  27,  1995. 
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INSURANC^COWMY  NOW  OFFERS 

PROFESSIONAL  LIABILITY 
INSURANCE  TO  TEXAS  PHYSICIANS 


About  Frontier 

Frontier  Insurance  Company  of  New  York  is 
a member  of  the  Frontier  Insurance  Group, 
Inc.  We  are  a licensed  and  admitted  carrier 
in  Texas. 


■ SUPERIOR  POLICY 

■ COMPETITIVE  RATES 

■ FINANCIAL  STABILITY 


Frontier’s  financial  stability  can  be  demon- 
strated by  our  ratings  of  A-  (Excellent)  by 
A.M.  Best  and  A+  by  Standard  & Poor’s 
for  our  claims  paying  ability. 


What  Makes  Frontier  Different? 

Consent  to  Settle  Provisions 


Frontier  has  been  recognized  by  Forbes 
Magazine  8 years  in  a row.  We  are  one  of 
only  6 companies  in  the  country  to  have 
that  distinction. 


Occurrence  & Claims  Made  Policies 

Discounts  for  longevity,  loss  history,  risk 
management  courses  and  board  certification 


Frontier  has  an  office  in  Houston  dedicated 
to  managing  the  Texas  medical  malpractice 
insurance  program.  This  office  provides 
support  to  our  agents  and  policyholders. 


IS  True  Incident  Reporting 

■ Optional  Coverage  for  Contractual  Liability, 
HMO  & PPO  Contracts 


■ Defendants  Reimbursement 


rror\tSer 

INSURANCE  COMPANY  OF  NEW  YORK 

11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046  • (800)  853-9502 


■ National  panel  of  defense  experts  working  in 
conjunction  with  local,  experienced,  established 
medical  malpractice  defense  firms 

■ A network  of  independent  insurance  agents 
experienced  in  medical  professional  liability 
insurance 


Contact  one  of  our  agents  for  more  information 


National  Health  Services 
Houston:  (800)  634-9513 

Madeley  & Company 
Dallas:  (800)  382-7741 

Eichlitz,  Dennis,  Wray 

& Westheimer 

San  Antonio:  (210)  223-9171 


Aberdeen  Medical 
Insurance  Services 
Houston:  (800)  622-9296 

Texas  American  Insurers 
Ft.  Worth:  (800)  856-3101 

R.O.  Williams  & Co.,  Inc. 
Beaumont:  (409)  835-5921 


PSH  Professional  Services 
San  Antonio:  (210)  609-0000 

f 

J.S.  Edwards  & Sherlock 
Beaumont:  (409)  832-7736 

Insurance  Associates 
of  Texas 

Conroe:  (409)  756-2222 


Tom  Baker  Insurance 
Agency,  Inc. 

Houston:  (713)  467-4491 

Bill  Sweet  & Company 
Horseshoe  Bay:  (800)  219-6649 

Ehrman,  Murphy  & 
Company 

Houston:  (713)  464-6291 
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AMA  House 
grapples  with  self-study 

Tensions  between  state 
and  specialty  soci- 
eties — and  between 
primary  care  and  specialty 
physicians  — fueled  the 
fight  over  restructuring 
organized  medicine  at  the 
American  Medical  Asso- 
ciation House  of  Delegates 
meeting  in  Washington, 
DC,  in  December. 

The  Texas  Delegation  to 
the  AMA  played  an  impor- 
tant role  in  making  sure 
that  the  restructuring  will 
take  place  only  after  ade- 
quate input  by  physicians  at 
all  levels  of  the  federation. 

The  Study  of  the  Feder- 
ation project  was  initiated 
because  of  declining  mem- 
bership in  the  AMA  and 
concerns  that  the  various 
components  of  organized 
medicine  are  too  often  at 
odds  on  policy  matters.  The 
430  delegates  adopted  or 
referred  for  further  study  34 
recommendations  from  the 
project  on  how  to  make  the 
federation  more  functional- 
ly effective.  In  general,  dele- 
gates agreed  that  changes  in 
the  federation  were  needed, 


but  they  asked  for  addition- 
al study  about  which,  how, 
and  when  changes  should 
be  implemented. 

At  the  heart  of  the  con- 
troversy were  recommenda- 
tions that  could  change  the 
balance  of  power  in  the 
AMA  House  by  providing 
more  seats  to  specialty  soci- 
eties at  the  expense  of  seats 
currently  held  by  state  soci- 
eties. Under  the  original 
proposal,  the  number  of 
Texas  delegates  would  have 
dropped  from  21  to  17. 

The  Texas  delegation, 
acting  on  instructions  given 
by  the  TMA  House  of  Del- 
egates during  its  interim 
meeting  in  November,  tried 
repeatedly  to  delay  consid- 
eration of  the  entire  federa- 


tion study  at  least  until  June 
1996,  but  the  consensus  of 
the  AMA  House  was  that 
some  action  was  needed 
before  then. 

Action  on  Texas  resolutions 
Although  discussion  over 
the  federation  study  was 
extensive,  the  AMA  House 
also  considered  many 
other  items  of  business. 
Two  resolutions  consid- 
ered were  based  on  action 
taken  by  the  TMA  House 
of  Delegates  in  November. 
They  dealt  with  Medicare 
health  maintenance  orga- 
nization (HMO)  responsi- 
bilities to  patients  and 
physicians.  The  essence  of 
both  resolutions  was 
adopted  in  combination 


Texan 

named  chair  of 
AMA  board 

Nancy  W. 

Dickey,  MD, 
College  Sta- 
tion, was  selected 
chair  by  the  AMA 
Board  ofTrustees  at 
its  meeting  in  Wash- 
ington, DC,  in 
December.  Dr  Dickey 
has  served  on  the 
board  since  1 989, 
when  she  became  the 
first  woman  elected 
to  the  board.  She  had 
most  recently  served 
as  vice  chair. 

P.  John  Seward, 

MD,  of  Illinois,  who 
had  been  chair  of  the 
board,  resigned  his 
position  because  of 
his  recent  selection 
as  AMA  executive 
vice  president.  He 
will  remain  a board 
member  until  formal- 
ly replacing  Executive 
Vice  President  James 
S.Todd,  MD,  in  early 
1996. 

Dr  Dickey  received 
her  medical  training 
at  The  University  of 
Texas-Houston  Med- 
ical School.  She  is 
affiliated  with  Texas 
A&M  University  as 
program  director  for 
its  Brazos  Valley  Fam- 
ily Medicine  program. 


Nancy  W.  Dickey,  MD,  Col- 
lege Station,  presents  com- 
ments from  the  AMA  Board 
ofTrustees  on  the  floor  of 
the  House  of  Delegates. 
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with  a similar  resolution 
from  another  delegation. 

The  adopted  resolution 
reaffirmed  AMA  policy  that 
all  Medicare  closed  panel 
HMOs  must  disclose  to 
Medicare  beneficiaries  in 
easily  understood  language 
that  HMO  enrollees  may 
not  be  able  to  seek  medical 
care  outside  the  HMO.  Also 
reaffirmed  was  a policy  to 
require  all  HMOs  to  clearly 
indicate  on  each  member’s 
Medicare  card  that  he  or  she 
is  an  HMO  enrollee. 

The  Texas  resolutions 
asked  the  AMA.  to  negoti- 
ate with  the  Health  Care 
Financing  Administration 
to  develop  a verification 
system  to  allow  physicians 
to  identify  Medicare  HMO 
patients  in  a convenient 
and  expeditious  manner. 
Texas  also  called  for  estab- 
lishment of  more  rigorous 
review  of  HMO  marketing 
materials  so  beneficiaries 
understand  restrictions  on 
physician  choice  and  on 
beneficiaries’  rights  to  dis- 
enroll. 

Managed  care  policy 
As  in  previous  meetings, 
delegates  focused  on  many 
issues  raised  by  the  shift 
toward  managed  care.  The 
distinction  between  option- 
al and  mandatory  point-of- 
service  features  in  health 
plans  drew  extensive  de- 
bate, but  delegates  ulti- 
mately opted  to  reaffirm 
AMA  existing  policy.  That 
policy  states  that  all  health 
plans  that  restrict  patients’ 
choice  of  physicians  be 
required  to  offer  an  option- 
al point-of-service  feature 
so  that  patients  may  self- 


refer  to  physicians  outside 
of  the  plan  at  additional 
cost  to  themselves. 

Delegates  also  asked 
AMA  to  investigate  other 
free-market  solutions  to 
patient  access  problems, 
including  a separate  add-on 
policy  for  out-of-plan  reim- 
bursement for  health  plans 
with  restricted  provider 
panels. 

Thriving, 
not  just  surviving, 
focus  of  leadership 
conference 

Learning  to  thrive,  not 
merely  survive,  in 
the  changing  med- 
ical environment  is  the 
purpose  of  the  Texas  Med- 
ical Association’s  Winter 


Leadership  Conference 
February  24  at  the  Stouf- 
fer  Renaissance  Austin 
Hotel.  Oregon  Governor 
John  Kitzhaber,  MD,  and 
Association  of  American 
Medical  Colleges  Presi- 
dent Jordan  J.  Cohen, 
MD,  have  been  invited  to 
address  the  conference. 

Dr  Kitzhaber  is  expect- 
ed to  discuss  his  experi- 
ence with  Medicaid 
reform  in  Oregon,  and  Dr 
Cohen  will  address  the 
impact  of  managed  care 
on  the  future  of  medical 
education. 

Other  featured  speakers 
include  Nancy  W.  Dickey, 
MD,  newly  elected  chair  of 
the  American  Medical  Asso- 
ciation Board  of  Trustees; 
Mike  McKinney,  MD, 
Texas  commissioner  of 


health  and  human  services; 
and  US  District  Judge  Jerry 
Buchmeyer,  JD,  of  Dallas. 

A dawn  duster  session, 
titled  “Your  Practice  — 
Buy,  Sell,  Hold,  or  Build?,’’ 
will  be  presented  by  David 
Hilgers,  JD,  managing 
attorney  with  Hilgers  & 
Watkins,  and  Walter  E. 
Bissex,  JD,  with  Winstead, 
Sechrest  & Minick.  Busi- 
ness representatives  and 
physicians  will  explore 
employers’  perspectives  on 
health  care  at  an  afternoon 
panel  session. 

Registration  is  free  for 
TMA  members  and  invit- 
ed guests,  and  $100  for 
nonmember  physicians. 
For  more  information,  call 
Texas  Medical  Association 
at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346. 


Nancy  W. 
Dickey,  MD, 
chair  of  the 
AMA  Board  of 
Trustees,  and 
Mike  McKin- 
ney, MD,  right, 
Texas  commis- 
sioner of 
health  and 
human  ser- 
vices, will 
speak  at  the 
TMA  Leader- 
ship Confer- 
ence February 
24  in  Austin. 

At  left  is  for- 
mer TMA 
President 
William  G. 
Gamel,  MD. 
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The  term  “managed  care”  has  achieved  about  the 
same  degree  of  negative  connotation  among  physi- 
cians as  “wolf”  has  among  lambs.  It  is  hard  to  find 
a physician  with  anything  positive  to  say 
about  managed  care.  The  mere  idea  of  it 
seems  to  threaten  the  autonomy,  clinical 
independence,  and  financial  security  of 
most  physicians.  Will  it  be  that  bad?  Is  the 
glorious  institution  of  American  medicine 
truly  about  to  disintegrate  into  a quagmire 
of  marginally  competent,  low-bid  practi- 
tioners; universally  dissatisfied  patients; 

Wal-Mart  style  hospitals;  and  heartless, 
third-rate,  rationed  health  care?  I don’t 
think  so,  and  I certainly  hope  not. 

Why  is  this  cruel  fate  being  thrust 
upon  us?  Are  we  the  bad  guys?  Well,  yes 
and  no.  We  have  been  participants  in  a 
system  bent  toward  excess.  The  most 
expensive  piece  of  medical  equipment  is  a 
pen  in  a doctor’s  hand.  Over  the  last  few 
decades,  we  have  demanded,  developed, 
and  overutilized  technology  and  pharma- 
cology of  space-age  sophistication  and 
cost.  We  became  addicted  to  it,  along  with 
our  demanding  and  litigious  patients. 

From  residency  on,  the  word  of  the  day  was  “cost  is  no  con- 
cern,” and  it  has  caught  up  with  us.  The  Golden  Goose  is 
about  out  of  eggs. 

As  medicine  has  become  high  tech,  our  interventions 
have  become  far  more  effective,  but  also  more  expensive. 
Our  excesses  have  become  obvious,  unaffordable,  and  unac- 
ceptable. We  no  longer  have  the  luxury  of  ignoring  costs, 
and  those  who  pay  those  costs  now  demand  that  they  be 
reduced.  We  have  been  hearing  about  this  for  some  time, 
but  we  have  not  really  had  any  incentive  to  change  our  ways 
as  long  as  our  incomes  have  remained  unscathed.  The  pay- 
ers, unimpressed  by  our  slow  and  begrudging  rate  of 
improvement,  did  a radical  thing:  They  brought  good  old 
American,  free-market  principles  to  the  sanctuary  of  medi- 
cine. How  can  we  complain  about  that? 

American  business,  having  assumed  responsibility  for  its 
employees’  health  care  during  World  War  II  in  a move  to 
work  around  wartime  wage  and  price  controls,  finally  realized 
that  a single  patient  in  a weak  moment  of  illness  could  never 
affect  any  economic  change  in  the  medical  marketplace.  The 
key  was  volume,  a business  fundamental.  Twenty  thousand 
patients,  represented  by  a single  benefits  manager,  could  get 
just  about  anything  they  requested  from  a hospital  and  physi- 
cian group.  Suddenly,  patients  were  no  longer  physicians’  cus- 
tomers, but  customers  of  employee  benefits  managers. 

What  do  these  benefits  managers  propose  to  manage  that 
we  can’t  manage  ourselves?  Primarily,  our  bad  habits  and  a 
few  marginal  practices.  There’s  nothing  fundamentally 
wrong  with  that.  More  to  the  point,  there  really  isn’t  much 


we  can  do  about  that  force,  since  it  is  capitalism  coming  to 
call  on  some  of  capitalism’s  strongest  supporters  — physi- 
cians. Ail  the  protesting,  propaganda,  and  politicking  we 
can  muster  will  not  turn  this  tide  away 
from  our  industry.  We  cannot  turn  back 
the  clock.  What  is  amazing  is  that  change 
has  taken  this  long  to  come. 

Our  health-care  system  has  a genuine 
money  problem.  The  expanding  and  aging 
population  is  a major  contributor  to  this 
financial  crisis,  but  our  profligate  pens  are 
about  the  only  factor  amenable  to  control. 
It  should  come  as  neither  a shock  nor  a per- 
sonal affront  that  we  are  in  payers’  sights. 

We  have  rejected  some  solutions  to  this 
crisis,  such  as  full-scale,  single-payer, 
socialized  medicine,  and  we  vacillate  on 
others,  such  as  medical  savings  accounts. 
Many  of  us  still  consider  ignoring  the 
problem  a viable  option.  In  my  opinion, 
there  appear  to  be  two  realistic  ways  to  deal 
with  it,  neither  of  which  is  guaranteed  to 
succeed:  either  some  form  of  federally 
imposed  and  administered  health-care  sys- 
tem or  private-sector-driven  managed  care. 
Reduced  to  those  two  choices,  I believe 
most  physicians  and  patients  would  vote  for  the  latter. 

We  are  painfully  familiar  with  the  many  downsides  and 
inconveniences  to  this  private-sector-driven  revolution,  and 
organized  medicine  has  been  vigorously  addressing  these. 
But  it  may  not  be  all  bad.  Consider  for  a moment  some  of 
the  good  that  may  come  with  all  of  this  imposed  change. 
Here  are  a few  of  my  high  hopes  for  managed  care. 

• Managed  care  seeks  to  minimize  unnecessary  and  inap- 
propriate medical  interventions.  I cringe  every  time  I hear 
of  a patient  getting  one  of  these  newly  popular  “360- 
degree  spinal  fusions.”  Clearly,  there  are  patients  for 
whom  this  is  precisely  the  correct  procedure.  But  I sus- 
pect that  93%  of  those  done  in  this  country  are  done  on 
patients  covered  by  worker’s  compensation  or  who  have 
filed  a personal  injury  claim.  Such  blank  checks  have,  in 
many  cases,  been  scandalously  filled  in  by  unscrupulous 
physicians  who  have  either  become  rich  or  have  propped 
up  marginal  practices  by  doing  questionable  procedures. 

Many  of  us  have  reviewed  charts  for  lawyers,  insur- 
ance companies,  PROs,  or  state  boards  in  which  these 
procedures  appear  to  have  been  abused,  often  at  great 
harm  or  death  to  patients.  The  circumstances  are  rarely 
so  glaring  as  to  convince  nonsurgeons  that  egregious 
wrongs  have  been  committed,  but  the  sense  is  usually 
there  — someone  should  have  stopped  this. 

We  all  know  how  difficult,  if  not  impossible,  it  is  to 
rein  in  a colleague  through  peer  review.  We  are  also 
offended  that  managed  care  organizations  have  authority 


Commentary: 
High  hopes 

FOR  MANAGED  CARE 
By 

George  L. 
Bohmfalk,  MD 
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to  deselect  physicians.  My  high  hope  is  that  managed  care 
organizations  will  use  that  power  to  curtail  the  practices 
of  those  who  abuse  the  health-care  dollar  without  penal- 
izing good  physicians  who  use  more  resources  justifiably. 
We  may  complain  that  “outsiders”  shouldn’t  have  sway 
over  our  practices,  but  there  doesn’t  appear  to  be  any 
other  effective  means  to  deal  with  our  bad  apples. 

• Beyond  cost,  there  is  the  issue  of  harm.  Managed  care 
has  adopted  the  dictum  of  modern  architect  Mies  van 
der  Rohe  that  “less  is  more,”  and  there  are  studies  to 
support  that  claim.  Shortened  hospital  stays  are  associat- 
ed with  fewer  complications  — hospitals  are  dangerous 
places  to  be,  especially  if  you’re  sick! 

Nearly  everything  we  do  as  physicians  entails  some 
risk,  including  false-positive  test  results.  To  test  more,  to 
do  more,  to  operate  more,  all  add  risk  and  potential 
harm.  Many  things  we  do  are  based  on  hunches,  without 
solid  scientific  or  even  experiential  proof  of  benefit. 
Managed  care  will  force  us  to  think  before  doing  more, 
primarily  because  of  costs.  My  high  hope  is  that  as  we 
begin  to  temper  our  diagnostic  and  therapeutic  enthusi- 
asm under  managed  care,  we  will  notice  fewer  complica- 
tions, drug  reactions,  and  false-positive  results  leading  to 
iatrogenic  harm,  as  well  as  other  by-products  of  doing 
too  much  that  were  more  prevalent  before  managed  care. 

• Many  physicians  believe  managed  care  forces  them  to 
withhold  testing  or  treatment  from  patients,  and  that 
they  become  the  insurer’s  advocate  instead  of  the 
patient’s.  Such  physicians  assert  that  managed  care  pays 
them  more  for  doing  less  and  that  this  is  unethical,  there- 
by indicating  managed  care  is  an  immoral  system. 

Beyond  the  consideration  that  doing  less  may  actually 
be  better  for  patients,  one  may  argue  that  fee-for-service 
medicine  actually  involves  a more  suspect  arrangement; 
our  financial  success  depends  upon  our  doing  more,  and  we 
have  been  totalitarians  in  deciding  what  will  be  done.  Is  it 
any  surprise  that  when  presented  with  a situation  in  which 
a treatment  may  or  may  not  help,  a decision  patients  have 
typically  abdicated  to  their  trusted  physician,  that  the  deci- 
sion has  usually  been  to  treat?  Are  we  really  being  ethical? 

It  is  much  easier  to  do  something  of  questionable 
benefit  when  we  stand  to  profit  than  it  is  to  deny  our 
patients  something  we  honestly  believe  they  need.  I have 
faith  in  the  altruism  that  moved  most  of  us  into  medi- 
cine, but  I recognize  that  altruism  is  not  immune  to 
venality.  My  high  hope  is  that  managed  care  will  be  pro- 
vided by  caring,  concerned,  financially  secure  physicians 
who  are  freed  of  a conscious  incentive  to  do  more  in 
order  to  make  more. 

• Managed  care  involves  a primary  care  physician  (PCP) 
whose  job  is  to  manage,  or  “gatekeep,”  patients’  care. 
This  arrangement  ideally  gets  the  appropriate  patient  to 
the  appropriate  place  at  the  appropriate  time  and  avoids 
inappropriate  and  expensive  emergency  room  and  spe- 
cialist visits.  Ideally,  PCPs  will  develop  the  familiarity 


with  their  patients  we  have  envied  in  the  family  doctor 
of  prior  generations,  and  this  familiarity  and  comfort 
should  enhance  their  ability  to  detect  problems  earlier 
and  treat  them  more  efficiently  and  effectively.  In  capi- 
tated systems,  PCPs,  clinical  nurse  practitioners, 
optometrists,  and  others  collaborate  as  allies  rather  than 
as  vigorous  competitors  for  patients  and  turf,  as  is  the 
case  in  our  present  paranoid  atmosphere. 

Preventive  medicine  may  replace  llth-hour  heroics 
when  it  is  in  the  physician’s  financial  interest  to  keep 
patients  healthy.  Suddenly,  there  is  a powerful  incentive 
to  get  patients  to  exercise,  stop  smoking,  lose  weight, 
control  blood  pressure  — and  many  other  homilies  we 
have  unenthusiastically  preached  over  the  years.  My  high 
hope  is  that  managed  care  will  bring  a salutary  order  to 
the  present  chaos  of  health-care  delivery. 

• Then  there  is  the  “hassle  factor.”  God  willing,  what  we 
are  suffering  will  prove  to  be  merely  a transition  pain 
from  the  old  nonsystem  to  a real,  efficient  health-care 
system.  Ideally,  in  time,  physicians  will  be  principals  in 
health  systems  rather  than  pawns.  Our  track  records  will 
indicate  which  of  us  can  be  trusted  to  spend  capitated 
dollars  responsibly  and  which  of  us  require  microscopic 
scrutiny.  We  will  earn  the  right  to  practice  hassle-free  as 
we  demonstrate  that  we  can.  As  long  as  our  lengths  of 
stay  and  costs  of  care  remain  within  appropriate  ranges, 
we  should  be  left  alone.  To  the  outlier  will  go  the  hassles. 
My  high  hope  is  that,  in  mature  managed  care  systems, 
precertifications  and  endless  1-800  telephone  calls  will 
become  the  domain  of  the  marginal  provider,  who  is  the 
only  one  who  should  have  to  argue  a case. 

American  business  is  demanding  major  change  in  our 
health-care  system,  and  it  is  futile  to  resist.  There  are  many 
admirable  aspects  to  American  medicine,  but  many  changes  are 
long  overdue.  Most  of  us  enjoy  the  nostalgia  of  a ride  in  a 
horse-drawn  carriage,  a steam-powered  riverboat,  or  any  kind 
of  train.  But  few  would  trade  the  convenience  and  efficiencies 
of  jets  and  freeways  for  those  pleasures.  We  have  had  little  sym- 
pathy for  those  who  could  not  adapt  to  change  as  it  touched 
those  industries,  and  the  public  now  has  little  sympathy  for  us 
as  we  are  challenged  by  our  own  industrial  revolution. 

This  is  not  an  ideal  world,  and  perhaps  none  of  my  high 
hopes  for  managed  care  will  come  true.  But  there  are  prob- 
lems with  how  we  practice  now,  and  those  who  pay  are  refus- 
ing to  accept  the  status  quo.  Change  presents  danger  and 
opportunity,  and  it  is  normal  to  fear  and  resist  it,  as  riverboat 
pilots  and  buggy-whip  manufacturers  once  did.  The  unpleas- 
ant chaos  of  change  must  not  be  confused  with  the  ordered 
calm  that  should  follow.  We  should  devote  less  of  our  energy 
and  intellect  to  the  dangers  we  fear  in  managed  care,  and 
embrace  this  opportunity  for  making  things  better. 


GEORGE  L.  Bohmfalk,  MD,  is  a Texarkana  neurosurgeon. 
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By  Teri  Lee  Jones 

Family  practice 

Back  to  the  basics 


Before  World  War  II,  most  physicians 

were  generalists,  incorporating  surgery,  medi- 
cine, and  obstetrics  into  their  practices.  But  as 
specialization  grew,  and  as  medicine  became  increasingly 
high-tech-procedure  oriented,  the  number  of  family 
practitioners  plummeted  and  their  status  in  medicine 
suffered.  Now,  25  years  after  becoming  a board-certified 
specialty,  family  practice  stock  is  on  the  rise.  More  and 
more  medical  students  are  choosing  family  practice,  in  a 
change  prodded  in  part  by  managed  care  and  by  medi- 
cine’s renewed  focus  on  preventive  medicine,  as  well  as 
other  influences. 

Number  of  family  practice  physicians  in  Texas:  4,860. 
Number  in  the  nation:  67,000 

Number  of  family  practice  residency  programs  in  Texas:  3 1 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  50.7%  of  physicians  who  had  described  family  or 
general  practice  as  their  primary  specialty  between  1981 
and  1994. 

Texas  average  salary:  $120,000 

Key  concerns:  Training  an  adequate  number  of  qualified 
family  physicians  to  meet  the  needs  of  managed  care  and 
underserved  areas;  retraining  other  specialists  who  would 
like  to  become  family  practitioners;  maintaining  a collegial 


relationship  with  other  specialists  during  this  time  of 
upheaval  in  medicine. 

What  family  practitioners  usually  like  about  their  work: 

Being  in  frontline  medicine;  the  specialty’s  variety;  devel- 
oping close,  personal  relationships  with  their  patients; 
taking  care  of  whole  lamilies;  rising  reimbursement  lev- 
els; medical  students’  growing  interest  in  the  specialty. 

Family  practice  physicians  have  to:  Enjoy  problem  solv- 
ing; be  experts  in  evaluating  and  managing  a wide  range 
ol  common  health  problems;  have  good  organizational 
skills  for  managing  an  increasingly  complex  practice 
environment;  be  able  to  deal  with  the  downside  of  hav- 
ing close  relationships  with  their  patients,  such  as 
demanding,  dependent,  or  terminally  ill  patients. 

Personality  traits:  People-oriented;  gregarious  — or  at 
least  not  introverted;  understanding;  compassionate; 
moderately  compulsive. 

Family  practitioners’  pet  peeves:  Not  being  considered 
specialists;  being  called  general  practitioners,  or,  derisive- 
ly, LMDs  (local  medical  doctors). 


Sources:  Texas  State  Board  of  Medical  Examiners,  Texas  Academy  of 
Family  Physicians,  American  Academy  of  Family  Physicians,  American 
Board  of  Medical  Specialties. 


1947 

American  Academy  of  General 
Practice  formed;  renamed 
American  Academy  of  Family 
Physicians  in  1 97 1 . Membership 
totaled  82,000  in  I99S. 


1948 

Texas  Academy  of  General  Prac- 
tice formed;  renamed  Texas 
Academy  of  Family  Physicians  in 
1971.  Membership  totaled  5, 1 00 
in  1995. 


1957 

American  Medical  Association 
creates  a committee  to  define 
general  practice  in  specialty 
terms. 


1969 

American  Board  of  Family  Prac- 
tice approved  as  20th  specialty 
board.  In  1 995,  there  were 
43,566  physicians  board  certified 
in  family  practice. 
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New  committee  gives 
international  medical 
students  a voice 

Texas  physicians  who 
are  graduates  of 
medical  schools 
outside  the  United  States 
and  Canada  can  now  turn 
to  the  TMA  Committee 
on  In-ternational  Medical 
Graduate  Issues  to  identify 
legislative,  socioeconomic, 
and  other  factors  affecting 
training,  licensure,  and 
practice  opportunities  for 
international  medical 
graduates  (IMGs). 

The  committee  was  cre- 
ated by  the  TMA  House  of 
Delegates  in  May  1995. 
During  their  first  meeting 
in  November,  committee 
members  identified  several 
issues  for  study,  including 
physician  deselection  from 
managed  care  programs, 
referral  patterns,  physician 
workforce  issues,  and  Texas 
licensure  requirements. 


Citizens  of  other  coun- 
tries and  US  citizens  who 
attend  medical  school  in 
other  countries  are  re- 
quired to  complete  3 years 
of  graduate  medical  train- 
ing in  a US  or  Canadian 
residency  program  before 
they  can  be  eligible  for 
licensure  in  Texas.  US 
medical  graduates  must 
complete  1 year  of  gradu- 
ate training.  Texas  is  one 
of  27  states  with  the  3-year 
requirement. 

The  committee  will  be 
holding  an  open  forum  at 
annual  session  in  May 
1996  in  San  Antonio,  dur- 
ing which  TMA  members 
who  are  IMGs  can  voice 
their  concerns.  The  com- 
mittee reports  directly  to 
the  TMA  Board  of 
Trustees.  For  more  infor- 
mation about  the  commit- 
tee, physicians  may  call 
Amy  Bruno  at  (800)  880- 
1300,  ext  1430,  or  (512) 
370-1430. 


‘Casualty  list’  of  legislative 
dropouts  grows 

Since  Texas  Medicine 
reported  in  Decem- 
ber 1995  on  the  large 
number  of  US  senators 
and  congressmen  deciding 
to  retire  from  public 
office,  the  so-called  “casu- 
alty list”  has  been  growing 
at  a rapid  clip  (see  “Elec- 
tion Scramble,”  December 
1995,  pp  12-15).  And  the 
Texas  congressional  dele- 
gation has  been  hit  as  hard 
as  any. 

When  US  Rep  Kika  de 
la  Garza  announced  in 
mid-December  that  he 
was  retiring  from  the 
House,  it  brought  to  seven 
the  number  of  Texas  con- 
gressmen who  will  not 
seek  reelection  in  1996. 

Five  of  those  are  retir- 
ing from  public  office,  and 
two  are  seeking  the  Demo- 
cratic nomination  to  chal- 
lenge Republican  US  Sen 
Phil  Gramm,  who  is  run- 
ning both  for  reelection  to 
his  Senate  seat  and  for 
president. 

I hose  who  are  retiring 
include  de  la  Garza  and 
Reps  Charles  Wilson  (D- 
Lufkin),  Ron  Coleman 
(D-El  Paso),  Jack  Fields 
(R-Humble),  and  Pete 
Geren  (D-Fort  Worth). 
Representatives  Jim  Chap- 
man (D-Sulphur  Springs) 
and  John  Bryant  (D-Dal- 
las)  have  jumped  into  the 
Senate  race. 

“Our  overarching  con- 
cern is  the  loss  of  seniority 
in  the  US  House  and, 
therefore,  the  loss  of  influ- 
ence on  regional  issues,” 
said  Kim  Ross,  the  Texas 


Medical  Association’s  direc- 
tor of  public  affairs. 

Mr  Ross  says  the  retire- 
ments probably  won’t 
result  in  a large  partisan 
shift  in  the  Texas  congres- 
sional delegation.  Most  of 
the  districts  affected  are 
solidly  Democratic  or 
Republican,  although  he 
characterizes  the  Chap- 
man, Geren,  and  Bryant 
seats  as  “on  the  bubble.” 

Where  the  impact  will 
be  felt  is  in  the  “down  bal- 
lot” races,  as  state  legisla- 
tors and  county  and  city 
officials  jockey  to  move  up 
to  higher  office.  Several 
state  legislators  already 
have  announced  inten- 
tions to  run  for  open  con- 
gressional seats,  and  more 
may  jump  in.  That  will 
create  higher  than  expect- 
ed turnover  in  the  Texas 
House  and  Senate,  Mr 
Ross  says. 

“Clearly,  we  re  going  to 
see  a domino  effect,”  Mr 
Ross  said. 

“Our 

overarching 
concern  is 
the  loss  of 
seniority  in 
the  US 
House  and, 
therefore, 
the  loss  of 
influence  on 
regional 
issues.” 


Vijay  N.  Koli,  MD,  a member  of  the  Committee  on  International  Medical 
Graduate  Issues,  considers  a motion  during  the  TMA  House  of  Delegates 
meeting  in  May  1995. 
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By  Larry  BeSaw 

The  American  Medical 
Association  says  physi- 
cian incomes  dropped  for 
the  first  time  in  1 994. 

The  salary  survey  shows 
median  physician 
incomes  declined  3.8%, 
from  $156,000  in  1993  to 
$150,000  in  1994.  AMA 
says  increased  pressures 
from  managed  care  and 
demands  for  premium 
concessions  could  cause 
further  income  decreas- 
es. AMA  also  reports 
that  the  prices  of  physi- 
cian services,  as  mea- 
sured by  the  Consumer 
Price  Index,  increased 
4.5%  between  October 
1994  and  October  1995. 

Columbia/HCA  Health- 
care Corp  has  announced 
plans  to  open  a $58  mil- 
lion 96-bed,  full-service, 
acute-care  community 
hospital  and  medical 
office  complex  in  Irving 
in  mid- 1 997.  The  Dallas 
Morning  News  reports 
that  Columbia  began 
planning  the  facility  after 
losing  out  to  the  Baylor 
Health  Care  System  in 
its  attempt  to  align  with 
Irving  Healthcare  Sys- 
tems. Columbia  has  also 
announced  an  agreement 


in  principle  to  acquire 
three  Houston  area  hos- 
pitals.They  are  Kingwood 
Plaza  Hospital,  Doctor’s 
Hospital-Airline,  and 
Doctor’s  Hospital-East 
Loop.  All  three  are  cur- 
rently owned  by  local 
investors  in  partnership 
with  physicians. 

GeneLink,  Inc,  a New  Jer- 
sey-headquartered cor- 
poration whose  sales  and 
marketing  arm  is  based 
in  Dallas,  has  established 
the  world’s  first  Family- 
Centered  DNA  Bank  at 
the  University  of  North 
Texas  Health  Science 
Center  in  Fort  Worth  to 
preserve  families’  med- 
ical histories.  DNA  speci- 
mens can  be  collected 
before  or  at  patients’ 
deaths  and  stored  in  the 
bank.  Physicians  or  family 
members  can  use  the 
specimens  as  a reference 
point  to  confirm  whether 
a specific  or  defective 
mutated  gene  that  has 
been  linked  to  a particu- 
lar disease  or  medical 
condition  within  the  fam- 
ily is  inherited. 

Kerrville’s  Sid  Peterson 
Memorial  Hospital  and 
physicians  who  practice 
there  have  formed  a 


physician  hospital  organi- 
zation (PHO).  Hospital 
officials  say  the  PHO  was 
formed  to  prepare  for 
the  expected  conversion 
of  Medicaid  to  managed 
care. 

At  The  University  of 
Texas  Southwestern 
Medical  School  in  Dallas, 
revenue  from  licensed 
patents  and  technologies 
increased  almost  20% 
during  the  1995  fiscal 
year.  UT  Southwestern 
earned  $3.2  million  dur- 
ing the  year.  It  ranks 
first  in  the  state  in  that 
category.  Second  and 
third  are  The  University 
of  Texas  M.D.  Anderson 
Cancer  Center  and  Texas 
A&M  University. 

HealthTexas  magazine 
reports  that  Baptist 
Healthcare  System  in 
Beaumont  and  Tenet 
Healthcare  Corp,  of 
Santa  Monica,  Calif,  have 
formed  Five  Star  Health 
Network  for  managed 
care  contracting  in 
Southeast  Texas.  Baptist 
operates  acute-care  hos- 
pitals in  Beaumont, 
Orange,  and  Liberty,  as 
well  as  several  clinics  in 
Southeast  Texas,  while 
Tenet  owns  acute-care 


hospitals  in  Port  Arthur 
and  Nederland. 

The  Texas  Hospital  Asso- 
ciation magazine  also 
says  Sierra  Medical  Cen- 
ter and  Tenet  Healthcare 
Corp  in  El  Paso  have 
finalized  the  purchase  of 
Providence  Memorial 
Hospital,  and  that  the 
Texas  Department  of 
Insurance  has  issued  a 
certificate  of  authority  to 
HMO  Blue,  West  Texas. 

St  Mary  of  the  Plains 
Hospital  and  University 
Medical  Center  in  Lub- 
bock; St  Anthonys  Hospi- 
tal in  Amarillo;  and  Blue 
Cross  and  Blue  Shield  of 
Texas,  Inc,  formed  the 
limited  liability  company. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub' 
mit  items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  401  W 
15th  St,  Austin, TX  78701;  fax 
(512)  370-1632;  e-mail  larry_b@ 
texmed.org. 
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UT  Houston  involved 
in  stroke  study 

The  University  of 

Texas-Houston  Med- 
ical School  was  one 
of  eight  medical  centers  in 
the  country  involved  in  a 
clinical  study  that  shows  a 
popular  heart  attack  drug, 
tissue  plasminogen  activa- 
tor (t-PA),  can  prove  bene- 
ficial for  more  than  80%  of 
all  stroke  victims  if  started 
within  3 hours  ol  the  onset 
of  symptoms.  The  results  of 
the  study  were  announced 
by  the  National  Institutes 
of  Health  and  published  in 
the  The  New  England  Jour- 
nal of  Medicine  in  Decem- 
ber 1995. 

More  than  600  stroke 
patients  in  the  study 
received  t-PA  or  a placebo 
in  hospital  emergency 
rooms  within  3 hours  of 
their  first  symptom.  Half 
of  them  were  treated  with- 
in 90  minutes. 

James  Grotta,  MD, 
UT-Houston  professor  of 
neurology,  was  the  princi- 
pal investigator  at  the 
study’s  Houston  site.  “This 
trial  definitely  proves  that 
stroke  is  now  a medical 
emergency  requiring  a 
major  reorganization  of 
the  way  we  recognize, 
transport,  and  treat  stroke 
patients,”  Dr  Grotta  said. 
“This  study  emphasizes 
the  extreme  importance  of 
recognizing  signs  of  stoke 
early  for  members  of  the 
public  as  well  as  all  medical 
personnel  likely  to  see 
stroke  patients  first,  from 
emergency  medical  techni- 
cians to  family  practition- 
ers and  neurologists.” 


Dr  Grotta  says  the 
results  of  the  proper  and 
timely  use  of  t-PA  were 
positive  anci  were  defined 
as  improvement  in  neuro- 
logical outcome  measured 
by  four  different  scales. 
But,  he  added,  “the  devel- 
opment of  brain  tissue 
damage  from  stroke  is  a 
function  of  time”  and  the 
drug  “can  be  dangerous  if 
given  too  late  or  to 
patients  who  are  not  care- 
fully selected.”  Because  t- 
PA  is  a clot  buster,  it  will 
aggravate  bleeding;  thus, 
patients  must  be  screened 
by  a CT  scan  as  soon  as 
possible  to  determine  the 
type  of  stroke. 

“The  primary  result  of 
the  study  was  that  the 
number  of  patients  left 
with  no  disability  3 
months  after  their  first 
stroke  increased  from  38% 
with  placebo  to  50%  with 
t-PA,”  Dr  Grotta  said. 

“Stroke 
is  now  a 
medical 
emergency 
requiring 
a major  reor- 
ganization 
of  the  way 
we  recognize, 
transport, 
and  treat 
stroke 
patients.” 


Emphysema  sufferers 
may  breathe  easier 

Physicians  at  Baylor 
College  of  Medicine 
in  Houston  are  try- 
ing to  determine  which 
emphysema  patients  are 
the  best  candidates  for  an 
improved  type  of  volume 
reduction  surgery. 

With  a $200,000  grant 
from  the  US  Surgical  Cor- 
poration, Baylor  physicians 
are  analyzing  information 
on  200  patients  who  have 
undergone  volume  reduc- 
tion surgery  at  Baylor  dur- 
ing the  past  2 years.  Most 
of  these  patients  came  out 
of  the  surgery  being  able 
to  walk,  eat,  and  sleep 
without  becoming  short- 
winded.  The  ideal  candi- 
dates for  volume  reduction 
surgery  have  tissue  damage 
limited  to  the  surface  or 
tip  of  the  lungs  and  are 
free  of  heart  problems, 
cancer,  and  other  major 
illnesses. 

Researchers  fighting 
the  face  of  AIDS 

ndividuals  infected  with 
skin  diseases  associated 
with  human  immunode- 
ficiency virus  and  AIDS  will 
soon  look  to  researchers  at 
The  University  of  Texas 
Southwestern  Medical  Cen- 
ter at  Dallas  for  treatments 
to  relieve  these  outward 
signs  of  the  virus. 

UT  Southwestern  re- 
searchers have  received  a 
federal  grant  to  evaluate 
new  or  innovative  treat- 
ments for  skin  diseases 
that  afflict  HIV-infected 


patients,  such  as  seborrhe- 
ic dermatitis,  psoriasis, 
eosinophilic  folliculitis, 
disseminated  molluscum 
contagiosum,  and  scabies. 
These  skin  diseases  also 
occur  in  non-HIV  infect- 
ed patients  but  are  more 
severe  and  harder  to  treat 
in  HIV-positive  patients. 

The  $833,000  grant 
from  the  National  Institutes 
of  Health  will  fund  a 3-year 
study  of  300  patients, 
including  asymptomatic 
HIV-infected  individuals, 
by  researchers  in  UT  South- 
western’s departments  of 
dermatology,  internal  medi- 
cine, microbiology,  pathol- 
ogy, and  pediatrics. 

Survey  says  antibiotics 
are  widely  misused 

More  than  half  of 
American  adults 
who  have  taken 
antibiotics  do  not  take  all 
doses  of  their  medicine  as 
prescribed,  according  to  a 
Gallup  survey  released  in 
October  by  the  American 
Lung  Association.  Though 
a majority  are  informed  by 
physicians  about  the  need 
to  complete  therapy,  many 
patients  simply  stop  taking 
their  antibiotics  because  of 
inconvenience,  forgetful- 
ness, or  improvement  in 
their  conditions. 

“The  survey  shows  that 
people  are  failing  to  take 
their  antibiotics  as  pre- 
scribed, contributing  to 
the  development  of  harder 
to  treat  infections,”  said 
Michael  S.  Niederman, 
MD,  of  the  American 
Lung  Association. 
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About  75%  of  Ameri- 
cans surveyed  reported  that 
their  doctors  explained  the 
importance  of  finishing  the 
prescription,  and  9 out  of 
10  physicians  said  they  do 
so.  But  75%  of  Americans 
surveyed  also  said  they  quit 
taking  their  antibiotics 
because  of  inconvenience, 
while  nearly  67%  said  they 
forget  to  take  their  antibi- 
otics. More  than  half  of  the 
respondents  admitted  not 
finishing  their  last  antibiot- 
ic prescription  for  a respira- 
tory infection  because  they 
started  feeling  better.  Six 
out  of  1 0 adults  mistakenly 
believe  antibiotics  are  effec- 
tive against  viral  infections, 
according  to  the  survey. 

To  obtain  a copy  of  the 
American  Lung  Associa- 
tion’s patient  education 
brochure,  Winter  Wellness: 
A Common  Sense  Guide  to 
Antibiotics,  call  (800)  454- 
3144. 


“People 
are  failing 
to  take  their 
antibiotics  as 
prescribed, 
contributing 
to  the 

development 
of  harder 
to  treat 
infections.” 


50  Years  Ago 


in  Texas  Medicine  - February  1946 

Maternal  overprotection  in  young  children 
By  Cse  Touzel,  MD 
Fort  Worth,  Tex 

The  great  majority  of  patients  normally  seen  in  a 
pediatrician’s  office  are  over  cared  for.  That  is  probably  more  true 
of  the  children  seen  by  a pediatrician  than  those  seen  by  physi- 
cians doing  general  practice.  Both  of  the  above  statements  are 
perhaps  open  to  some  argument,  but  I think  no  one  will  deny 
that  children  are  now  more  supervised,  more  managed,  from  the  cradle,  and 
before,  and  that  the  state  of  maturity  is  being  pushed  farther  and  farther  up  the 
chronological  scale  every  day.  . . . 

Back  of  these  components,  of  course,  is  a mother  without  enough  outside 
interests.  She  indicts  herself  when  she  asks,  is  it  true  that  when  the  child  goes 
to  school  a lot  of  problems  will  vanish?  This  situation  comes  up  much  more 
often  with  first  children  or  with  only  children,  but  that  is  only  part  of  it.  From 
every  side  mothers  are  being  bombarded  by  groups  interested  in  child  care,  by 
PTA’s,  by  women’s  clubs,  by  churches,  by  schools,  by  government,  and  I am 
afraid  by  pediatricians.  Very  often  a mother  confused  by  a lot  of  conflicting 
information  appeals  to  pediatricians  who  are  more  impatient  than  sympathet- 
ic. They  are  usually  too  busy  giving  specific  instructions  about  some  minor  ail- 
ment to  attend  to  the  broader  and  much  more  complex  job  of  rearing  a child. 
If  they  weren’t  too  busy  I wonder  if  pediatricians  are  capable  of  helping?  . . . 

The  obstetrician,  the  pediatrician,  and  the  general  practitioner  have  the 
opportunity  to  lay  a groundwork  of  confidence  and  a feeling  of  security  in  such 
mothers  if  they  will  recognize  the  situation  early  and  try  to  get  the  mothers  to 
see  things  in  proper  perspective.  Later  on,  the  prescribing  of  nursery  schools, 
summer  camps,  boy  scouts,  and  so  on  is  an  admission  of  failure  all  around.  The 
mother  rarely  admits  that  nursery  school  is  good  for  her  child  because  it  takes 
the  child  away  from  a bad  influence  at  home. 

If  one  of  these  mothers  can  be  made  to  see  that  it  doesn’t  make  much  dif- 
ference if  her  child  takes  only  half  an  ounce  of  orange  juice  instead  of  one 
ounce,  her  child  gets  his  first  tooth  at  eight  months  instead  of  at  six  months  as 
her  “baby  book”  indicated  he  should,  or  if  he  takes  only  five  ounces  at  a feed- 
ing when  Mrs.  Jones’s  baby  the  same  size  and  age  takes  seven  ounces  — I say, 
if  she  can  be  made  to  see  that  such  things  are  inconsequential,  she  will  have 
come  quite  a long  way. 

( Texas  State  Journal  of  Medicine.  1946;4l  [10]  :524) 
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“lie  ’re 
influencing 
managed  care 
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physicians 
to  the  table.  ” 


past  year,  TMA 
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project. 
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regulatory  issues. 
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Religious  crusade 

School  health  is  at  center  of  battle  for  control  of  states  education  system 

By  Ken  Ortolon,  Associate  editor 


All  articles  in  Texas  Medicine  that  mention 
Texas  Medical  Associations  stance  on  state 
legislation  are  defined  as  "legislative  adver- 
tising, ” according  to  Texas  Govt  Code  Ann 
§305.027.  That  law  requires  disclosure  of 
the  name  and  address  of  the  person  who  con- 
tracts with  the  printer  to  publish  the  legisla- 
tive advertisitig  in  Texas  Medicine:  Robert 
G.  Mickey,  Executive  Vice  President,  TMA, 
401  W 15th  St,  Austin,  TX  78701. 


When  state  Education  Commissioner  Mike 

Moses  announced  in  November  that  he 
was  turning  down  a $1.5  million  federal 
grant  to  train  Texas  educators  in  how  to 
teach  schoolchildren  about  the  human  immunodeficiency 
virus  and  AIDS,  physicians  immediately  spoke  out. 


The  Texas  Medical  Association  joined  an  unlikely  coalition 
of  activists,  lawmakers,  other  health  professionals,  educators, 
mainstream  religious  leaders,  and  others  at  a news  conference 
in  front  of  the  Texas  Education  Agency  offices  to  ask  Mr 
Moses  and  the  State  Board  of  Education  (SBOE)  to  reconsider 
the  matter.  Physicians  argue  that  at  a time  when  AIDS  is 
spreading  rapidly  from  high-risk  populations  to  lower  risk 
groups  such  as  preteens  and  adolescents,  it  is  important  that 
children  know  how  this  always  fatal  disease  is  transmitted. 

Critics  of  Mr  Moses'  decision  say  it  demonstrates  the 
increasing  influence  extremist  members  of  the  “religious 
right”  and  other  conservative  organizations  are  gaining  over 
public  education  policy  in  Texas.  Those  critics  contend  that 
numerous  organizations 
that  make  up  the  religious 
right  are  out  to  take  over 
the  SBOE  and  ultimately 
control  school  health  edu- 
cation content.  Physicians 
share  that  concern,  and 
TMA  has  joined  the  fight 
to  ensure  that  health  edu- 
cation curricula  and  text- 
books reflect  clinical  and 
scientific  realities. 


Physicians  into  the  fray 

TMA  is  no  stranger  to  health  educa- 
tion politics  in  Texas.  Recent  incur- 
sions by  nonsecular  groups  into  public 
health  matters  have  increasingly  pro- 
voked organized  medicine  to  respond 
in  public  forums.  The  association’s 
advice  has  been  sought  routinely  by 
legislators,  educators,  and  public  offi- 
cials on  a wide  array  of  public  policies,  ranging  from  AIDS 
education  to  school  health  services.  Last  year,  the  Dallas 
County  Medical  Society  publicly  challenged  the  Dallas! 
County  Commissioners  Court  when  a block  of  conserva-; 
tive  commissioners  revoked  the  county  health  department’s; 
needle  exchange  program. 

But  it  was  not  until  1993  that  Texas  physicians  recog- 
nized just  how  much  influence  Christian  fundamentalists 
were  gaining  over  the  Texas  Education  Agency  (TEA)  and 
the  education  board.  In  the  fall  of  that  year,  members  of 
religious  right  organizations  proposed  nearly  1,000  revi- 
sions to  five  health  textbooks  that  were  being  considered  for 
use  in  Texas  public  schools. 
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People  for  the  American  Way,  a 
national  civil  rights  advocacy  group, 
■criticized  the  proposed  revisions  for 
i removing  important  information  on 
sexuality  education,  including  refer- 
ences to  contraception  and  AIDS. 
Gayle  Harris,  director  of  TMA’s  public 
health  department,  notes  that  other 
proposed  revisions  would  have  deleted 
sections  intended  to  show  students  how 
to  do  self-examinations  to  detect  early 
signs  of  breast  or  testicular  cancer. 

The  scope  of  the  proposed  revisions 
was  so  far-reaching  that  one  major 
publisher  withdrew  its  textbook  from 
consideration,  not  a small  step  when 
considering  that  Texas  dominates  the 
national  school  textbook  market  and 
that  books  adopted  here  are  used 
iwidely  throughout  the  nation. 

Physicians  testified  at  the  textbook 
hearings  against  the  revisions  proposed 
by  the  religious  right,  and  helped 
research  and  draft  counterproposals 
based  on  sound  scientific  information. 
Ultimately,  most  of  the  fundamentalist 
revisions  were  defeated  despite  strong 
vocal  support  from  numerous  board 
members. 

In  addition  to  the  battles  over  text- 
books and  the  AIDS  grant,  funda- 
mentalists have  used  their  growing 
influence  over  the  education  board 
and  TEA  to  block  another  grant  that 
would  have  provided  funding  for 
school  vision  and  hearing  screenings. 

TMA  Public  Affairs  Director  Kim 
Ross  says  the  textbook  revisions  drew 
physicians  “reluctantly”  into  the  fight 
against  the  positions  taken  by  reli- 
gious right  groups. 

“Physicians  recognize  the  funda- 


mentalists’ morality,  their  religious 
beliefs  and  values,  and  their  fear  that 
somehow  that  will  be  taken  from  their 
children  in  school,  he  said.  “But  that’s 
not  what  this  is  all  about.  This  isn’t  a 
civil  matter.  It’s  a public  health  matter 
that  is  unnecessarily  putting  school 
children  at  serious  risk.  So  physicians 
have  been  reluctantly  drawn  into  a 
debate  in  the  gray  area  of  social  behav- 
ior and  how  it  affects  public  health.” 

Despite  that  reluctance,  physicians 
who  have  been  involved  in  school 
health  issues  say  the  fundamentalists’ 
goals  could  have  dire  consequences  for 
the  health  of  Texas  children. 

“Looking  at  it  from  a micro-perspec- 
tive, the  single  fastest  growing  AIDS 
population  in  America  today  is  late  ado- 
lescents and  young  adults,  and  they’re 
not  getting  it  when  they’re  young 
adults,”  said  pediatrician  Stephen  Bar- 
nett, MD,  of  Galveston,  chair  of  TMA’s 
Committee  on  Child  and  Adolescent 
Health.  “They’re  getting  infected  when 
they’re  kids  in  school. 

Dr  Barnett  says  morbidity  and 
mortality  resulting  from  sexually 
transmitted  diseases,  complications 
from  tubal  pregnancies,  and  other 
related  conditions  are  staggering. 

“We’re  talking  about  big-time 
killers,  and  the  only  way  we’re  going 
to  make  a dent  in  this  is  to  start  with 
comprehensive  sexuality  and  repro- 
ductive education  early.  We’ve  got  to 
get  across  the  message  of  abstinence 
and  explain  what  sexuality  is  in  terms 
of  emotional  development  and  rela- 
tionships,” he  said.  “Then,  when  kids 
do  become  sexually  active  — and  they 
will  — we  must  provide  them  with 


the  reproductive  services  they  need  to 
protect  themselves.  And  telling  them 
to  go  down  to  the  drug  store  and  buy 
a pack  of  rubbers  won’t  do  it.” 

While  sex  education  has  been  the 
“hot  button”  issue,  it  is  not  the  only 
area  of  health  education  that  has  come 
under  attack  by  the  religious  right. 
Cecile  Richards,  executive  director  of 
Texas  Freedom  Alliance,  says  the  fun- 
damentalists also  are  opposed  “lock, 
stock,  and  barrel”  to  school-based 
health  services  for  children,  including 
immunization  programs.  And,  she 
adds,  they’ve  effectively  used  their 
opposition  to  sexuality  education  to 
completely  eliminate  accurate,  up-to- 
date  health  textbooks  from  use  in 
some  areas  of  the  state. 

Austin  pediatrician  Clift  Price, 
MD,  legislative  director  for  the  Texas 
Pediatric  Society,  says  religious  right 
opposition  nearly  scuttled  plans  for 
two  school-based  health  clinics  in 
Austin.  Critics  focused  on  concerns 
that  the  clinics  might  perform  abor- 
tions, Dr  Price  says.  “What  we  were 
talking  about  were  elementary 
schools,  up  to  grades  4 or  5,”  he  said. 

Although  the  clinics  were  approved 
by  the  local  school  board,  the  board 
directed  that  only  nurses  could  work  in 
the  clinics.  “They  prohibited  a physician 
from  going  into  the  schools  because  the 
fundamentalists  claimed  a physician 
going  in  there  would  teach  about  abor- 
tion and  nurses  wouldn’t,”  Dr  Price  said. 

Dr  Barnett  notes  that  instruction 
and  health  services  in  areas  such  as 
drugs,  tobacco  use,  nutrition,  and  fit- 
ness also  are  suffering.  “We  know  that 
most  of  the  morbidity  and  mortality 
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in  our  country  today  is  centered 
around  no  more  than  half  a dozen 
risky  behaviors,  which  we  could  influ- 
ence if  we  had  a comprehensive  school 
health  education  curriculum,’’  he  said. 

Religion  on  the  campaign  trail 

While  fundamentalists  lost  the  fight 
over  many  of  their  revisions  to  the 
health  textbooks,  they  did  not  let  that 
discourage  them  from  taking  the  battle 
over  education  policy  a step  further. 
In  November  1994,  fundamentalist 


groups  such  as  Pat  Robertson's  Christian 
Coalition  took  the  fight  to  the  ballot 
box,  fielding  candidates  in  four  of  seven 
SBOE  races  on  the  ballot. 

Dr  Price  calls  those  fundamentalists 
who  ran  in  1994  “stealth  candidates.’’ 
They  ran  under  the  conservative 
Republican  banner  but  often  disguised 
their  affiliations  with  religious  right 
organizations.  “Their  real  agenda  was 
the  religious  right  agenda,  which  means 
they  don’t  want  anything  related  to  sex- 
uality education  in  the  schools,”  he  said. 


Doctors  organized  Physicians  for 
Sound  Education  and  attempted  to 
raise  support  for  moderate  candidates 
and  incumbents.  Individual  physicians 
sent  letters  to  their  colleagues  in  the 
contested  districts  urging  them  to  learn 
the  true  positions  of  the  candidates  on 
health  education  issues  and  to  support 
mainstream  incumbents.  However,  Dr 
Price  says,  the  letters  went  out  late  and 
probably  had  limited  impact. 

Three  incumbent  SBOE  members 
were  defeated,  which  Dr  Price  says  has 


made  the  balance  of  power  on  the 
board  almost  even.  Fundamentalists 
may  now  have  a slight  edge  on  the 
board  because  of  the  recent  appoint- 
ment by  Gov  George  W.  Bush  of  a 
religious  right  activist  to  fill  a seat  left 
vacant  by  the  resignation  of  board 
member  Esteban  Sosa  of  San  Antonio. 

State  board  of  what? 

The  political  fight  becomes  even  more 
intense  in  1996  with  8 seats  up  for 
grabs  on  the  15-member  board.  One 


problem,  says  Dr  Barnett,  is  that  few 
Texans  know  anything  about  the  6 
board  or  the  candidates. 

“The  State  Board  of  Education  is 
way  down  on  the  list  when  you  go  to  if 
the  polls,”  he  said.  “A  lot  of  people 
don’t  have  a clue  as  to  who  their  State  if 
Board  of  Education  representatives  are  s 
or  what  they  stand  for.” 

Mr  Ross  agrees.  “In  some  respects,  j 
this  mirrors  the  politics  of  the  Texas  1 
Supreme  Court  in  the  1980s.  Two  t 
thirds  of  the  citizens  of  the  state  prob-  f 
ably  could  name  five  of  seven  dwarfs  t 
and  all  three  stooges,  but  couldn’t 
name  even  one  member  of  the  State  | 
Board  of  Education,”  he  said. 

“In  that  sort  of  ambiguous  envi- 
ronment, well-organized  people  can 
directly  and  profoundly  alter  the 
makeup  of  the  board,  Mr  Ross  said. 
“And,  where  they  can’t  alter  the 
makeup,  they  frankly  can  intimidate  l 
or  alter  voting  behavior  on  that  board,  i 
There  is  a need  for  a countervailing 
influence  to  try  to  pull  those  decisions  | 
back  closer  to  the  center.” 

Enter  Freedom  Alliance 

Toward  that  end,  opponents  of  the  : 
religious  right  agenda  created  the 
Texas  Freedom  Alliance  in  February  i 
1995.  Ms  Richards,  the  daughter  of' 
former  Gov  Ann  Richards,  says  it  is  a 
coalition  of  educators,  clergy,  and  oth-  ! 
ers  who  have  adopted  the  goal  of  mak- 
ing sure  the  “mainstream”  has  a voice  I 
in  SBOE  politics. 

Ms  Richards  says  the  Christian  | 
Coalition  has  stated  that  it  intends  to 
elect  a majority  to  the  education  board 
in  November  1996  and  will  field  can- 
didates in  all  eight  races.  “Although  I 
don’t  know  who  their  candidates  are,  I 
and  honestly  they’re  not  very  forth- 
coming about  who’s  running  with 
their  support,  they  clearly  have  tar- 
geted the  state  board  for  takeover,”  she 
said.  “There  already  is  a majority  of 
Christians  on  the  State  Board  of  Edu- 
cation. Apparently,  they’re  not  the  type 
of  Christians  that  Pat  Robertson’s 
organization  wants  to  elect.” 
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While  few  candidates  had  Hied  for 
1 the  SBOE  races  at  Texas  Medicine  press 
time,  religious  right  candidates  already 
had  announced  their  intentions  in 
I three  districts  — District  3,  which 
extends  south  from  San  Antonio;  Dis- 
trict 6,  where  conservative  Republican 
incumbent  Jack  Christie,  DC,  of 
Houston,  faces  a fundamentalist  oppo- 
i nent;  and  District  1 1 , an  open  seat  in 
; the  Dallas-Fort  Worth  area.  In  addi- 
| tion,  Ms  Richards  says,  District  5 
|l  incumbent  Robert  Offutt,  of  San 
t Antonio,  who  represents  the  Texas  Hill 
i Country,  publicly  has  taken  credit  for 
; recruiting  the  fundamentalists  who 
i ran  in  1994. 

Ironically,  physicians  may 
I find  themselves  supporting  Dr 
| Christie  over  his  religious  right 
| opponent,  even  though  TMA 
disagreed  with  many  revisions 
he  proposed  in  the  1993  health 
textbook  hearings.  Dr  Christie, 
a chiropractor  who  was 
appointed  to  chair  the  SBOE 
by  Governor  Bush,  sought  to 
add  references  to  chiropractic 
every  time  medicine  was  men- 
tioned in  the  textbooks. 

f 

Educating  the  masses 

Ms  Richards  says  the  Texas 
Freedom  Alliance  will  use  voter 
guides,  candidate  forums,  edi- 
torial board  meetings,  and 
other  activities  to  make  sure  the 
public  is  well-informed  about 
( who  all  the  SBOE  candidates 
I are  and  what  they  stand  for. 

TMA  has  not  contemplated 
: endorsing  candidates,  but  plans  to 
develop  candidate  questionnaires  to 
help  physicians  weigh  and  measure 
candidates’  true  positions  on  health 
education  issues. 

While  the  filing  deadline  for  the 
1 1996  elections  already  has  passed,  Dr 
Barnett  says  physicians  must  in  future 
races  identify  and  support  credible 
candidates  for  SBOE  positions.  For 
now,  however,  he  urges  physicians  to 
get  involved  in  the  current  campaigns. 


“In  addition  to  having  credible 
candidates,  we  need  to  make  sure 
that  in  every  public  forum  where 
those  candidates  run,  key  questions 
are  asked  about  their  stances  on 
comprehensive  school  health  and 
comprehensive  school  health  educa- 
tion,” he  said.  “And  then,  based  on 
those  responses,  I think  we  need  to 
get  out  and  support  those  candidates 
who  want  to  really  support  compre- 
hensive school  health  education,  not 
gut  it,”  he  said.  “We  need  to  figure 
out  who’s  really  for  kids  and  who’s 
just  kidding.” 

Dr  Price  encourages  physicians  to 
get  involved  at  the  local  level.  Recent 


legislation  on  human  sexuality  instruc- 
tion passed  by  the  legislature  calls  on 
local  school  districts  to  create  advisory 
committees  to  assist  the  districts  in 
ensuring  that  local  community  values 
in  health  education  are  reflected  in 
their  human  sexuality  curricula. 

“Physicians  should  be  encouraged 
to  get  on  those  education  advisory 
councils  at  the  community  level.  Dr 
Price  said.  “That’s  where  it  will  be 
determined  locally  what  will  be  taught 
in  sexuality  education.”  ★ 


“We  need  to  get 
out  and  support 
those  candidates 
who  want  to 
really  support 
comprehensive 
school  health 
education,  not 
gut  it.  We  need 
to  figure  out  who’s 
really  for  kids  and 
who’s  just  kidding.’’ 
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The  worst  list 

Breast  cancer  now  leading  source  of  medical  malpractice  claims 

By  Teri  Lee  Jones,  Associate  editor 


Awareness  works  both  ways 

About  one  in  nine  women  will  develop  breast  can- 
cer some  time  in  her  lifetime.  The  older  a woman 
gets,  the  more  likely  it  is  she  will  develop  it.  Dur- 
ing the  10-year  span  of  the  PIAA  study,  an  esti- 
mated 1.5  million  women  were  diagnosed  with 
breast  cancer,  and  although  it  is  much  more  preva- 
lent in  postmenopausal  women,  60%  of  the 
claimants  in  the  PIAA  study  were  younger  than  50, 


Legal  articles  in  Texas  Medicine  are  intended  to  help  physicians  understand  the 
law  by  providing  legal  information  on  selected  topics.  These  articles  are  published 
with  the  understanding  that  TMA  is  not  engaged  in  providing  legal  advice. 
When  dealing  with  specific  legal  matters,  readers  should  seek  assistance  from  their 
attorneys. 


and  their  lawsuits  accounted  for  71% 
of  the  money  insurers  paid  out. 

Women  now  expect  to  survive 
breast  cancer  if  they  follow  medical 
advice.  “We’ve  pretty  much  been  told 
that  if  we  catch  breast  cancer  early,  we 
stand  a good  chance  of  living,”  said 
Jacqueline  Keddie-Holt,  risk  manage- 
ment director  at  Texas  Medical  Liabil- 
ity Trust  (TMLT).  With  the  attention 
women’s  health  has  received  in  the  last  i 
few  decades  — women  have  been 
Physician  Insurers  Association  of  America  (PIAA)  drilled  to  examine  their  breasts  regularly  and  to  get  their 

tracked  125,000  claims  filed  since  1985,  then  evaluated  annual  checkups  and  periodic  mammograms  — women’s  | 

487  breast  cancer  claims  where  delayed  diagnosis 
was  at  issue  and  where  the  patient  received  some 
payment  from  a medical  malpractice  insurer. 

Among  their  findings  was  that  insurers  now  pay 
more  money  for  breast  cancer  cases  than  for  any 
other  disease  or  condition  except  those  involving 
brain-damaged  infants. 

With  increased  public  awareness  of  the  disease 
and  with  medicine’s  highly  effective  diagnostic 
tools,  experts  cannot  explain  exactly  why  breast  can- 
cer has  moved  to  the  top  of  the  medical  malpractice 
list.  But  they  say  physicians  can  take  steps  to  reduce 
their  chances  of  missing  breast  cancer. 


Breast  cancer  now  accounts  for  more  medical 
malpractice  claims  across  the  country  than 
any  other  disease  or  condition,  according  to  a 
recent  study.  In  most  cases,  the  allegation  was 
delayed  diagnosis,  with  physicians’  failure  to  suspect  phys- 
ical findings  topping  the  list  of  reasons  for  the  delay,  fol- 
lowed by  failure  to  follow  up  with  patients  in  a timely 
manner.  Cases  where  mammogram  results  were  negative 
came  in  third,  according  to  the  study. 
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[expectations  have  risen  along  with 
I breast  cancer  survival  rates,  according 
1 to  Ms  Keddie-Holt.  “I  shouldn’t  die 

I 

i horn  breast  cancer,”  she  said,  describ- 
ing a prevailing  public  perception. 

1 “Doesn’t  it  say  that  if  you  catch  it  soon 
I enough,  I’ll  live?” 

Higher  public  expectation,  experts 
i say,  is  one  explanation  for  more  law- 
suits stemming  from  younger  women. 
Another  is  the  possibility  that  physi- 
t cians  are  less  suspicious  of  signs  of 
i breast  cancer  in  younger  women. 
Also,  breast  cancer  is  easier  to  diag- 
nose in  older  women. 

“We  are  missing  it  in  pre- 
menopausal women  because  those 
patients  tend  to  be  harder  to  exam- 
ine,” said  Austin  general  surgeon 
Kelly  Martinez,  MD.  “Their  breast 
tissue  is  denser,  making  lumps  more 
difficult  to  detect  both  in  a physical 
exam  and  in  mammography.”  Because 
many  premenopausal  women  also 
have  benign  breast  cysts,  “physicians 
can  fall  into  a trap  of  thinking,  'Well, 
it’s  just  a cyst,’  and  miss  things  that 
way,”  Dr  Martinez  added. 

Devastating  misses 

Austin  internist  Howard  Marcus, 
MD,  has  reviewed  numerous  breast 
cancer  claims  and  says  one  of  the  most 
common  delayed-diagnosis  situations 
occurs  when  physicians  fail  to  be  sus- 
picious of  physical  findings.  His  own 
research  concurred  with  the  much 
larger  PIAA  study,  in  that  most 
women  who  later  sued  for  missed 
diagnosis  found  their  lumps  first  and 
then  brought  their  concerns  to  their 
physicians.  He  recalls  how  one  of  his 


patients  found  a lump  that  he  could 
not  feel,  but  he  referred  her  to  another 
physician  lor  a second  opinion  any- 
way. “The  patient  was  right.  She  had 
cancer,”  Dr  Marcus  said.  “Just  because 
you  don’t  feel  it,  if  a patient  is  really 
certain  about  it  and  knows  a lump  is 
new,  then  what  the  heck?  Why  not 
share  that  responsibility  and  send  her 
off  to  a surgeon?” 

Taking  negative  mammograms  at 
face  value  is  another  weak  link  in  the 
diagnostic  chain,  according  to  Dr 
Marcus.  “The  first  principle  is  that  a 
negative  mammogram  doesn’t  rule  out 
breast  cancer.  Everybody  should  know 
this.  But  unfortunately,  there  often  is 
inadequate  follow-up  after  a negative 
mammogram  finding." 

Said  Dr  Martinez,  “Every  palpable 
mass  needs  to  be  evaluated  by  a sur- 
geon or  by  someone  specializing  in 
breast  disease.”  And  while  not  every 
lump  with  a negative  mammography 
needs  to  be  biopsied,  she  says,  follow- 
up should  at  least  include  close  moni- 
toring of  the  lump’s  growth  and  might 
include  needle  aspiration.  “You  can  do 
an  aspiration,  and  if  you  get  cyst  fluid 
and  the  mass  goes  completely  away, 
then  that’s  all  that  may  need  to  be 
done  right  then,”  Dr  Martinez  said. 

Too  often,  diagnosis  ends  with  a 
negative  mammogram  finding, 
experts  say.  In  a recent  Texas  medical 
malpractice  case,  a 42-year-old 
mother  ol  two  children  presented  to 
her  gynecologist  with  a lump  in  her 
breast.  Her  gynecologist,  who  was  not 
on  her  health  insurance  provider  list, 
recommended  a diagnostic  mammog- 
raphy and  consultation  with  a sur- 


geon. When  the  patient  obtained  a 
referral  lor  a mammography  from  her 
family  practitioner,  the  two-view 
results  were  negative. 

Although  the  conversation  is  not 
documented  in  her  medical  record,  the 
patient  said  that  even  after  she  had 
reported  that  her  lump  was  getting 
bigger,  a nurse  advised  her  by  tele- 
phone that  her  mammogram  was  neg- 
ative, that  she  probably  had  fibrocystic 
disease,  and  that  she  should  avoid  fatty 
foods.  Seven  months  later,  another 
family  practitioner  performed  a needle 
aspiration  with  no  return  of  fluid  and 
ordered  a repeat  mammogram,  which 
was  positive.  After  a mastectomy  and 
six  cycles  of  chemotherapy,  the  patient 
died  almost  2 years  to  the  day  after  the 
initial  negative  mammogram. 

Systemic  flaws 

“You  would  think  there  wouldn’t  be 
these  kinds  of  cases,”  said  Houston 
internist  and  medical  malpractice 
defense  attorney  Edward  Kroger,  MD, 
JD.  “But  there  are,  and  it’s  often  when 
the  system  breaks  down  that  diagnoses 
are  missed  and  lawsuits  happen.”  Dr 
Kroger  cites  communication-transfer 
errors  as  a frequent  source  of  delayed 
breast  cancer  diagnosis.  He  described  the 
case  of  a woman  who  had  a mammo- 
gram in  a hospital-sponsored  reduced- 
rate  screening  program.  As  part  of  the 
program,  patients  were  asked  to  list  their 
physicians’  names  for  the  reports  to  be 
sent.  But  her  positive  report  never 
reached  her  physician,  or  her. 

“In  many  of  these  cases,  we’ve  never 
been  able  to  show  where  the  break- 
down occurred,”  Dr  Kroger  said.  “But 
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somewhere  along  the  way  it  did,  and  it 
can  happen  at  any  point  in  the  system.” 
In  a typical  case,  there  is  a report  or  a 
finding  in  the  patient's  chart  — and 
then  nothing  else  for  6 months  until 
the  diagnosis  is  made  by  another  doc- 
tor. Cases  ol  missed  cancer  diagnoses 
are  easy  targets  for  plaintiffs  attorneys 
because  the  process  often  was  begun  to 
find  the  cancer  and  then  not  followed 
up  on,  he  says.  And  jurors  are  horrified 
that  systemic  slipups  cause  delays.  “It’s 
very  hard  lor  a doctor  to  argue  that  any 
delay  was  either  in  the  patient’s  interest 
or  didn’t  harm  the  patient,  when  the 
delay  was  not  for  a reasonable  purpose 
but  because  the  doctor  just 
missed  it,’’  Dr  Kroger  said. 

For  whatever  reason,  per- 
haps because  they  fear  the 
worst,  patients  themselves  will 
often  not  follow  through  on 
their  physicians’  recommenda- 
tions for  additional  testing  or 
follow-up.  “Although  you 
would  hope  patients  would  act 
on  such  recommendations,  as  a 
practical  matter,  that  doesn’t 
always  happen,"  Dr  Kroger 
said.  And  even  when  those 
patients  later  sue  their  doctors, 
he  says  it  is  still  difficult  to 
explain  to  a jury  that  the  patient 
may  have  been  negligent. 

One  practice  in  medicine  has  con- 
tributed to  communication-transfer 
errors.  Test  results  have  traditionally 
been  sent  just  to  the  ordering  physician 
and  not  also  to  the  patient.  “For  many 
years  doctors  have  told  patients,  ’Don’t 
call  for  the  result.  I'll  call  you  if  it’s 
abnormal.  If  you  don’t  hear  from  me, 
you  can  assume  the  tests  are  fine.  ” 

Radiologist  Thomas  Fletcher,  MD, 
director  of  Austin  Breast  Screening, 
says  the  system  of  communicating 
radiological  tests  results  now  has 
numerous  checks  and  balances,  some 
of  them  resulting  from  the  1993  fed- 
eral Mammography  Quality  Stan- 
dards Act  (MQSA)  that  went  into 
effect  in  1994  for  Medicare  and  Med- 
icaid patients. 
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Now  the  radiological  industry  stan- 
dard, MQSA  was  developed  by  the 
American  College  of  Radiology. 
“Whenever  anything  suspicious  is 
found,  letters  go  out  to  the  doctor  and 
patient  simultaneously  until  the  sun 
goes  down,”  Dr  Fletcher  said.  Although 
prudent,  conscientious  physicians  have 
always  had  similarly  foolproof  systems, 
MQSA  helped  clean  up  the  radiological 
industry,  he  says.  “The  whole  system, 
from  input  to  output,  is  thoroughly 
reviewed  in  MQSA  — everything  from 
equipment  calibration  to  film  process- 
ing to  the  quality  and  training  of  the 
radiologists.” 


Specificity  versus  sensitivity 
With  modern  technology,  highly 
trained  physicians,  and  an  educated 
patient  population,  there  is  no  easy 
answer  for  why  breast  cancers  are 
missed.  “One  reason  is  because  we 
don’t  yet  have  a perfect  test  to  diag- 
nose everyone,”  said  Dr  Martinez. 
“Our  physical  exam  is  not  perfect,  self 
breast  exam  is  not  perfect,  and  mam- 
mography is  not  perfect.  There  is  no 
perfect  test  that  can  screen  and  pick 
up  every  breast  cancer.” 

Dr  Fletcher,  a mammographer, 
says  there  has  to  be  a trade-  off  in  radi- 
ological exams  between  sensitivity  and 
specificity  — and  therein  lies  the  rub. 
“Why  do  I miss  cancers?  Because  they 
are  too  small  to  pick  up.  Just  this 
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“The  first  exercise 
is  sensitivity  — 
don’t  miss  anything. 
And  the  second 
is  specificity  — 
not  only  don’t 
miss  anything, 
but  be  darn  sure 
that  what  you  call 
cancer  is  cancer.” 


morning,  I picked  up  a cancer  and 
went  back  to  last  year’s  study.  Retro- 
spectively, if  you  draw  a little  circle 
right  around  the  spot  — yes,  I can  say 
I see  it.  But  would  I have  called  it 
prospectively?  No.” 

If  specificity  were  sacrificed  for  sen- 
sitivity, “physicians  would  biopsy  every 
other  woman,  and  we  would  be  accused 
of  butchering  women’s  breasts,”  Dr 
Fletcher  said.  “The  first  exercise  is  sen- 
sitivity — don’t  miss  anything.  And  the 
second  is  specificity  — not  only  don’t 
miss  anything,  but  be  darn  sure  that 
what  you  call  cancer  is  cancer.” 

Covering  bases 

Short  of  biopsying  every  lump  found, 
experts  say  physicians  can  implement 
procedures  to  help  them  avoid  miss- 
ing breast  cancers.  Having  visited 
some  600  physicians’  offices  to  help 
them  improve  their  risk  management 
procedures,  Ms  Keddie-Holt  suggests 
that  physicians  should  ask  about  a 
family  history  of  breast  cancer  and 
document  it;  teach  patients  how  to 
perform  a self  breast  exam  and  docu- 
ment it;  and  perform  a thorough 
breast  exam  on  every  female  patient, 
regardless  of  age,  and  document  it. 

A flow  sheet  of  annual  screening 
exams  helps  keep  track  of  all  recom- 
mended tests,  including  mammo- 
grams. “Many  physicians  will  not  refill 
prescriptions  for  hormones  or  birth 
control  pills,  or  will  only  give  a 30-day 
supply,  until  their  patients  get  mam- 
mograms,” Ms  Keddie-Holt  said. 
“That’s  a very  effective  technique  to 
make  sure  borderline  patients  comply.” 

Physicians  must  document  every 
recommendation  and  implement  a 
foolproof  method  for  follow-up,  Dr 
Kroger  emphasizes.  “If  you  send  a 
patient  for  a test,  you  must  have  a sys- 
tem where  you  will  absolutely  find  out 
the  results.  And  if  you  don’t  receive  the 
results  back,  don’t  just  assume  the  test 
was  negative.”  If  a mammogram  comes 
back  negative,  discuss  the  options  with 
your  patient,  Dr  Kroger  adds,  and  care- 
fully document  what  you  discussed.  ★ 
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There  has  been  no  shortage  of  anti  managed -care 

sentiment  and  rhetoric  in  medicine,  perl  laps  most 
of  it  justified.  Many  physicians  never  envisioned 
contending  with  the  unwanted  barriers  and  hassles  it 
has  brought.  Although  it’s  difficult  to  quantify  the 
extent  of  managed  care’s  presence  in  die  state,  clearly  Texas  is 
a barrel  tapped.  And  while  managed  care  companies  have  tem- 
porarily quenched  their  diirst  with  the  largest  urban  areas,  they  are 


now  vying  for  smaller  ones,  experts  say,  widi  rural  areas  close  behind. 
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With  its  dominance  in  the  health-care  system  a foregone 
conclusion,  and  with  its  negatives  having  been  thoroughly 
debated,  what,  then,  is  left  to  say  about  managed  care? 
Texas  Medicine  set  out  to  get  a side  of  the  story  that  has 
arguably  been  underrepresented  in  the  voice  of  medicine, 
namely,  the  positive  side  of  managed  care. 

Eight  physicians  — whose  ages,  specialties,  and  practice 
experiences  cover  a broad  spectrum  and  whose  attitudes 
toward  managed  care  range  from  high  enthusiasm  to  quiet 
curiosity  to  begrudging  coexistence  — shared  their  opin- 
ions. A few  confessed  to  having  had  to  eat  crow,  admitting 
they  had  once  been  rabid  managed-care  haters  who  saw 
things  differently  after  they  had  gotten  into  it.  Some  have 
taken  a philosophical  approach  to  changes  wrought  by 
managed  care  and  suffer  its  inconveniences  with  an  eye 


toward  the  greater  good.  Some  spoke  rather  hesitantly  to 
Texas  Medicine,  fearing  they’d  be  perceived  as  managed-care 
cheerleaders,  while  others  expressed  unabashed,  unapolo- 
getic  enthusiasm  for  it. 

The  one  thing  they  all  agreed  on  was  that  managed  care 
has  not  forced  them  to  compromise  patient  care.  None  said 
they  have  ever  been  denied  a procedure  or  a referral  they 
believed  was  necessary  for  their  patients.  High  on  their  lists 
of  positives  were  the  way  managed  care  has  reined  in  many 
of  medicine’s  excesses,  how  it  tends  to  focus  on  prevention, 
and  how  it  can  improve  continuity  of  care. 


PUSH  to  PREVENTION 


Sugar  Land  ophthalmologist  John  D.  Huff,  MD,  a solo  pri- 
vate practitioner  since  1973,  went  into  medicine  after  10 


years  as  an  engineer.  He  had  his  first  contact  with  managed 
care  back  in  the  mid-’70s  in  a physician-sponsored  pro- 
gram, and  today  he  is  reimbursed  in  just  about  every  con- 
ceivable way  except  capitation.  Dr  Huff  says  he  welcomes 
managed  care  because  it  is  steering  medicine  toward  a long- 
overdue  objective.  “The  old  system,  no  matter  how  you 
administer  it,  is  not  adequate,”  he  said.  “The  only  answer 
to  the  issue  of  adequate  medical  care  in  this  country  is  to 
shift  emphasis  from  interventive  care  to  preventive  care. 
Managed  care  is  taking  us  in  that  direction.” 

Because  poor  nutrition,  lack  of  exercise,  and  increased 
stress  account  for  so  much  of  what  physicians  wind  up 
treating,  Dr  Huff  says,  addressing  those  problems  should 
be  among  medicine’s  top  priorities.  “There  just  isn’t 
enough  money  in  the  world  to  pay  for  poor  lifestyle  choic- 
es,” he  said.  Dr  Huff  hopes  the  next  step  in  the  health-care 
system’s  evolution  will  focus  on  preventing  the  develop- 
ment of  disease  processes  rather  than  taking  the  high-tech, 
interventive  approach  he  says  has  been  typical  of  medicine 
for  a few  generations. 

Fort  Worth  solo  family  practitioner  Michael  Iversen, 
MD,  who  did  a lot  of  homework  before  contracting  with  his 
first  managed  care  company  almost  2 years  ago,  explains  one 
reason  why  he  prefers  capitation  to  fee-for-service.  “With 
capitation,  the  whole  focus  changes.  Instead  of  trying  to  find 
sick  people,  I’m  seeing  people  when  they  are  healthy  and 
keeping  people  healthy.”  All  his  patients  were  fee-for-service 
during  his  first  2 years  in  practice.  Now,  about  83%  are  in 
managed  care  and  40%  are  capitated.  He  adds  that  he  has 
not  missed  the  collection  hassles  of  fee-for-service. 

Lubbock  internist  Donald  Little,  MD,  who  had  prac- 
ticed about  10  years  before  encountering  managed  care,  says 
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. that  although  many  patients  won’t  come  in  until  they’re 
deathly  ill,  more  oi  them  will  probably  seek  preventive  care 
when  it  is  encouraged  by  and  included  in  their  health-care 
plans.  “You  get  to  see  patients  before  they  get  critically  ill,” 
he  said.  “You  know  them,  and  you  can  intervene  and  hope- 
fully prevent  major  problems  from  occurring.’’ 

CONTINUITY  o/’CARE 

The  large,  multispecialty  group  in  which  Dr  Little  now 
practices  first  contracted  with  a managed  care  company 
about  a year  ago.  In  addition  to  the  emphasis  on  preventive 
care,  he  has  come  to  value  the  continuity  that  managed  care 
fosters.  “Before,  we  would  get  patients  back  and  forth  from 
other  specialists  and  not  always  know  exactly  what  had  hap- 
pened to  them,”  he  said.  “Now,  were  participating  in  their 
care  from  beginning  to  end." 

Austin  neurosurgeon  T.  Guy  Bragg  III,  MD,  also  lists 
better  continuity  oi  care  among  the  few  advantages  he  has 
seen  in  managed  care.  Because  primary  care  providers  act  as 
central  repositories  for  patient  information,  Dr  Bragg  says 
he  knows  a thorough  rundown  on  any  of  his  managed  care 
patients  is  just  a phone  call  away.  “To  some  degree,  it  does 
provide  an  improvement  there. 

“Managed  care  also  prevents  certain  patients  from  need- 
lessly doctor  shopping  just  because  one  physician  tells  them 
there’s  nothing  wrong  with  them,"  Dr  Bragg  said.  Before 
managed  care,  patients  could  just  pick  up  their  insurance 
cards  and  keep  visiting  physicians  unnecessarily,  he  says. 
“Now,  they  cannot  come  see  me  and  have  their  office  visits 
paid  for  unless  they’re  referred  by  their  primary  care  physi- 
cians. That  saves  enormous  amounts  of  money.” 

The  BOTTOM  LINE 

Dr  Bragg  had  practiced  25  years  before  encountering  man- 
aged care  when  he  moved  to  Austin  2 years  ago.  Now,  about 
three  quarters  of  his  patients  are  in  such  plans.  After  hearing 
all  the  horror  stories  about  managed  care,  he  says  he  had  been 
prepared  to  do  battle  every  day.  “But  it  really  has  not  influ- 
enced my  practice  that  much,”  he  said.  “I  don’t  like  being 
told  which  hospital  to  use  and  which  lab  to  use  and  so  on. 
But  that’s  something  I can  tolerate."  He  says  his  income  has 
not  suffered  significantly,  and  that  as  long  as  the  payment 
levels  don’t  get  any  lower,  he  can  live  with  it.  “Medicine  is  too 
expensive  and  has  been  for  years,”  he  added. 

Unlike  most  oi  his  peers,  Pasadena  obstetrician  and  gyne- 
cologist Saul  Sofifar,  MD,  went  out  of  his  way  3 years  ago  to 
get  some  capitated  patients  just  so  he  could  learn  about  the 
reimbursement  system.  Dr  Sofifar  has  been  in  solo  practice  for 
32  years  and  describes  managed  care  as  an  “education.” 


Almost  95%  of  Dr  Sofifar’s  patients  are  now  in  managed  care, 
and  about  10%  are  capitated.  Even  with  all  the  bothers  of 
managed  care,  he  says,  “It’s  still  an  exciting  time  in  medicine.” 

Like  Dr  Bragg,  Dr  Sofifar  welcomes  one  way  managed 
care  has  cut  costs.  “The  days  are  over  of  patients  coming  in 
with  no  symptoms  and  saying,  ‘I  want  my  gallbladder 
checked,’  or,  T just  don’t  feel  well  — I want  a body  scan,  ” 
Dr  Soffar  said. 

Not  only  does  managed  care  make  it  a bit  easier  to  dis- 
suade such  patients  from  unnecessary  testing  and  proce- 
dures, according  to  Dr  Soffar,  it  has  also  discouraged  physi- 
cians from  overutilizing.  Managed  care  has  brought  a little 
reason  to  a system  that  badly  needed  it,  he  explains.  “In  the 
past,  whatever  you  wanted  to  order,  you  just  ordered.  And 
doctors  were  all  trained  to  give  reasons  why  we’d  do  this. 
Well,  nobody  ever  checked  up  on  it,  and  I think  there’s 
some  justification  in  stopping  some  of  that.” 

Austin  oncologist  Baliijepalli  Netaji,  MD,  is  a member 
of  Austin  Diagnostic  Clinic,  a large  multispecialty  group. 
Having  been  in  practice  less  than  4 years,  he  was  not 
around  during  the  heyday  ol  fee-for-service.  And  although 
he  gets  fed  up  with  managed  care’s  hassles,  he  says  some  of 
its  changes  are  timely.  “I  think  managed  care  brought  up 
an  important  aspect  of  medicine  that  had  been  nonexis- 
tent. Now,  before  I do  any  scans,  I have  to  think  twice 
because  I have  to  get  each  one  precertified.’’  Dr  Netaji  said. 
“Before,  we  could  do  a CT  scan  of  the  head,  chest,  or 
abdomen  — no  sweat.  It  is  creating  more  bureaucracy,  but 
it  is  not  depriving  patients  of  any  care.” 

Having  the  best  environment  in  which  to  care  for 
patients  was  the  goal  of  Patricia  Sulak,  MD,  when  she 
joined  Scott  & White  Clinic  in  Temple  9 years  ago,  after  2 
years  in  the  Army.  Although  the  obstetrician-gynecologist 
is  in  one  of  the  largest  group  practices  in  the  country,  with 
all  the  benefits  that  affords,  she  still  deals  with  a variety  of 
managed  care  companies  and  says  financial  incentives  do 
not  persuade  her  to  deny  patients  care. 

“I’m  not  paid  more  the  more  hysterectomies  I do,  and 
I’m  not  paid  more  the  fewer  I do,”  Dr  Sulak  said.  “I’m  paid 
according  to  my  worth.  I’m  not  handed  a bunch  of  quotas 
that  say  you’re  going  to  have  to  see  this  number  of  patients 
every  day,  and  you’re  going  to  have  to  produce  this  much 
income,  and  you  can’t  order  these  tests.”  As  a member  of 
the  clinic’s  staff,  Dr  Sulak  receives  a month’s  vacation  each 
year,  1 5 days  off  for  continuing  medical  education  and  lec- 
turing, and  a set  salary. 

SOLD,  but  not  SOLD  OUT 

For  having  accepted  or  embraced  managed  care,  family 
practitioners  seem  to  have  taken  the  brunt  of  medicine’s 
disdain.  According  to  many  of  them,  medicine  can  still  be 
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patient-centered  and  physician-friendly,  even  with  man- 
aged care’s  cost  consciousness.  Kenneth  Davis,  MD,  of 
Conroe,  who  has  been  practicing  18  years,  is  one  who  now 
believes  that.  If  someone  had  told  the  family  practitioner 
10  years  ago  that  he  would  not  only  be  participating  in 
managed  care,  but  that  he  would  actually  like  it,  he’d  have 
told  them  they  were  nuts. 

Dr  Davis  says  he  had  trepidations  when  his  multispe- 
cialty group  first  contracted  with  a managed  care  organiza- 
tion 2 years  ago.  “My  biggest  fear  was  that  we  would  total- 
ly lose  control  and  that  some  insurance  clerk  would  be 
telling  us  how  to  practice  medicine,”  Dr  Davis  said.  “That 
just  hasn’t  happened.”  Traditional  indemnity  patients  now 
account  for  about  18%  of  his  practice,  with  the  rest  in 
some  form  of  managed  care,  including  a Medicare  health 
maintenance  organization. 

Dr  Davis  had  done  a lot  of  research  into  managed  care 
before  his  group  signed  any  contracts,  so  when  he  and 


already  existed  between  primary  care  physicians  and  physi- 
cians in  other  specialties.  But  having  practiced  for  years 
under  fee-for-service,  he  feels  qualified  to  say  that  managed 
care  and  capitation  are  not  inherently  good  or  evil.  “They 
just  are.  If  we  had  forever  been  doing  managed  care  and 
were  now  going  into  fee-for-service,  we  would  have  similar 
fears.  Physicians  would  be  saying,  ‘What  do  you  mean  I 
only  get  paid  if  patients  come  in?”’  As  for  the  often-heard 
criticism  that  managed  care  motivates  greedy  physicians  to 
underutilize,  Dr  Davis  counters  that  fee-for-service  encour- 
ages greedy  physicians  to  overutilize. 

Medicine  has  been  too  oriented  toward  procedures 
instead  of  toward  thinking,  according  to  Dr  Iversen.  He  j 
cites  the  case  of  a woman  who  came  to  him  having  already 
had  three  laparoscopies.  “Nothing  was  found,”  Dr  Iversen 
said.  “After  talking  with  her,  we  found  out  it  was  irritable 
bowel  syndrome.  We  gave  her  medication,  and  she’s  doing 
fine.”  Chalking  up  procedures  and  work-ups,  he  says, 


"m  not  paid  more  the  more  hysterectomies  I do,  and 
I’m  not  paid  more  the  fewer  I do.  Im  paid  according 
to  my  worth,  hm  not  handed  a bunch  of  quotas  that 
say  you’re  going  to  have  to  see  this  number  of 
patients  every  day,  and  you’re  going  to  have  to  pro- 
duce this  much  income,  and  you  can"t  order  these  tests."’ 

AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA 


some  other  physicians  in  the  group  formed  an  independent 
practice  association  (IPA)  recently,  the  members  made  him 
medical  director.  “I  got  nominated  by  default  since  nobody 
else  knew  anything  about  managed  care,”  Dr  Davis  said.  In 
his  group’s  clinic,  reimbursement  levels  rose  as  a result  of 
capitation  and  IPA  networking. 

Now  that  he  conducts  utilization  review  as  part  ol  his  job 
as  medical  director,  Dr  Davis  says  he  is  beginning  to  see  first- 
hand how  fee-for-service  tended  to  promulgate  wastefulness. 
He  cites  the  length  ol  patients'  hospital  stays  as  one  example. 
“There  are  too  many  of  what  we  call  ‘potentially  avoidable’ 
hospitalization  days,  where  patients  stay  in  the  hospital  maybe 
just  1 day  too  long  when  they  really  aren’t  receiving  any  hos- 
pital services,”  Dr  Davis  said.  “II  physicians  would  just  shave 
those  days,  we  wouldn’t  have  to  deny  care  to  anybody.” 

He  acknowledges  that  managed  care  has  caused  new 
divisiveness  in  medicine,  exacerbating  whatever  animosities 


rather  than  sitting  down  and  doing  good  histories  and 
physicals,  will  be  a thing  of  the  past  with  managed  care. 

Dr  Iversen  says  accusations  that  managed  care  is  syn- 
onymous with  denying  care  are  smoke  screens.  The  bottom 
line  is  that  many  physicians  don’t  want  their  care  moni- 
tored, he  says.  “The  incentive  is  not  to  withhold  care. 
That’s  the  crazy  thing.  You’re  not  withholding  care,  you’re 
just  not  overutilizing. ” 

Some  physicians  say  that  because  it  is  difficult  to  sepa- 
rate clinical  arguments  for  or  against  managed  care  from 
those  involving  how  physicians  make  money,  the  focus  on 
what  is  best  for  patients  can  get  blurred.  “We  would  all  pre- 
fer not  to  have  a broker  or  middleman  in  medicine,  and 
there  is  much  not  to  like  about  that,”  Dr  Soffar  said. 
“Nobody  likes  changes.  We  were  all  very  comfortable  20 
years  ago.  But  there’s  an  old  gypsy  saying,  ‘Dogs  bark,  but 
wagons  roll.’  Inevitably,  we’re  going  to  have  to  change.”  ★ 
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Peace  talks 

Meetings  seek  better  relations  with  insurers 

By  Larry  BeSaw,  Associate  editor 


The  Arabs  and  the  Israelis  are  attempting  to  do  it. 

The  Protestants  and  the  Catholics  in  Northern 
Ireland  are  trying,  and  so  are  the  Bosnians. 
Maybe  some  day  even  the  Democrats  and  the 
Republicans  in  Congress  will  try  to  do  it.  So  why  can’t 
physicians  and  the  insurance  companies  learn  to  live  in 
peace  with  each  other? 


Almost  since  insurance  was  invented,  the  relationship 
between  physicians  and  the  companies  who  insure  their 
patients  has  been  a rocky  one,  with  each  side  accusing  the 
other  of  dastardly  acts.  Insurance  companies’  grievances 
against  physicians  range  from  not  providing  them  with  all 
the  information  they  need  to  process  a claim  properly  to 
billing  for  services  not  performed  or  exaggerating  the  level  of 
care  given  a patient.  Physicians,  meanwhile,  accuse  the  insur- 
ance carriers  of  dragging  their  feet  on  paying  claims,  refusing 
to  reimburse  them  for  all  the  services  rendered,  demanding 
justification  for  even  the  simplest 
or  most  medically  necessary  pro- 
cedures, and  employing  people 
who  don’t  know  the  difference 
between  a computerized  tomog- 
raphy scan  and  an  x-ray. 

With  all  this  animosity,  is 
there  any  hope  the  two  sides  will 
eventually  get  along?  Perhaps. 

Physicians  on  both  sides  say  a 
series  of  meetings  with  the  major 
insurance  carriers  initiated  by  the 
Texas  Medical  Association  has 
gone  a long  way  to  resolve  some 
of  the  differences.  The  meetings 
give  TMA  officials  and  physi- 
cians a chance  to  sit  down  with 
the  medical  directors  of  the 
insurance  carriers  and  discuss 
specific  complaints.  The  sessions 
have  often  resulted  in  the  carriers 
reexamining  their  decisions  and 


physicians  being  paid  what  they  should 
have  received  in  the  first  place. 

“I  think  these  meetings  are  produc- 
tive,” said  Bohn  Allen,  MD,  an  Arling- 
ton surgeon,  chair  of  the  TMA  Council 
on  Socioeconomics,  and  a major  player 
in  the  meetings.  “We  go  in  there  with  the 
attitude  that  we  don’t  want  to  beat  them 
over  the  head.  We  want  to  just  point  out 
to  them  what  the  problems  are,  and  how 
it’s  not  good  for  them  and  it’s  not  good  for  us.  We’ve  had  some 
fairly  good  discussions  with  the  insurance  companies  because 
we’ve  pointed  out  to  them  that  it  can’t  be  cost  efficient  for  them 
to  have  all  these  errors  that  they  have  to  go  back  and  resolve.  It’s 
much  cheaper  to  do  it  correctly  the  first  time.” 

Dr  Allen  says  he  is  particularly  pleased  with  the  results 
of  the  meetings  with  the  Medicare  carrier.  “With  Medicare, 
we  probably  get  90%  of  the  disputes  resolved  in  the  doc- 
tors’ favor  because  most  of  them  are  strictly  bureaucratic 
screwups,”  he  said. 
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1 Victor  Diaz,  MD,  MPH,  MPA, 
medical  director  lor  Aetna  Health 
Plans  in  Houston,  says  he  also  be- 
lieves the  meetings  have  helped 
i improve  the  relationship  between  the 
carriers  and  physicians.  “The  per- 
ceived adversarial  relationship  that 
has  been  in  existence  is  changing 
because  there  is  increased  communi- 
i cation  between  health  plans  and  the 
physicians  in  practice,”  he  said. 

David  Marcus,  PhD,  director  of 
TMA’s  health-care  financing  depart- 
ment, says  the  meetings  also  give 
physicians  better  insight  into  how 
insurance  companies  function.  This 
information  can  help  physicians  head 
off  problems  in  the  future,  he  says. 

Haggling  over  hassles 

TMA  first  met  with  Medicare  repre- 
sentatives in  1989,  and  meetings  with 
private  physicians  and  the  insurance 
carriers  began  on  an  experimental 
basis  in  1994.  They  became  a regular 
TMA  service  last  year,  says  Bradley 
Reiner,  the  TMA  health-care  financ- 
ing department  staff  member  respon- 
sible for  organizing  them.  Meetings 
were  held  with  Aetna,  Blue  Cross  and 
Blue  Shield,  Medicare,  Prudential, 
and  Sanus  in  1995,  and  meetings  with 
Cigna,  MetraHealth,  Harris  Metho- 
dist, PacifiCare,  and  the  Medicaid  pro- 
gram are  planned  for  this  year. 

Mr  Reiner  says  some  of  the  insur- 
ance officials  were  “standoff-ish”  in  the 
first  few  meetings.  But  tensions  eased 
as  the  insurers  found  that  “all  we  want 
to  do  is  help  them  realize  what  prob- 
lems the  doctors  are  having  so  they  can 
correct  them  and  so  that  the  next  time 


a doctor  performs  the  same  service,  he 
or  she  will  be  paid  correctly.” 

Disputes  discussed  during  the 
meetings  involve  problems  with  both 
managed  care  and  fee-for-service 
insurance  plans.  Mr  Reiner  notes  that 
while  preauthorization  problems  are 
the  main  concern  of  doctors  in  man- 
aged care  plans,  fee-for-service  com- 
plaints usually  involve  trying  to  get 
adequate  payment  for  services. 

One  of  the  more  vexing  problems 
discussed  during  the  meetings  has  been 
what  Dr  Allen  calls  “micromanaging 
medically  necessary  care.”  In  one  case, 
he  says,  a physician  who  has  treated  a 
young  woman  with  Kawasaki  syn- 
drome since  she  was  a child  ordered  a 
series  of  laboratory  tests  to  find  out  the 
source  of  some  problems  she  was  expe- 
riencing. Aetna  paid  for  some  of  the 
tests  but  decided  the  rest  were  med- 
ically unnecessary  despite  documenta- 
tion to  the  contrary. 

“We  brought  up  the  issue  of  micro- 
management,  and  Aetna  agreed  that 
in  many  of  these  cases,  because  the 
way  it  had  things  set  up,  it  was  micro- 
managing,”  Dr  Allen  said.  “Once  we 
explained  the  situation,  the  statewide 
medical  director  for  Aetna  said,  ‘I 
agree  with  you.  ” 

Besides  medical  necessity  issues, 
payment  delays  or  denials  are  the 
problems  most  commonly  faced  by 
physicians,  Mr  Reiner  says.  While 
there  is  nothing  TMA  can  do  about 
the  insurance  carriers’  fee  structures,  it 
can  help  physicians  when  it  comes  to 
disputes  over  the  most  common  has- 
sles. “We  have  a very  good  success  rate 
in  getting  the  cases  that  we  present  to 


them  turned  around  in  favor  of  the 
physicians,”  he  said. 

Some  of  the  other  disputes  resolved 
during  the  meetings  include: 

• Blue  Cross  and  Blue  Shield  routinely 
denied  an  allergist’s  claims  for  giving 
gamma  globulin  shots  even  though 
the  company  had  told  his  staff  over 
the  telephone  that  the  shots  were 
payable.  After  the  situation  was 
brought  to  company  officials’  atten- 
tion, the  physician’s  claims  were 
reprocessed  for  payment. 

• Prudential  agreed  to  authorize 
treatment  for  additional  days  of  a 
psychiatric  patient  who  was  suici- 
dal and  had  a drug  problem.  The 
company  had  originally  paid  for  a 
certain  number  of  days  but  had 
refused  to  authorize  more  days. 

• Medicare  agreed  to  additional  pay- 
ment to  a maxillofacial  surgeon 
who  had  removed  a large  cyst  that 
covered  the  entire  right  side  of  a 
patient’s  jaw.  The  original  payment 
had  been  well  below  the  fee  justi- 
fied by  the  extensiveness  of  the 
procedure. 

• As  a result  of  complaints  aired  at  a 
meeting,  Medicare  officials  discov- 
ered that  two  claims  processors  had 
been  incorrectly  denying  payment 
for  the  technical  components  of  a 
laboratory’s  service. 

Room  for  improvement 

Relations  between  physicians  and 
insurers  are  far  from  perfect.  There  is 
still  considerable  friction  between  the 
two  over  preauthorization  for  even  the 
most  routine  procedures. 
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Like  many  of  his  colleagues,  Dr 
Allen  is  frustrated  not  only  by  the 
need  for  preauthorization,  but  by  the 
“ineptness"  of  the  authorization  clerks 
at  some  of  the  insurance  plans  that 
lead  to  unnecessary  delays  in  treat- 
ment of  patients  and  payment  for 
physicians. 

“A  classic  example  of  ineptness  is 
the  time  I called  to  precertify  a chole- 
cystectomy and  the  lady  on  the  other 
end  of  the  telephone  asked,  ‘How  do 
you  spell  that?’  You  know  you’re  in 
trouble  when  you’re  trying  to  precer- 
tify something  and  they’re  asking  you 
how  to  spell  it,”  he  said. 

It  also  galls  him  that  he  has  to  jump 
through  the  preauthorization  hoops 
before  procedures  that  are 
always  approved.  “I’ve  been  in 
practice  for  30  years,  and  in  the 
last  10  years  we’ve  had  man- 
aged care.  It  takes  me  anywhere 
from  20  to  40  minutes  to  pre- 
certify a cholecystectomy,  and 
in  all  these  years  I have  yet  to 
have  anyone  deny  doing  one,” 
he  said.  When  he  asked  a med- 
ical director  of  a managed  care 
plan  why  “were  spending  40 
minutes  precertifying  some- 
thing you  never  deny,”  the 
medical  director  told  him  he 
had  a good  point  and  he  would 
look  at  ways  to  make  the  sys- 
tem more  efficient. 

In  Dr  Allen’s  opinion,  a managed 
care  plan  that  has  enough  confidence 
in  physicians  to  make  them  part  of  its 
plan  should  have  enough  faith  in  them 
to  trust  their  judgment. 

Practice  management  consultant 
David  Hunt  of  Doctors  Management 
Services  in  Waco  believes  physicians 
should  examine  the  possibility  of 
doing  more  than  just  suggesting  to 
managed  care  plans  that  they  free 
them  from  the  burden  of  preauthoriza- 
tion. He  recommends  trying  to  incor- 
porate such  language  in  their  contracts 
with  the  insurance  companies.  “Find 
out  if  there  is  a medical  director  who 
would  do  that,”  he  advised. 


Rising  expectations 

Many  of  the  problems  between  physi- 
cians and  insurance  companies  will 
disappear  once  physicians  get  a better 
understanding  of  how  the  companies 
work  and  what  they  expect  from  the 
doctors,  Dr  Diaz  says.  “Most  of  the 
problems  occur  because  of  a lack  of 
communication  and  understanding  of 
the  expectations  of  the  health  plan  by 
the  physicians,”  he  said. 

He  says  he  recently  had  to  deny  a 
request  from  a physician  at  Texas 
Children’s  Hospital  in  Houston  who 
wanted  Aetna  to  pay  for  a nonpre- 
scription food  supplement  for  a cystic 
fibrosis  patient.  “On  an  emotional 
level,  I can  certainly  identify  with 


that,”  he  said,  “but  the  bottom  line  is 
that  kind  of  food  supplement  is  not 
something  that  the  employer  group 
has  purchased  as  part  of  its  benefits. 
Food  supplements  are  not  standard 
coverage  by  most  employer  groups. 
For  example,  eye  glasses  may  be  med- 
ically necessary  but  are  not  standard 
coverage  under  most  health  plan  ben- 
efits. The  employer  groups  can  only 
afford  to  purchase  so  much.” 

He  views  part  of  his  job  as  educat- 
ing doctors  on  what  they  and  the 
insurance  companies  should  expect 
from  each  other,  and  trying  to  con- 
vince them  that  insurers  cannot  cover 
everything  because  premiums  would 


“A  classic  example 
of  ineptness  is  the 
time  I called  to 
precertify  a 
cholecystectomy 
and  the  lady  on 
the  other  end  of 
the  telephone 
asked, ‘How  do 
you  spell  that?*” 


be  prohibitive  if  they  tried.  “Once  we 
get  to  know  each  other  on  a personal 
level  and  learn  what  we  can  expect 
from  each  other,  I think  the  relation- 
ship will  be  a lot  better.  Still,  there  will 
be  physicians  who  say,  ‘Well,  heck, 
they  (patients)  pay  a lot  of  money  to 
the  insurance  company.’  I say  that’s 
right,  they  do  pay  a lot  of  money,  but 
they’d  be  paying  more  money  if  we 
covered  everything  there  is  to  cover  in 
the  world.” 

Dr  Diaz  says  Aetna  plans  to  purchase 
a new  telephone  system  that  will  allow 
physicians  to  use  a touch-tone  phone  to 
access  preauthorization  services  and 
avoid  having  to  be  placed  on  hold. 

He  envisions  a system  in  which  the 
insurance  company  is  virtually  invisi- 
ble to  the  patient  and  the  physician. 
“When  you  have  happy  doctors, 
happy  members,  and  happy  employer 
groups,  then  they  just  sign  up  again. 
It’s  too  expensive  for  us  to  have  a doc- 
tor get  angry  at  us  and  quit  on  us 
because  our  processes  aren’t  in  place,” 
he  said. 


Devil  is  in  the  details 

What  can  physicians  do  to  avoid 
problems  with  insurance  companies? 
“There’s  nothing  they  can  to  do  elim- 
inate their  problems,  but  there  are 
things  they  can  do  to  help  make  their 
problems  not  quite  so  bad,”  Mr  Hunt 
said.  “A  lot  of  times,  because  of  mis- 
management, they  make  their  own 
problems  worse,”  he  said. 

The  first  and  most  important  thing 
physicians  need  to  do  to  avoid  insur- 
ance headaches,  he  says,  is  to  verify 
their  patients’  insurance  coverage. 
Although  it  seems  obvious,  Mr  Hunt 
says  it  is  surprising  how  often  he  finds 
that  a physician  has  treated  a patient 
and  then  discovered  the  patient’s 
insurance  coverage  was  not  what  it 
appeared  to  be.  The  patient  may  have 
an  insurance  card  but  no  longer  work 
for  the  company  and,  therefore,  is  not 
covered  any  more.  “They  wind  up  see- 
ing a patient  and  providing  services 
without  ever  verifying  that  the 
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patient’s  insurance  is  still  valid.  If  you 
haven’t  verified  coverage,  then  nothing 
[jelse  matters,”  he  said. 

Dr  Marcus  says  he  has  heard  of  sev- 
jeral  cases  in  which  a surgeon  has  had 
problems  because  the  patient  changed 
or  lost  his  or  her  job  — and  thus 
[insurance  coverage  — between  the 
itime  the  primary  care  physician 
referred  the  patient  to  the  surgeon  and 
the  time  the  surgery  was  performed. 

Second,  physicians  must  make  sure 
they  have  large  enough  staffs  to  ade- 
quately handle  business  affairs  and 
make  sure  claims  are  filed  promptly 
;and  properly.  It  is  not  uncommon,  Mr 
Hunt  says,  to  see  business  office  work- 
ers taken  away  from  their  normal  jobs 
to  deal  with  patient  traffic. 

One  of  the  services  he  provides  is  a 
review  of  the  Explanation  of  Benefits 
forms  physicians  receive  from  the 
insurance  companies  to  see  why  pay- 
ment problems  occurred.  “A  lot  of 
times,  we  find  there  was  no  insurance 
[coverage  or  a claim  was  filed  beyond 
ithe  filing  deadline,”  he  said. 

Acknowledging  that  physicians  and 
insurance  companies  “are  just  trying  to 
do  their  jobs”  and  that  their  interests 
naturally  conflict,  Mr  Hunt  says  that 
as  medicine  changes,  there  may  come  a 
day  when  one  third  of  the  patient- 
physician-insurer  triangle  disappears. 

“The  question  is  who  is  not 
[needed.  As  things  change,  who 
[becomes  the  unnecessary  party?  I’m 
jwondering  if  at  some  point  the  insur- 
ance companies  are  going  to  become 
the  unnecessary  parties,  that  what  we 
are  going  to  see  is  more  sophisticated 
financing  systems  done  by  the  physi- 
cians themselves  or  by  health  plans 
that  are  essentially  owned  by  the 
physicians.  I think  there  may  be  an 
increasing  trend  toward  that.” 

For  more  information  on  the  meet- 
ings with  insurance  carriers,  call  Mr 
Reiner  at  (800)  880-1300,  ext  1407, 
or  (512)  370-1407.  ★ 
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Friend  or  foe? 

News  media  have  tremendous  impact  on  the  medical  profession 

By  Larry  BeS AW,  Associate  editor 


It  was  the  kind  of  story  couch  potatoes  longed  for. 
The  Journal  of  the  National  Cancer  Institute  pub- 
lished a Harvard  University  study  in  December 
showing  that  men  who  ate  at  least  10  servings  a 
week  of  tomato-based  foods  such  as  pizza  and  spaghetti 
sauce  are  up  to  45%  less  likely  to  develop  prostate  cancer. 
The  news  media  were  all  over  it  like  a cheap  suit.  The 
Associated  Press,  ABC,  CBS,  NBC,  and  CNN  all  reported 
the  story,  as  did  most  every  local  newspaper  and  television 
station.  This  was  big  news. 


Even  Tonight  Show  host  Jay  Leno  got  into  the  act.  The 
reason  men  who  ate  10  pizzas  a week  were  less  likely  to 
develop  prostate  cancer  before  they  were  50,  he  said,  was 
because  they  would  be  dead  before  they  were  40. 

As  hot  as  it  was,  the  tomato  story  died  a quick  death.  It 
was  rapidly  overshadowed  in  the  next  few  days  by  stories  on 
a new  drug  for  treating  multiple  sclerosis,  a study  warning 
that  misreading  prescription  bottle  labels  could  be  haz- 
ardous, new  research  in  infertility  problems,  a recommen- 
dation from  a scientific  panel  of  the  federal  Food  and  Drug 
Administration  to  approve  the  use  of  ultrasound  to  detect 
cancerous  breast  lumps,  and  a new  treatment  for  glaucoma 
that  seems  to  be  effective  despite  a curious  side  effect  of 
turning  brown  eyes  blue. 

To  borrow  a phrase  from  the  entertainment  world,  med- 
ical news  is  boffo  at  the  box  office.  It  is  almost  impossible  to 
pick  up  a newspaper  or  tune  in  a television  newscast  without 
seeing  a story  about  some  new  medical  breakthrough,  a new 
treatment  or  surgical  technique,  a new  technological 
advance,  or  that  this  food  will  shorten  your  life  or  that  food 
will  prolong  it.  Almost  every  medium-  to  large-market  tele- 
vision station  or  newspaper  has  at  least  one  medical  reporter 
on  staff.  In  some  cases,  the  reporter  is  a physician,  or  a physi- 
cian serves  as  a special  consultant  or  commentator. 

Television  news  departments  and  newspapers  are  con- 
stantly surveying  their  viewers  and  readers  to  find  out  what 
they  are  interested  in,  and  those  surveys  consistently  rank 
medical  news  at  or  near  the  top  of  the  list. 


“It’s  up  there  with  the  economy,, 
and  with  the  way  health  care  is  today,, 
the  two  are  synonymous,”  said  Dennis 
Johnson,  longtime  medical  reporter 
for  WFAA-TV  in  Dallas.  “You’re  talk- 
ing about  people’s  pocketbooks  and 
their  lives.  If  we  can  help  them  make 
better  decisions,  then  that’s  responsi- 
ble television.  II  the  report  is  done 
right  and  if  it’s  done  accurately,  they 
can  pick  up  potentially  life-saving 
information.  They  can  learn  how  to 
use  the  health-care  system  appropri- 
ately, wisely,  and  economically.” 

Steve  Jetton,  metropolitan  editor  of  the  Houston  Chron- 
icle, has  a simpler  explanation  as  to  why  medical  news  gen- 
erates such  interest.  “It  affects  everybody,”  he  said. 
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Such  media  interest  in  medical 
news  has  produced  an  army  of  public 
relations  people  eager  to  feed  the  daily 
•newscasts  or  newspapers.  Medical 
reporters  are  inundated  with  news 
releases  and  story  ideas  from  hospitals, 
medical  schools,  medical  journals, 
medical  technology  companies,  insur- 
ance carriers,  and  even  physicians 
themselves. 

The  effect  of  medical  news  report- 
ing, particularly  on  television, 
can  be  immediate  and  over- 
whelming. Jacksonville  internist 
Joe  Cunningham,  MD,  who 
idoes  a regular  2-minute  seg- 
ment on  the  NBC  affiliate  in 
Tyler,  recalls  the  time  he  inter- 
viewed an  orthopedic  surgeon 
about  a new  hip  replacement 
technique.  “This  is  rural  East 
Texas,  and  we  got  36  calls  the 
following  week,”  Dr  Cunning- 
ham said.  “That’s  a fairly  spe- 
cialized, obscure  kind  of  thing. 

It’s  amazing  the  impact  that 
television  has.” 


much  information  and  leave  them 
confused. 

“The  breakthrough  of  the  day  is 
just  as  bad  as  the  scare  of  the  day,”  he 
said.  “It  leads  news  consumers  to  have 
unrealistic  expectations.  They  think 
that  anything  can  kill  them,  but  then 
again  right  around  the  corner  is  a cure. 
It  doesn’t  work  in  either  direction.” 

In  a 1992  article  for  The  Journal  of 
the  American  Medical  Association,  Mr 


“The  breakthrough  of 
the  day  is  just  as  bad  as 
the  scare  of  the  day. 

It  leads  news  consumers 
to  have  unrealistic 
expectations.They 
think  that  anything  can 
kill  them,  but  then 
again  right  around  the 


corner  is  a cure. 


»» 


The  bad  news 

That  impact  has  led  some  to  question 
the  validity  of  medical  news  reporting. 
Some  critics  say  it  is  at  best  superficial 
and  misleading,  and  at  worst  harmful. 
One  such  critic  is  former  CNN  med- 
ical reporter  Gary  Schwitzer,  who  now 
i produces  educational  videos  for  the 
not-for-profit  Foundation  for  In- 
formed Medical  Decision  Making  in 
! Hanover,  NH.  He  worries  that  the 
“one-day  wonder”  stories  so  common 
on  television  — such  as  the  tomato 
story  — overwhelm  viewers  with  too 


Schwitzer  wrote  that  television  jour- 
nalists today  have  amazing  communi- 
cations technology  at  their  disposal  to 
help  them  report  the  news.  “But  view- 
ers of  television  medical  news  report- 
ing today  often  get  a distorted 
reflection,  with  a high-tech  twist,”  he 
said.  “When  stories  on  the  latest 
laparoscope,  laser,  or  lithotriptor  out- 
number stories  on  issues  concerning 
health  policy,  access  to  care,  and  qual- 
ity of  care,  something  is  out  of  bal- 
ance. Most  television  medical 
reporting  today  doesn’t  help  as  much 


as  it  confuses,  because  it  provides  no 
context,  follows  no  trends,  and  fosters 
unrealistic  expectations  on  the  part  of 
the  viewing  audience.” 

In  at  least  one  instance,  prolonged 
and  persistent  negative  media  cover- 
age has  resulted  in  an  unfavorable 
public  image  of  plastic  surgeons.  The 
September  issue  of  Plastic  and  Recon- 
structive Surgery  reported  the  results  of 
study  by  a team  of  communications 
scholars  at  the  University  of  South 
Florida  in  Tampa  and  Hong  Kong 
Baptist  University  who  analyzed 
media  reports  on  the  silicone  breast 
implant  controversy  and  how  they 
affected  Tampa  Bay  area  residents’ 
image  of  plastic  surgeons. 

“Plastic  surgeons  were  presented  as 
antagonists  in  the  'horror  stories’  of  sick 
women,  as  combatants  in  a medical 
community  divided  in  its  assessment  of 
health  risks,  and  as  profit-  oriented  busi- 
nesspersons,” the  researchers  wrote. 
“Patients  were  fully  developed  heroines, 
whereas  plastic  surgeons  were  described 
negatively  by  their  antagonists,  which 
undermines  the  expertise,  good  charac- 
ter, and  good  will  that  determine  credi- 
bility for  plastic  surgeons.  Providing  the 
press  with  stories  about  their  own  efforts 
to  help  patients  might  have  helped  plas- 
tic surgeons  receive  more  favorable  press 
and  enhance  their  credibility.” 

But  even  with  all  its  faults,  Mr 
Schwitzer  told  Texas  Medicine,  medical 
reporting  can  have  a positive  effect. 
“With  a more  informed  population, 
physicians  can  find  that  they’re  looking 
across  the  exam  table  at  patients  who 
are  more  up  to  speed,  who  do  not  need 
all  the  background  that  can  be  so  time- 
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consuming  on  so  many  different  health 
conditions,”  he  said. 

Dr  Cunningham  agrees.  “As  our 
health-care  system  is  in  the  midst  ol 
change  and  evolution,  the  time  patients 
can  spend  with  doctors  is  limited,”  he 
said.  “Even  if  there  are  other  avenues,  it 
is  not  the  same  as  someone  sitting  there 
telling  them  one-on-one.  That  void  is 
filled  somewhat  by  television  news 
where  someone  is  actually  explaining 
things.  Patients  find  it  very  educa- 
tional.” Susan  Rudd  Wynn,  MD,  of 
Fort  Worth,  chair  of  the  Texas  Medical 
Association  Council  on  Communica- 
tion, says  news  media  coverage  can  have 
both  a negative  and  a positive  effect  on 
physicians  and  their  patients. 

An  allergist  with  hall  her  prac- 
tice involving  the  treatment  of 
asthma  patients,  Dr  Wynn  says 
she  has  seen  the  impact  of  sto- 
ries about  potential  problems 
with  theophylline,  asthma 
inhalers,  and  antihistamines. 

“The  bad  news  is  some 
patients  will  read  half  of  the 
story,  won’t  ask  their  doctors 
about  it,  will  just  stop  medica- 
tions that  they  really  need,  and 
then  their  conditions  will  dete- 
riorate,” she  said.  “The  good 
scenario  that  happens  from 
these  frightening  stories  is  that 
they  might  bring  patients  into  the  office 
who  might  not  have  come  otherwise.” 

She  added  that  “in  the  long  run,  a 
lot  of  these  stories  are  beneficial 
because  it  gives  us  a chance  to  educate 
our  patients  properly.  In  almost  every 
situation,  we  have  been  able  to  turn 
these  lemons  into  lemonade,  and  it 
gives  us  access  to  patients  that  we  may 
not  have  had  before.” 

The  good  news 

Spurred  by  the  national  debate  over 
health-system  reform  and  plans  to 
transform  Medicare  and  Medicaid 
into  managed  care  programs,  both  the 
national  and  local  media  have  begun 
closely  examining  managed  care  and 
questioning  whether  the  quality  of 


care  is  being  compromised  in  the 
name  of  cost  savings. 

“The  really  big  subject  has  been  man- 
aged care,”  said  Ken  Ortolon,  director  of 
media  relations  for  TMA.  “The  man- 
aged care  industry  has  been  taking  it  on 
the  chin,”  he  said,  because  of  news 
reports  on  insurance  plans  requiring 
women  to  be  discharged  from  the  hospi- 
tal within  hours  after  giving  birth  and 
stories  on  patients  who  have  died  or  been 
made  seriously  ill  because  of  various 
requirements  of  their  managed  care 
plans.  “It’s  given  the  managed  care  indus- 
try a black  eye  and  made  people  really 
stop  and  think  about  the  quality  of  care 
they  are  getting,”  Mr  Ortolon  added. 


Dr  Wynn  says  media  coverage  of 
managed  care  issues  has  helped  her 
patients  understand  its  drawbacks.  In 
the  past  year,  she  says,  the  Fort  Worth 
news  media  have  devoted  extensive 
coverage  to  several  conflicts  related  to 
managed  care,  including  canceling 
contracts  with  physicians,  changing 
from  a fee-for-service  gatekeeper 
mode!  to  a capitated  system,  and 
changing  the  way  specialists  are  paid. 
“It  has  been  all  over  television  and  in 
the  newspapers,  and  a lot  of  it  has 
really  helped  educate  patients  as  to 
how  things  are  changing,  how  their 
health  is  not  necessarily  the  bottom 
line.  It’s  helped  them  to  become  better 
consumers,”  she  said. 

Dr  Wynn  says  managed  care  compa- 


nies and  employers  don’t  properly  edu- 
cate people  about  the  plans  before  they 
sign  up.  Many  of  her  patients  join  an 
HMO  because  it  is  the  cheapest  plan 
offered,  but  they  are  not  aware  they  will 
need  written  referrals  to  see  specialist 
physicians  they’ve  seen  for  years,  or  that 
their  primary  care  physicians  are  going 
to  be  paid  on  a capitated  basis  instead 
of  a fee-for-service  basis. 

“They  have  no  idea  the  rules  have 
changed,  but  now  they’re  starting  to 
learn  some  of  that  from  the  media. 
This  is  one  area  the  media  can  provide 
a very  useful  service  of  being  a watch- 
dog for  the  community  and  helping 
educate  people  so  they  can  make  bet- 
ter choices,”  she  said. 

The  media  and  you 
You're  in  your  office  seeing  patients 
when  your  office  manager  tells  you 
there  is  a reporter  on  the  telephone 
who  wants  to  interview  you.  What  do 
you  do?  The  first  instinct  may  be  to 
run.  Don’t. 

“Physicians  need  to  participate  in 
the  process,  especially  in  this  day  and  j 
age  when  so  many  people  are  putting 
their  spin  and  twists  on  things,”  Dr 
Cunningham  advised.  “It’s  very 
important  that  we  embrace  the  media 
and  participate.  They’re  going  to  get  a 
story  done,  and  there’s  a much  better 
chance  that  if  you  don’t  participate, 
they’re  not  going  to  get  it  done  right.” 
By  developing  a good  working  rela- 
tionship with  reporters  and  getting 
their  trust,  he  said,  “you  can  have  a 
tremendous  impact  on  how  that  infor- 
mation is  presented  to  the  public.” 

Mr  Ortolon  has  some  pointers  for 
dealing  with  the  media: 

• Don’t  do  the  interview  until  you  are 
ready.  If  you  don’t  know  the  subject 
well  or  are  not  comfortable  with 
answering  the  questions,  take  some 
time  to  think  about  them.  You  can 
also  call  Mr  Ortolon’s  office  at  (800) 
880-1300,  ext  1392,  or  (512)  370- 
1 392  for  a background  briefing. 

• Set  the  ground  rules  before  doing  the 


‘it’s  very  important 
that  we  embrace  the 
media  and  participate. 
They’re  going  to  get  a 
story  done,  and 
there’s  a much  better 
chance  that  if  you 
don’t  participate, 
they’re  not  going  to 
get  it  done  right.” 
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interview.  Find  out  what  the  ques- 
tions are  going  to  he  about  ahead  of 
time  so  you  can  be  prepared. 

• Use  plain  language  and  simple 
terms  as  much  as  possible. 

“The  doctor  has  to  keep  in  mind 
that  a reporter  is  not  there  to  be  his  or 
her  friend,  to  take  his  or  her  side  of  an 
issue,  or  to  get  his  or  her  message 
across,”  Mr  Ortolon  said.  “The 
reporter  is  there  to  report  the  news,  and 
to  try  to  be  balanced  and  give  both 
sides  of  an  issue.  The  fact  that  the 
reporter  calls  for  the  interview  is  the 
doctor’s  window  of  opportunity  to  get 
his  or  her  message  across.” 

While  there  is  no  way  to  control 
what  the  reporter  writes,  he  added, 
“the  best  way  to  get  your  message 
across  is  to  be  prepared,  know  the 
topic,  set  the  ground  rules,  and  be  cor- 
dial and  as  available  and  as  helpful  as 
you  can  be.  Those  kinds  of  things  win 
friends  among  the  media.  If  they  know 
they  can  come  to  you  and  get  good 
information,  you  can  help  build  good 
relations  with  the  media  and  possibly 
translate  that  into  positive  press.”  ★ 
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knowledge  of  coverages  and  the  current 
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practice,  we  have  the  solution  to  your 
insurance  needs  at  the  most  reasonable 
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Internet  jmenna@malpractice.com 
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In  the  mood 

After  3 decades,  Mike  Adkisson,  MD,  picks  up  his  horn 


By  Teri  Lee  Jones,  Associate  editor 


To  pick  up  a musical  instrument  after  30  years  of 
not  playing  it  and  hope  to  join  an  orchestra  is 
something  most  folks  just  ought  not  try  Even 
more  foolhardy  would  be  trying  the  same  thing 
with  an  instrument  you’d  never  played  before.  But  nobody 
mentioned  that  to  one  physician  horn  player,  and  it’s  a 
good  thing,  too,  or  lots  of  North  Texans  wouldn’t  be  waltz- 
ing and  fox-trotting  the  night  away  every  other  weekend  or 
so  to  live,  big-band  swing  music. 


One  day  about  1 5 years  ago,  longtime  Greenville  pedi- 
atrician Mike  Adkisson,  MD,  just  got  the  itch  to  play  his 
horn  again.  Word  had  gotten  around  town  that  some  local 
musicians  were  thinking  of  putting  together  a band  — one 
that  would  later  become  The  Big  Band  Jazz  Orchestra,  a 
20-piece  orchestra.  Succumbing  to  his  long- 
buried  love  of  music,  Dr  Adkisson  called 
bandleader  Don  Cartwright  to  see  if  he 
could  come  over  while  they  rehearsed.  “No, 

Mike,”  Mr  Cartwright  answered.  “You  can’t 
come  over  and  watch  us,  but  you  can  bring 
your  horn  and  play.” 

That  got  the  ire  of  Mr  Cartwright’s 
brother,  music-store  owner  and  lead  sax  player 
Bob  Cartwright.  “Don,”  he  said,  “why  did  you 
have  to  go  and  do  that?  Mike  can’t  play,  he 
hasn’t  played  in  years,  and  we  don’t  even  need 
a clarinet  player.’’ 

But  Bob  Cartwright  didn’t  know  Dr 
Adkisson  very  well  then.  As  Greenville’s  only 
pediatrician  for  some  25  years,  most  every- 
body in  the  town  of  25,000  knew  him.  But 
they  knew  him  mostly  as  their  children’s 
physician  — a shy,  kind  of  unassuming  guy. 

And  although  he  had  lived  almost  his  whole 
life  there,  few  residents  knew  that  once  the 


good  doctor  set  his  mind  to  some- 
thing, you  could  consider  it  done. 

“I  was  kind  of  rusty  for  a while,”  Dr 
Adkisson  said.  “But  I really  wanted  to 
play  again.  I guess  I had  missed  it  more 
than  I realized.”  What  the  band  needed 
was  a saxophone  player,  so  Dr 
Adkisson  figured  he’d  better  learn  to 
play  sax.  Even  though  he  had  been  an 
accomplished  clarinet  player  as  a 
youngster,  he  hadn’t  played  saxophone. 
Don  Cartwright  remembers  telling 
his  brother  to  calm  down  about  his  invitation  to  Dr 
Adkisson.  “I  told  my  brother,  the  music-store  tycoon,  that 
if  he’d  just  coach  Mike  a little  bit  and  give  him  a chance, 
he'd  later  buy  the  most  expensive  tenor  saxophone  he  had 
in  his  store.” 


5: 


Greenville  pediatrician  Mike  Adkisson,  MD,  picked  up 
the  sax  and  renewed  his  love  affair  with  music. 
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In  high  school,  Dr  Adkisson  was 
an  all-state  clarinetist  and  drum  major 
of  his  school’s  band.  In  college  at 
Texas  A&M,  he  played  in  The  Aggie 
Band  and  the  Aggieland  Orchestra. 
But  he  set  down  his  horn  after  gradu- 
ation, letting  it  gather  dust  for  more 
than  a quarter  of  a century. 

“When  I was  growing  up,  I dreamed 
of  playing  with  Harry  James  or  Benny 
Goodman  or  Glenn  Miller,”  Dr 
Adkisson  said.  “That’s  what  I would 
loved  to  have  done,  but  I never 
was  that  good.  I just  got  busy 
with  other  things  after  college 
and  stopped  playing.” 

Dr  Adkisson  went  straight 
into  the  Air  Force  after  college 
and  served  2 years  during  the 
Korean  War,  spending  most  of 
his  time  in  Africa  and  Europe. 

“I  was  an  officer  courier,  a glori- 
fied mailman,”  he  said.  That 
description  of  his  wartime 
duties  is  typical  Mike,  accord- 
ing to  Don  Cartwright,  a 
retired  Air  Force  colonel. 

“Don’t  let  him  fool  you.  He 
wasn’t  any  old  mailman.  He 
handled  top-secret  stuff  all 
around  Tangier,  Gibraltar, 
Casablanca,”  Mr  Cartwright  said 
was  the  kind  of  guy  with  a briefcase 
handcuffed  to  his  wrist  and  a pistol  on 
his  hip,  who  couldn’t  even  tell  you  what 
his  job  was  or  he’d  have  to  shoot  you.” 

With  his  degree  in  floriculture  from 
A&M,  Dr  Adkisson  came  home  after 
the  Air  Force  to  help  run  his  family’s 
large,  wholesale  floral  business  in 
Greenville.  But  after  6 years  of  that,  at 
the  age  of  29  and  with  a wife  and  4- 


year-old  son,  he  decided  to  go  to  med- 
ical school.  “I  think  he  felt  he  was  wast- 
ing his  intellect,”  said  Joe  Rutherford, 
Dr  Adkisson’s  friend  of  60  years.  “He 
was  always  real  brainy  and  never  had  to 
knuckle  down  in  school  until  college, 
and  then  not  even  the  kind  of  knuck- 
ling down  the  rest  of  us  have  to  do.  " 
Dr  Adkisson  describes  completing 
medical  school  at  The  University  of 
Texas  Medical  Branch  at  Galveston  as 
perhaps  his  greatest  accomplishment. 


“When  I was 
growing  up,  I dreamed 
of  playing  with 
Harry  James  or  Benny 
Goodman  or  Glenn 
Miller.  That’s  what 
I would  loved  to 
have  done,  but  I 
never  was  that  good.” 


and 

“He 


Even  though  floriculture  was  a science 
degree  and  even  though  he  had  always 
been  a good  student,  he  says,  “It  was 
hard  getting  back  into  the  swing  of 
things.”  And  in  an  accelerated  3-year 
program,  he  had  to  study  intensely  to 
make  it.  Nontraditional,  older  stu- 
dents were  not  all  that  uncommon  in 
medical  school  then.  Other  veterans 
like  him  had  come  back  from  the  war 
seeking  a postgraduate  education. 

He  headed  straight  home  after  fin- 


ishing his  training,  set  up  a solo  prac- 
tice, and  has  since  busily  tended  to 
Greenville’s  children.  When  the  chance 
came  to  play  his  horn  again,  he  just 
couldn’t  pass  it  up.  Now  that  he  has 
become  one  of  Dr  Adkisson’s  closest 
friends,  Bob  Cartwright  realizes  how 
unfounded  his  trepidations  about  Dr 
Adkisson’s  musical  abilities  were.  “He’s 
very  tenacious,"  Mr  Cartwright  said. 
“When  he’s  really  interested  in  some- 
thing, he  gives  it  his  whole  heart.” 

Friends  tease  him  about  his  enthu- 
siasm for  playing,  especially  after  he 
started  up  a second  band  not  long 
after  joining  The  Big  Band  Jazz 
Orchestra.  “He  was  so  glad  to  get  to 
play  again,  he  wanted  to  play  every 
weekend,"  Don  Cartwright  said. 
Originally  a Dixieland  combo,  the 
nine-member  Doc  and  the  Gang 
Orchestra  that  Dr  Adkisson  founded 
performs  jazz,  swing,  and  contempo- 
rary ballads.  The  mini-orchestra  now 
performs  under  the  sponsorship  of  a 
division  of  New  York’s  Columbia 
Artists.  As  its  manager,  Dr  Adkisson 
has  worked  diligently  to  promote  the 
band,  even  securing  a gig  at  the  1984 
Republican  National  Convention.  If 
he  set  his  sights  on  Carnegie  Hall, 
friends  say,  it  would  just  be  a matter  of 
time  before  Doc  and  the  Gang  graced 
that  stage  as  well. 

The  depth  of  his  devotion  to  both 
bands  has  been  evident,  friends  say,  on 
the  few  occasions  when  band  perfor- 
mances have  conflicted  with  his 
beloved  Aggie  football  games.  “If  you 
can  believe  it,  he  missed  the  A&M 
and  Texas  game  in  December  for  us  to 
go  play  in  Dallas,”  Don  Cartwright 
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All  you  need  is  a telephone 

AND  A FAX  MACHINE. 

The  information  that  you  need  from  TMA  is  just  a phone  call  and 
a fax  away!  TMA  ON-CALL,  your  professional  fax-on-demand  ser- 
vice, gives  you  access  to  documents  that  contain 
current  information  from  TMA  departments  such  as: 

*-  Practice  Management  Services 
•-Publications 

•-  Risk  Management  Programs 
•-Texas  Physician  Services  Organization 


TOPICS  INCLUDE: 

Document  Code 

free' 

Index  of  Documents  (1  pg.) 9999 

free' 

TMA  Seminars  Schedule  (2  pgs.)  9201 

Glossary  of  Managed  Care  Terminology  (6  pgs.)  1001 

Managed  Care  Contract  Checklist  (2  pgs.) 1002 

Managed  Care  Model  Contract  (6  pgs.) 1003 


HERE’S  HOW  IT  WORKS 


1.  Call  (800)  360-4TMA. 

2.  Request  a free  index  of  TMA  ON-CALL  documents,  via  your  fax 
machine.  A voice  prompt  will  guide  you  through  the  service. 
Enter  9999  to  receive  a free  Index  of  Documents. 

3.  Call  TMA  ON-CALL's  toll-free  number  again  and  have  your  cred- 
it card  and  index  ready.  Then  enter  the  codes  for  the  documents 
you'd  like  to  receive  and  you  will  receive  them  right  away. 

FEES:  Some  TMA  ON-CALL  documents  are  available  free  of  charge,  and  other  docu- 
ments cost  $1  per  page.  Please  refer  to  the  index  for  the  pricing  of  individual  docu- 
ments. Documents  can  be  charged  with  VISA,  MasterCard,  or  American  Express. 


said.  “It  almost  killed  him.”  Dr 
Adkisson  has  missed  few  home  games 
since  the  Korean  War,  and  friends 
know  to  stay  away  from  him  when  his 
team  loses.  “Cut  this  guy  and  he 
bleeds  maroon,”  Don  Cartwright  said. 

His  friends  unanimously  describe 
him  as  an  even-tempered,  low-key, 
gentle  person.  “Mr  Organized,”  they 
call  him,  which  is  something  Dr 
Adkisson  admits  is  his  weakness.  “I  can 
be  a little  too  exacting  in  what  I do.” 
Occasionally,  he  slips  oft  his  perfectly 
orderly  perch.  There  was  the  time  he 
and  his  wife,  Beverly,  went  skiing  with 
Bob  Cartwright  and  his  wife,  Sandra, 
in  Colorado.  Running  late  to  catch  an 
airplane,  they  were  rushing  to  pack  up 
the  rental  car  when  Dr  Adkisson,  who 
was  going  to  drive,  decided  to  stick  his 
ski  jacket  in  the  trunk. 

“I’ll  never  forget  the  look  of  horror 
on  his  face  the  second  he  realized  where 
those  car  keys  were,”  Bob  Cartwright 
said.  Recovering  the  keys  from  the 
jacket  pocket  entailed  breaking  into  the 
car,  pulling  out  the  back  seat,  and 
wrenching  the  ski  jacket  through  a tiny 
space.  “He  told  me  to  just  tear  up  the 
damn  jacket,”  Mr  Cartwright  said. 
“Every  once  in  a while  he’ll  do  some- 
thing like  that,  and  then  we  know  he’s 
human,”  Mrs  Adkisson  added. 

At  a recent  Doc  and  the  Gang  per- 
formance at  the  Wyndham  Anatole 
hotel  in  Dallas,  dancers  stepped  back 
in  time  to  the  melodies  of  “A  String  of 
Pearls,”  “Stardust,”  and  “Blue  Moon.” 
Mild-mannered  Dr  Adkisson,  who 
friends  say  “comes  alive”  when  per- 
forming, sat  front  and  center,  but 
stood  for  his  solos.  “Musically,  I’m  not 
very  talented  — I don’t  really  play  all 
that  well,”  Dr  Adkisson  claims.  “But  I 
sound  alright  because  the  other  guys 
cover  for  me.’’ 

“Aw,  don’t  let  him  fool  you,”  Don 
Cartwright  said.  “If  Mike  can’t  blow  a 
horn,  Emmitt  Smith  can’t  play  foot- 
ball.” ★ 
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Sometimes  even  having 
two  doctors  in  the  house  isn't  enough. 


Browning  Sterner’s  parents  are  doctors.  And 
when  they  found  out  he  had  cerebral  palsy,  they 
came  to  Easter  Seals  lor  help.  They  knew  that  even 
with  28  years  in  the  medical  prolession  between 
them,  Easter  Seals  had  the  experience  they  really 
needed.  With  a 75-year  history  ol  helping  people 


with  disabilities,  Easter  Seals  had  the  right  resources 
and  facilities  to  help  Browning.  Today,  he’s  )ust  the 
active  5-year-old  he  should  be.  Proof  that  helping 
people  make  the  most  of  their  abilities  is  what 
Easter  Seals  is  all  about.  And  that  a 75-year  track 
record  is  pretty  hard  to  beat.  Give  Ability  A Chance. 


© 1993  National  Easter  Seal  Society 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology- Allergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhinolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/43  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  713  MIGRAINE  or  713  694-8188,  FAX  713  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

I AMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 

7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 

EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


TX-AN  PAIN  MANAGEMENT,  L.L.P. 

Diplomate  American  Board  of  Anesthesiology 
A.B.A.  Certified  in  Pain  Management 
Neil  J.  Atlin,  DO 
Jacob  Roffe,  MD 

9 Medical  Parkway,  Suite  103,  Dallas,  Texas  75234 
Telephone  (214)  488-8926 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  &:  Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 

214  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS 

George  F.  Cravens,  MD,  PA 
Thomas  R.  Donner,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  817  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 
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Ophthalmology 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 
Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 
Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas,  Texas  75230;  2 1 4 66 1 -70 1 0 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
214  879-6299 


Orthopedic  Spinal  Surgery 

JOHN  A.SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  FAX  (817)  468-7676 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray.  Lawson,  MD  Richard  D.  Schubert,  MD 
Robert  D.  Vandermeer,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 
William  A.  Bruck,  MD  Daniel  E.  Cooper,  MD 
W.Z.  Burkhead,  Jr.,  MD  Paul  C.  Peters,  Jr.,  MD 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2383;  214  220-2468;  FAX  214  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316,  800  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  214/350-7500 


Donald  Mauldin,  MD  Philip  Graehl,  MD  James  Ough,  MD 

Richard  Jones,  MD  Joseph  Jacko,  MD  Charles  Neagle,  MD 

Kevin  Gill,  MD  Charles  Cook,  MD  Scott  Paschal,  MD 

James  Montgomery,  MD  Kenneth  Driggs,  MD  Larry  Johnson,  MD 

William  Burns,  MD  Samuel  Bierner,  MD  Marvin  Van  Hal,  MD 

Eric  Coligado,  MD 

Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  214/353-9636 

Donald  Mauldin,  MD  Larry  Johnson,  MD  William  Burns,  MD 

Kevin  Gill,  MD  Charles  Neagle,  MD  Eric  Coligado,  MD 

James  Montgomery,  MD  Kenneth  Driggs,  MD  Marvin  Van  Hal,  MD 

Charles  Cook,  MD  James  Ough,  MD  Philip  Graehl,  MD 

Scott  Paschal,  MD  Samuel  Bierner,  MD 

2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061,  214/254-8000 

Marvin  Van  Hal,  MD 
Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  214/492-1334 

Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  214/241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl.  MD  James  Guess,  MD 

3500  1-30.  Suite  C-101,  Mesquite,  TX  75150.  214/682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beldine  Road,  Suite  101,  Mesquite,  TX  75149,  214/288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021 , 817/267-4492 


Mark  Greenberg,  MD 
Bruce  Faust,  MD 


Philip  Graehl,  MD 
Craig  Goodhart,  MD 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121 , McKinney,  TX  75069,  214/562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street.  Frisco,  TX  75034,  214/377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  214/265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  214/964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  915/672-4372 


Kevin  Gill,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  210  226-2424 
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Opportunities  Available 

Emergency  Medicine 


EMERGENCY  MEDICINE 
OPPORTUNITIES 


Available  for 

QUALIFIED  PHYSICIANS 


WITH  EMERGENCY  ROOM  EXPERIENCE 
LICENSED  IN  THE  STATE  OF  TEXAS 


Practice  Opportunities  available  in  the  San  Antonio  Area 
and  the  Rio  Grande  Valley 

Medical  Liability  Insurance  may  be  procured 
Independent  Contractor  Status 

Contact  Sue  Simin  at  800/745-5402  or 
Fax  your  CV  to  214/484-3739. 


HOUSTON, TX  area:  Seeking  qualified  medical  director 
for  ED  at  145  bed  facility  just  south  of  Houston  in  nice 
suburb.  Must  be  BC/BE  EM,  PC  and  enjoy  work  in  Level 
II  trauma  center.  Volume  is  at  $ 1450/month  and  remunera- 
tion is  approximately  $170,000  annually,  plus  benefits. 
Good  nursing  and  back-up.  For  confidential  consideration, 
please  contact  Pat  Weidman  at  1-800-745-5402  or  fax  CV 
to  214-484-3739. 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


WE  ARE  A MULTI-HOSPITAL  GROUP  committed  to 
providing  extraordinary  medical  care  and  leadership  in  the 
field  of  emergency  medicine.  Several  opportunities  available  in 
the  Dallas/Fort  Worth  area  as  well  as  North  and  East  Texas. 
Annual  ED  volumes  range  from  1 1 ,000  to  30,000.  Compen- 
sation: $150-$200K/year  plus  productivity  incentive  and  paid 
malpractice  insurance.  Medical  Directorship  training  and 
ownership  options  available.  If  interested,  contact  Carl  Hunt, 
Metroplex  Emergency  Physician  Associates,  PA,  14651  Dallas 
Parkway  See.  # 700,  Dallas,  Texas  75240;  800/346-6687  or 
214/774-8238;  or  FAX  CV  to;  214/789-0339. 


WEEKEND  EMERGENCY  ROOM  COVERAGE 

FP.  IM,  EM  physicians  needed  to  staff 
central  Texas  military  base  ER  from  7 a.m. 
Fridays  until  7 a.m.  Mondays.  BLS.  ACLS, 
required.  3rd  year  residents  accepted. 
Lodging,  malpractice,  travel  provided.  Call 
Mark  Morris,  1-800-226-7376. 

TEXAS  - Emergency  Medicine  opportunities  near  South 
Padre  Island.  Volumes  range  from  12,000  to  24,000  annual 
patient  visits.  Directorship  and  staff  positions.  BC/BP  IM, 
FP,  or  EM.  For  more  information,  call  Sue  Simin  at 
800/745-5402  or  fax  CV  to  214/484-3739. 

TYLER,  TX  AREA  - Enjoy  living  in  safe,  value-oriented 
community.  Wonderful  place  to  raise  a family.  Approxi- 
mately 90  minutes  from  Dallas  yet  close  to  shopping,  univer- 
sity, and  outdoor  sports.  ED  annual  volume  14,000.  Superb 
nursing  and  physician  staff.  Physician  fees  are  competitive, 
exceeding  1 50K  with  productivity  incentive.  No  state  income 
tax.  All  interested  physicians,  please  fax  CV  to  214/241-6318 
or  call  Sally  Smith  Williams  at  800/745-5402. 

SAN  ANTONIO,  TEXAS  AREA  — Opportunities  avail- 
able in  EM  for  Primary  Care  Physicians,  seeking  a lifestyle 
change,  not  just  a career  change.  12,000-14,000  annual 
volume.  For  more  information,  call  Sue  Simin  at 
800/745-5402  or  fax  CV  to  214/484-3739. 


DALLAS/FT.  WORTH,  TX  AREA  - Suburban  hospital 
35  minutes  from  Metroplex.  Expanding  ED  with  annual 
volume  of  15,000.  Excellent  nurses  and  back-up  staff.  Close 
to  shopping,  city  amenities,  and  family  recreation  areas. 
Remuneration  based  on  productivity  and  quality  of  care 
with  guarantee  in  180K  range.  No  state  income  tax.  All 
interested  physicians,  please  fax  CV  to  214/241-6318  or 
call  Sally  Smith  Williams  at  800/745-5402. 

Family/General  Practice 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


FP’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  S140K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#0143FAF 

GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 

1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


TEXAS  - DALLAS/FT.  WORTH  and  HOUSTON 
METRO  AREAS:  Family  Practice  positions  with  CIGNA 
HealthCare.  Outpatient  only.  Excellent  call  schedule  and 
work  environment.  Contact:  Dave  Duncan,  222  S.  Central, 
Suite  400,  St.  Louis,  MO  63105.  Ph.  800-678-7858. 
FAX:  314-726-0026. 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 

AUSTIN, TEXAS  - BC/BE  FAMILY  PHYSICIANS 

needed  for  rapidly  expanding,  primary  care  network.  Physi- 
cian-directed and  managed.  Call  1:4  or  better.  Salary, 
bonus,  benefits.  Call  or  send  CV  with  cover  to:  Jane  Vogt, 
1-800-546-0954,  I.D.  #4020,  222  S.  Central,  Ste  700, 

St.  Louis,  MO  63105.  FAX:  314-726-3009. 
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East  Texas  Medical  Center  Regional 
Healthcare  System  wants  you  to  join 
their  rapidly  expanding  family.  Located  1 00 
miles  east  of  Dallas  with  immediate  access  to 
the  big  city  but  none  of  the  hassles  Practice 
specialties  most  needed: 

Internal  Medicine 
Family  Practice 
Pediatrics 

Opportunities  to  be  a part  of  a dynamic 
healthcare  system  with  outstanding,  award- 
winning medical  facilities.  You  can  have  blue 
skies,  beautiful  lakes  surrounded  by  forests, 
rolling  hills  and  green  pastures.  You  will  find 
a level  of  health  care  in  East  Texas  that  equals 
our  quality  of  life. 


If  you  are  a BE/BC  physician  that  would  like  to 
hear  more  about  the  opportunities,  call  our  toll- 
free  number  or  fax  your  CM.  to  (903) 


597-6387. 


0 

BBaa 

ocao 

ocas 


ETMC 


East  Texas  Medical  Center 
Regional  Healthcare  System 


Le  Schmidt  or  Anita  Odom 
1000  S.  Beckham  • Tyler,  TX  75701 
1-800-251-5636 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Neurosurgery. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 


AMBULATORY  FAMILY  PRACTICE 


The  City  of  Fort  Worth  Health  Department  is  seeking  a BE/BC  family 
practice  or  public  health /preventive  medicine  physician.  Will  work  in 
areas  of  pediatrics,  family  planning,  STD  control  and  HIV  services. 

Consider  a full-time  public  health  career  with  no  office  overhead,  no 
night  call,  flexible  hours,  research  opportunities  and  excellent  benefits. 

Send  CV  to:  Alecia  A.  Hathaway,  MD,  MPH 
Fort  Worth/Tarrant  County  Health  Departments 
1800  University  Drive,  Suite  204 
Fort  Worth,  TX  76107 
(817)  871-7208 
fax  (817)  871-8589 


AUSTIN,  TEXAS 
The  City  of  Austin, 
Texas/Travis  County 
Health  and  Human 
Services  Department 


Has  excellent  opportunities  for  Family 
Physicians  to  provide  care  in  Women’s 
Health,  Pediatric,  and  Adult  in  commu- 
nity based  clinics.  Benefits  include 
vacation,  sick,  and  holiday  pay,  paid 
malpractice  insurance,  memberships 
and  CME  allowance.  Contact: 

Phil  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth 
and  Houston.  Low  stress,  office  based  practice.  No  nights, 
no  emergencies,  and  no  hospital  work.  Paid  malpractice. 
M-F.  Lucrative  salary  and  benefits.  Call  Lisa  Cole  at 
! -800-254-6425,  or  fax  CV  to  214-258-0838. 


Spanish-speaking  FP’s  needed  throughout  Texas,  Okla- 
homa, Florida,  Arizona,  Ohio,  and  Chicago.  High  income 
guarantees,  full  benefits,  call  coverage.  Call  Mary  Latter  - 
800-520-2028.  Job  #M  1 1 5FAF 

DALLAS  and  HOUSTON  METRO  AREAS  - Family 
Practice.  Outpatient  and/or  inpatient  positions  with 
CIGNA  HealthCare.  Excellent  call  schedule.  Contact: 
Dave  Duncan,  1-800-678-7858,  222  S.  Central,  Suite  400, 
St.  Louis,  MO  63105.  FAX:  314-726-0026. 

SOUTH  TEXAS:  Family  medicine  group  of  4 Physicians 
and  1 PA.  in  a Rural  Health  Clinic  wish  to  add  another  F.P. 
Contact  Mid  Coast  Medical  Center,  305  Sandy  Corner 
Rd.,  Ste  120,  El  Campo,  TX  77437.  Phone  409-543-5510, 
Fax  409-543-4137. 

SAN  ANTONIO  - BC/BE  family  physicians  needed. 
Physician-directed  group,  no  production  quotas,  call  1:4, 
salary  plus  bonus  leading  to  shareholder  status,  no  Saturday 
or  evening  hours.  Call  or  send  C.V.  with  cover  to:  Jane 
Vogt,  1-800-546-0954,  I.D.  #3945,  222  S.  Central  Ave., 
Ste.  700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Plano, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)338-7107. 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  The  TEXAS  Specialists 


• Academic  Positions  (in 
FP,  IM  and  Pediatrics) 

• Cardiology 

• Correctional  Medicine 

• Dermatology 

• Family  Practice 


Physician 
Resource 
Network 


Gastroenterology 

Hematology/Oncology 

Internal  Medicine 

Obstetrics/Gynecology 

Pediatrics 

Child  Psychiatry 

Radiology 


(817)  431-9679  ♦ (800)  525-6055  • Fax  <817)431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 
PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immuno 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg. 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med  /Rehab 

Travel 

Family/Gen  Pract. 

Occup-  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont.  Education 

Geriatrics 

Oncology 

Radiology 

Business  & Financial 

Rheumatology 

Services 

Urology 

6o 
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YOU  ONLY  NEED  TO  MAKE  1 CALL 


We  Do  All  Of  The  Work 


2750  HOSPITALS  & 4500  GROUPS 

Actively  searching  for  physicians 
Every  community  in  Texas  and  the  country  . . 


Amarillo 

Cincinnati 

Tampa 

Dallas 

Boston 

Dayton 

Houston 

Kansas  City 

Springfield 

San  Antonio 

St.  Louis 

Cleveland 

El  Paso 

Indianapolis 

Detroit 

Beaumont 

Norwich 

Milwaukee 

Austin 

Columbus 

Rockford 

Ft.  Worth 

Richmond 

Chicago 

Tyler 

Ft.  Wayne 

Greenwood 

Wichita  Falls 

Rochester 

Phoenix 

Corpus  Christi  Syracuse 

Minneapolis 

Bay  City 

Birmingham 

Atlanta 

Texarkana 

Tallahassee 

Lincoln 

Traditional,  no  call,  no  inpatient,  loan 
forgiveness,  signing  bonuses  and  more 

NEW  OPENINGS  DAILY 
CALL  MARY  LATTER! 
The  Curare  Group,  Inc. 
£pik  (800)520-2028 

(wij)  Fai  (504)  867-8308 
vjgx' M-F 9-8pm  Sat  1-5 EST 

M193MAF 


internal  Medicine 

IM’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/ recreational 
areas!  BEST  access  to  culture  and  metro.  $120K+,  loan 
repayment.  Call  Mary  Latter  at  1-800-520-2028!  Job 
#01441 1AF 

DALLAS,  TEXAS  - Established  single-specialty  group 
practice.  Prosperous  suburban  community.  Growing  area 
needs  additional  internists.  Exceptional  income  potential. 
Full  partnership.  Contact  Patrick  Schmidt  1-800-338-7107 
or  Fax  (414)  785-0895. 

HOUSTON, TEXAS  - Inpatient  IM  for  premier  group  in 
Northwest  Houston.  Call  1:4.  Income  top  90th  percentile. 
Scheduling  interviews  now.  Call  Melissa  McMurray  at 
1-800-546-0954,  I.D.#4067. 


AUSTIN,  TEXAS  - BC/BE  INTERNISTS  needed  for 
rapidly  expanding,  primary  care  network.  Physician- 
directed  and  managed.  Call  1:4  or  better.  Salary,  bonus, 
benefits.  Priority  consideration  will  be  given  to  candidates 
able  to  relocate  within  2-6  months.  Call  or  send  CV  with 
cover  to:  Jane  Vogt,  1-800-546-0954.  Practice  I.D.# 
4006,  222  S.  Central,  Ste.  700,  St.  Louis,  MO  63105. 
FAX:  314-726-3009. 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE,  BOARD  CERTIFIED  OR 
BOARD  ELIGIBLE,  UNIQUE 
OPPORTUNITY  WITH  PRIMARY 
CARE  GROUP  to  provide  hospital  inpa-l 
tient  care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  Other  attractive 
opportunities  in  suburban  areas  of 
Dallas/Fort  Worth.  Very  attractive  compen- 
sation package  includes  salary,  plus  bene- 
fits to  include  professional  liability  insur- 
ance, major  medical  and  term  life  insur- 
ance, paid  vacation,  one-week  paid  CME 
time,  a $2000  CME  allowance,  a retire- 
ment program,  and  financial  incentives  to 
promote  individual  achievement  and  group 
goals.  This  is  a physician-managed  group. 
For  additional  information,  contact  Brenda 
Lancaster,  Texas  Primary  Care,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201; 
214/71 2-20 1 8 or  800/527-2 1 45. 

BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 

METRO  TEXAS:  BC  IM  needed 
immediately.  Full  hospital  support 
and  call  coverase,  $150,000  guar- 
antee. Call  Mary  Latter  today  - 
800-520-2028.  Job#183!AF 


SAN  ANTONIO,  TEXAS  - Outstanding 
opportunity  for  BC/BE  internist  in  beautiful  San 
Aritonio.  Presently  adding  to  staff  of  multispe- 
cialty clinic  with  satellite  office.  Adjacent  to 
major  hospital  center.  Fee-for-service  and  sever- 
al managed  care  plans.  Contact:  Leroy  Kitch, 
Skinner  Clinic,  124  Dallas  S.,  San  Antonio,  TX 
78205.  PH:  210-224-1771. 
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In*  rim 

Physicians® 

* 

In  Texas  since  1982'' 

Helping 

provide  continuity 
of  patient  care. 

0*  Locum  Tenens 

0^  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 
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Locum  Tenens 


PRACTICING  MEDICINE  ISN’T  WHAT 
IT  USED  TO  BE.  IT’S  BETTER. 


You’ve  earned  the  right  to  practice  medicine 
on  your  own  terms.  As  a CompHealth  locum 
tenens  physician,  you  can  keep  doing  the 
work  you  love,  without  the  headaches  and 
hassles  of  running  a practice.  Work  where 
you  want,  as  much  as  you  want.  As  the  largest 
healthcare  staffing  group,  we  give  you  the 
most  options  in  the  most  places.  We  even 
offer  Trial  Practice  and  Permanent  Placement 
services  if  you  are  looking  for  a new  full-time 
spot.  Our  personal  service  makes  it  easy.  Call 
us  today  for  more  information  about 
working  with 
CompHealth. 

800-328-3051 


Your  Health  Care  Resource 


Staff  R 

the  staffing  solution 
a DSl  company  ■* 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSl  family  of 
companies  and  will  now  be  known  as  DSl  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSl,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSl  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSl  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)  405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


Occupational  Medicine 

DALLAS,  TEXAS.  Physician  needed  for  a rehab/medical 
office.  Low  stress,  office  only.  No  nights  or  holidays.  Regu- 
lar office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 

Dallas,  TX  75235.  Attention:  Cindy  Burleson. 

DOCTORS  CLINIC  HOUSTON  is  positioned  at  the 
forefront  of  Occupational  Medicine  in  Houston.  With  a 
network  of  six  facilities,  we  are  Houston’s  largest  group  spe- 
cializing in  Occupational  Medicine.  For  more  information 
contact  Physician  Recruitment,  (713)  496-2526  or  forward 
your  CV  to  Doctors  Clinic,  14770  Memorial  #200,  Hous- 
ton, TX  77079  or  by  fax  at  (713)  496-531 1 . 


Pediatrics 


AUSTIN,  TX  - BC/BE  pediatrician  needed  for  busy, 
established  practice.  Call  1:4.  Salary,  plus  bonus,  leading  , 
to  partnership.  Call  or  send  C.V.  with  cover  to:  Jane  Vogt,  j 
1-800-546-0954,  I.D.  #3691,  222  S.  Central  Ave.,  Ste  J 
700,  St.  Louis,  MO  63105.  FAX:  314-726-3009. 

TEXAS  - BC/BE  pediatric  subspecialist  needed  for  expan-  I 
sion  ol  pediatric  program  with  approved  residency.  Quali- 
fied persons  needed  in  nephrology,  ambulatory  pediatrics, 
and  hematology/oncology.  Driscoll  Children’s  Hospital  is  a 
private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 


Pediatricians  needed. 

Up  to  $115,000,  excellent  benefits, 
signing  bonuses  at  some  sites. 
Opportunities  throughout  Texas  and 
nationally.  Job  #M124PAF 

Call  Mary  Latter  800-520-2028! 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  group,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


It  keeps 
more  than 
memories 
alive. 


AMERICAN  HEART 
ASSOCIATION 
MEMORIALS  & TRIBUTES 


1-800- AH  A-USA1  4 

American  Heart  Association 

This  space  provided  as  a public  service. 
©1993,  American  Heart  Association 
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Preventive  Medicine 


Radiology 


Physicians...  is  'j)ttoenUo€  /Hedicint  fa  you? 

Is  your  practice  hassle  free P 

Do  you  work  nights  or  weekendsP 

Is  your  salary  in  the  top  1/3  of  medical  practices P 

Ultrafit  preventive  medicine 

fa  tf/MCl 

Our  benefits  include  malpractice  insurance,  paid 
vacations,  stock  options  and  much  more! 

Ultrafit1  S concept  is  simple. 

We  use  a combination  of  diet,  exercise  and  stress 
mangement  to  help  our  patients  to  happier,  healthier 
lifestyles. 

Ultrafit  is  Uekinff  fa  mdicml  iiteeUts 

to  expand  our  clinic  base  throughout  Texas  and  the  Nation. 
Ultrafit  prefers  B.C./B.E.,  /./IT.  OR  F.P.  Duties  include  stress 
testing,  general  practice  and  nutritional  counseling. 


If  you  are  interested  in  joining  Ultrafit,  please  Fax  your 
CV  to  Ultrafit  Centers,  Inc.,  to  210/495-0567 


RADIOLOGIST  - Part-t  ime  position/association  with 
small  diagnostic  clinic.  Send  resume  to  Health  Diagnostic, 
Inc.,  718  W.  Arapaho,  #80,  Richardson,  TX  75080. 

RADIOLOGY  SERVICES 
TO  RURAL  HOSPITALS 


AND 


RADIOLOGY 

l.j 


1-800-523-9955 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  I -800-284-4 S60  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  423 14  Bron  stein 

Houston,  TX  77242-23 1 4 D r o n s t e l n 

FAX  713-493-2234  & Associates 
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Other  Opportunities 

VICE  PRESIDENT 
MEDICAL  AFFAIRS 

Providence  Health  Center  is 
seeking  a qualified  full  time 
physician  to  plan,  direct,  coordi- 
nate, and  monitor  medical  staff 
activities,  assist  in  other  areas  such 
as  development  and  implementa- 
tion of  standards  of  medical  care, 
clinical  practice  patterns,  quality 
assurance,  risk  management, 
physician  recruitment,  and  serve  as 
Medical  Director  for  the  Providence 
Health  Alliance.  Must  be  licensed 
to  practice  medicine  in  Texas  and 
have  a minimum  of  7 years  experi- 
ence as  a practicing  physician  with 
previous  administrative  and/or 
managed  care  experience.  Please 
send  resume  in  confidence  to: 

MEDICAL  SEARCH  COMMITTEE 
HUMAN  RESOURCES  DEPT. 
PROVIDENCE  HEALTH  CENTER 
P.O.  BOX  2589 
WACO,  TX  76702-2589 

“EQUAL  OPPORTUNITY  EMPLOYER” 


DALLAS  MEDICAL  ASSOCIATES,  P.A.  is  seeking  a 
Neurologist,  Orthopedist,  and/or  Physiatrist  for  an  office- 
based  practice.  No  hospital  or  on-call  responsibilities.  Com- 
petitive compensation  with  opportunity  for  rapid  advance- 
ment. Paid  malpractice,  vacation  and  personal  time.  Call  W. 
Max  Frankum,  MD,  Medical  Director  at  (214)  484-8008. 

PHYSICIAN  OWNED  MULTI-CLINIC  GROUP  needs 
FP’s,  Physiatrists,  and  Anesthesiologists  for  immediate 
placement  in  Family  Practice/Pain  Management  Clinics  in 
Beautiful  East  Texas.  Regular  hours;  No  hospital;  No  call; 
No  weekends.  Salary  or  guarantee  negotiable.  Contact  Fred 
Holloway,  President,  Apple  Professional  Services,  Inc.  at 
903/593-0015. 


BIOMEDICAL 
RESEARCH 
GROUP,  INC. 


MEDICAL 

DIRECTOR 


Biomedical  Research  Group, 

Inc.,  located  in  the  beautiful  hill 
country  of  central  Texas,  is  a 
Contract  Research  Organization 
with  twenty  (20)  years  of 
experience  that  is  seeking  a 
full-time  Medical  Director  for 
Clinical  Research.  This  position 
requires  a Doctorate  of  Medicine 
degree  (M.D.)  and  training  in 
Internal  Medicine  with  five  (5) 
years  of  previous  clinical 
research  experience  with  a 
pharmaceutical  company  or  a 
CRO.  Primary  responsibilities 
would  include  managing  the 
medical  operations  of  BRG’s 
Clinical  Research  Center  in 
conducting  PK/PD,  bioavailabil- 
ity and  dose  ranging  analgesic 
clinical  trials.  Direct  patient 
care  will  be  required  in  associa- 
tion with  clinical  trials  and  a 
Texas  Medical  License  is 
mandatory.  This  candidate  must 
possess  the  ability  to  interact 
with  pharmaceutical  companies 
and  work  with  a well  trained 
research  staff.  Competitive 
compensation  and  benefit 
package  available. 

Send  curriculum  vitae  and 
salary  history  to: 

BIOMEDICAL  RESEARCH 
GROUP,  INC. 

Attn:  Human  Resources 

3200  Red  River,  Suite  300 
Austin,  Texas  78705 
1-800-486-9955 


f CLINIC  PHYSICIAN  ^ 

SALARY:  $120,000  TO  $130,000  annually 

An  upscale,  preventive  healthcare  clinic 
featuring  weekly  health  maintenance,  diet, 
and  exercise  programs  on  an  ongoing 
monthly  fee  basis.  The  position  offers  nor- 
mal business  hours,  a specific  salary,  corpo- 
rate benefits  and  insurance  coverage,  and 
the  opportunity  to  settle  in  a community 
without  having  to  build  a practice.  The 
ideal  candidate  will  be  a board  certified  (or 
certifiable)  General  or  Family  Practitioner 
or  Doctor  of  Internal  Medicine.  Recent 
medical  school  graduates  could  utilize  this 
opportunity  as  the  first  step  in  their  med- 
ical career,  or  retiring  physicians  who  are 
active  and  in  good  health  will  also  find  this 
an  ideal  opportunity.  Several  locations  are 
available  in  Texas,  with  others  opening 
nationwide.  Ownership/equity  opportuni- 
ties are  also  possible. 


CONTACT:  Peter  Capodice  at 
(941)  952-9555  or  by  fax  at  (941)  952-9520. 


Positions  Wanted 

BOARD  CERTIFIED  ANESTHESIOLOGIST:  Looking 
for  a permanent  position  doing  eye  blocks  - will  accept 
locums  or  substitute  work.  Will  service  any  Texas  location. 
35  years  of  experience;  8 years  intensive  cataract  and  oculo- 
plastic  regional  anesthesia.  (713)  852-7198. 

38  YEAR  OLD  PHYSICIAN,  native  Texan,  Board  Certi- 
fied Pathologist  with  6 years  primary  care  experience,  look- 
ing for  primary  care  opportunity  in  East  Texas.  Dr.  Vestal 
(816)  556-3242. 


FOR  SALE  OR  LEASE 

Equipment 

FOR  SALE:  MEDICAL  GRAPHICS  CAD/NET  1070 

automated,  computerized,  PF  analyzer,  cost  38K,  ’86  - 
under  maintenance  contract.  Best  offer.  (915)  695-4421 
(10-12/2-5  CST). 


DANTEC  Cantata  EMG  machine.  New  Condition! 

$9,900.00.  (817)  784-0506. 
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Practices  For  Sale 

PRACTICE/OFFICE  FOR  SALE  OR  RENT  in  Plano,  a 
growing  city  of  140,000,  30  minutes  from  UT  Southwest- 
ern. Well-developed  internal  medicine  practice.  Rent  and 
jtake  over  the  practice  or  purchase  the  office  with  practice. 
Physician  will  stay  to  assist  during  transition.  1100  sq  ft, 
two  exam  rooms  with  lab  or  testing  area,  free  parking. 
Available  in  3 to  9 months.  Send  CV  to  Ad  Box  M, 
DCMS,  PO  Box  4680,  Dallas,  TX  73208. 

DERMATOLOGY  PRACTICE  FOR  SALE.  Located 
west  of  San  Antonio.  Very  profitable.  Tom  (713)  988-8000. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Gunther 
(214)  353-5118 


Business  and  Financial  Services 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Connie  Burk  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  For  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  oF  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Denise  Kotson,  Assistant  Advertising  Man- 
ager, Texas  Medicine.  401  West  15th,  Austin,  Texas  78701. 


PHYSICIAN’S  SIGNATURE  LOANS 


Borrow  up  to  $50,000  unsecured  through 
Physicians  Service  Association,  a division 
of  SunTrust  Bank,  Atlanta.  Since  1891, 
SunTrust  Bank,  Atlanta  has  continued  its 
heritage  of  steady  growth  by  extending 
consistently  prompt,  courteous  and  profes- 
sional service  to  our  customers.  Simply 
call  to  check  the  features  of  our  Physicians 
Signature  Loan  Program.  (Special  interest 
only  payments  for  in-training  and  new 
practitioners-may  qualify  for  up  to  6 years 
to  repay.)  (800)  241-6905  Atlanta,  GA 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don't  delay,  call  today! 

HI-GROWTH  INVESTMENTS 

(214)  868-9085 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 47 

Arc  Ventures 14 

Arizona  Medical  Association 6 

Astra  USA  Inc 7 

Autoflex  Leasing Inside  Front  Cover 

Biomedical  Research  Group,  Inc.  . . 64 
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Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Educational  Opportunities 


ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  1-800-239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8502Tybor 
Street,  Houston,  TX  77074. 

N orth  American  Stroke  Meeting  on  the  Clinical 
Aspects  of  Diagnosis  and  Treatment,  June  6-8,  1996,  Cate- 
gory I CME:  Neurologists,  Family  Physicians,  Internists, 
Cardiologists,  Emergency  Physicians,  presented  by  National 
Stroke  Association,  Canadian  Stroke  Society,  and  the  Mexi- 
can Academy  of  Neurology  — Red  Lion  Hotel,  Colorado 
Springs,  Colorado.  For  information  or  brochures  call 
(800)  STROKES  (800-787-6537). 


U T 


S O U T H W (E 


M E D I C A 


Announcing  the  First  in  the  1996 
Series  ol  Advanced  Seminars: 

Rheumatology  Update  for 
Primary  Care  Physicians: 


Skills  Symposium 


/it  stale 
/yf/W^V 
UniVer.iiti/ 
Ila.ifiitai 


Peter  Lipsk^y,  M.D.  — Course  Director 
ATarch  23,  1996  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Education 
214/648-2166;  1 -800/688-8678:  FAX  2 M/648-23 1 7 

Southwestern 


An  equal  opportunity  institution 


Baptist 

Memorial 

Healthcare 

System 


MARK  YOUR  CALENDAR!! 
Saturday,  March  2,  1996 

"Cancer  Update  1996" 
Featuring  a Mini-Symposium 
on  "Lymphoma" 

Alzafar  Shrine  Temple,  San  Antonio,  TX 
7: 1 5 am  - 4:45  pm 

7 Category  I Hours  for  Physicians. 
7.9  Nursing  CEUs  pending. 

The  Baptist  Memorial  Healthcare  System  is 
accredited  by  the  Texas  Medical  Association  to 
sponsor  continuing  medical  education  for 
physicians.  For  brochure  and  fee  information, 
call  the  Department  of  Educational 
Resources/CME  @ (210)  302-4294. 


SHOCK  SOCIETY 

June  2-5,  1996 

19th  Annual  Conference  on  Shock 
Grand  Traverse  Resort 
Grand  Traverse  Village,  Michigan 
For  information  contact  Dr.  Sherwood  Reicnard,  Secretariat 
1021  15th  Street,  Suite  9,  Augusta,  GA  30901 
Telephone:  706-722-751  1 • FAX:  706-722-7515 


Risk  Management  CME  Home  Study  Courses 


Topics  include: 

s Risky  office  practice  patterns 
t Handling  difficult  patients 
t Defensible  documentation 
t Managed  care  liabilities 

t Handling  litigation 

Multidisciplinary  courses  available  in  6 or 
15  credit  hour  versions. 

Also  now  available:  RiskAware  for 
Pediatricians  (5  credit  hours). 


Sponsored  by 

MedfesF 


For  course  brochures  contact: 

Chris  Launey 

Medical  Risk  Management,  Inc. 
2500  CityWest  Boulevard,  Suite  225 
Houston,  Texas  77042 
Phone  (800)  Med-Risk 
Fax  (713)  789-3337 


Texas  College  (rfEmergency  Physicians' 

i<)<)6  Annual  Meeting! 

April  1S-21, 1996  ^ San  Antonio,  Texas 

This  year's  Annual  Meeting  will  be  held  at  the 
Wyndham  Hotel,  where  the  latest  information 
on  acute  care  and  emergency  medicine  issues 
will  be  provided  by  expert  faculty  in  each  area. 
1 -800/TEX-ACEP  (839-2237) 


PAN  AMERICAN  ALLERGY  SOCIETY 

40th  Annual  Training  Course  & Seminar 
March  27-31,  1996 

Wyndham  San  Antonio  San  Antonio,  TX 

Program  Director:  Dor  W.  Brown,  Jr.,  MD 
Basic  course  in  quantitative  skin  testing  tech- 
niques designed  with  the  primary  care  physician 
and  allied  health  care  professionals  in  mind. 
Offering  33  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  P.O.  Box  947, 
Fredericksburg,  TX  78624.  (800)  997-9853 
FAX:  (210)  997-8625 
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MID-AMERICA 

ORTHOPAEDIC  ASSOCIATION 
14th  Annual  Meeting 

April  24-28,  1996 
Hyatt  Regency  Hill  Country  Resort 
San  Antonio,  Texas 

DISTINGUISHED  GUEST  SPEAKERS: 

Charles  H.  Epps,  Jr,  MD 
Washington,  DC 
Michael  J.  Coughlin,  MD 
Boise,  /D 

Kenneth  E.  DeHaven,  MD 
Rochester,  NY 
James  R.  Urbaniak,  MD 
Durham,  NC 

HIGHLIGHTS: 

Symposium:  “The  Female  Athlete’’ 

• 4 Optional  Instructional  Courses 
• 8 Plenary  Session  Papers 

• 6 Controversy  Panels 

• 15  Break-Out  Sessions 

• Multimedia  Education 
Exhibitors,  Scientific  Posters,  Spouse  & 

Social  Program,  Golf/Tennis  Tournaments 

CONTACT: 

Sue  McKinley,  Executive  Secretary 
Mid-America  Orthopaedic  Association 
201  First  Avenue  SW,  Ste  411 
Rochester,  MN  55902 
Phone: (507) 281-3431 
Fax:  (507)  281-0291 

Jointly  sponsored  by  the  AAOS  for 
CME  credit  (up  to  25  hours  of  Category 
One  AMA/PRA  credit). 


Texas  Public  Health  Association 
71st  Annual  Convention 
March  3 1 -April  2, 1996 
Plano  Harvey  Hotel 
for  program  information  call:  (512)451-1846  or  write  to: 
3724  J efferson  Street,  Suite  309,  Austin,  Texas  78731  -6222 


CME  INTHE  ROCKIES 


CRASH  96  - COLORADO  REVIEW 
OF  ANESTHESIA 

March  1-8,  1995  Vail,  CO 

RECONSTRUCTIVE  SURGERY  OF 
THE  HIP  AND  KNEE 

March  17-22,  1996  Aspen,  CO 

INTERNAL  MEDICINE  PROGRAM 

July  7-12,  1996  Estes  Park,  CO 

RENAL  DISEASE  PROGRAM 

July  22-25,  1996  Aspen,  CO 

Sponsored  by  the  University  of  Colorado 
School  of  Medicine.  Category  1 AMA  cred- 
it offered.  Information:  J.  Bauer,  Office  of 
Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 


Baptist 

Memorial 

Healthcare 

System 

SPRING  CONFERENCE 

Saturday,  May  4,  1996 
7:30  AM  - 5 PM 
La  Mansion  Del  Rio  Hotel 
San  Antonio,  Texas 

Second  Annual  “Contemporary  Issues  in 
Healthcare  Ethics.”  Featuring  Topics  in 
Managed  Care  with  Keynote  Speaker  Daniel 
Callahan,  PhD.  Fee.  7 Category  1 Hours  for 
Physicians.  8 Nursing  CEU's  pending. 

The  Baptist  Memorial  Healthcare  System  is 
accredited  by  the  Texas  Medical  Association 
to  sponsor  continuing  medical  education  for 
physicians.  For  information,  call  Dept  of 
Educ.  Resources/CME  - (210)  302-4294. 


American  College  of  Occupational 
and  Environmental  Medicine 

PRESENTS 

55th  Annual 

American  Occupational 
Health  Conference 

"Prevention  Today  Tor  Better 
Health  Tomorrow" 

April  26-May  3,  1996 

Henry  B.  Gonzalez  Convention  Center 
San  Antonio,  Texas 


43  concurrent  scientific  sessions  • 45 
postgraduate  seminars  • 350  technical 
exhibits  • pre-  and  post-conference 
training  • Guest  and  youth  programs 
• Employment  referrals 

For  advance  program: 

ACOEM,  55  W.  Seegers  Rd„ 
Arlington  Heights,  IL  60005 
Call  847/228-6850,  XI 92,  or  Fax  847/228-1856 
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Question 

Name  one  good  thing 
about  managed  care. 


£ hose  of  us  who  have  been  in  practice  since  before 

1 Medicare  can  remember  that  the  indemnity 
insurance  companies,  the  demands  of  the  patients,  and  our 
own  financial  incentives  fueled  massive  overutilization.  It 
was  common  for  healthy  people  to  check  into  the  hospital 
for  everything  from  IVP  to  a 3-day  checkup.  ‘After  all,  doc- 
tor, my  insurance  will  only  pay  for  it  in  the  hospital.’  Man- 
aged care  has  corrected  this,  but  the  pendulum  is  swinging 
too  far.  It  is  my  belief  that  a middle  ground  can  be  found 
and  that  physician  networks  can  find  it.  We  must  regain 
control  of  the  practice  of  medicine.” 


F.  James  McCutchon,  MD,  65 

urology.  Corpus  Christi 


etter  cost  con 


trol. 


ji 


Sylvia  S.  Glaze,  MD,  41 

family  practice,  Austin 


t is  the  best  kind  of  insurance  coverage  to  have  if  you 
are  either  healthy  or  a shareholder  in  the  company.” 


Eduardo  Ibarguen-Secchia,  MD,  40 

pediatric  gastroenterology,  San  Antonio 


an  obstetrician/gynecologist,  and  I like  that  it 
■ gives  us  (requires  us)  an  opportunity  to  collaborate 
with  physicians  in  other  fields  like  pediatrics  and  neonatol- 
ogy, as  well  as  collaborate  with  the  hospital.” 


Karen  G.  Swenson,  MD,  41 

obstetrics  and  gynecology,  Austin 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)370-1632. 


**ii 

mW- 


laming  one  good  thing  about  managed  care  is 
I tough,  but  it  certainly  has  forced  physicians  to 
think  about  who  pays  for  medical  care  and  what  we  can 
afford.” 


John  D.  Dunn,  MD,  JD,  49 

emergency  medicine,  Brownwood 


£ lie  outcome  is  more  predictable.  The  most  appro- 

B priate  care  for  the  greatest  number  of  patients 
occurs  when  you  plan  and  manage  your  resources,  that  is, 
money,  personnel,  and  space.” 


Dan  W.  Bacon,  MD,  65 

family  practice,  Kerrville 


hen  it  functions  at  its  best,  managed  care  allows 
physicians  to  provide  all  necessary  medical  ser- 
vices and  medications  to  their  entire  patient  populations.” 

Howard  R.  Marcus,  MD,  50 

internal  medicine,  Austin 


**  Kjfcatients  who  choose  their  physicians  based  solely 


on  the  financial  impact  on  their  own  lives  are  eas- 
ier to  dismiss  when  they  are  ‘undesirable.’  I know  that  they 
have  next  to  nothing  invested  in  me  as  their  physician.” 


Kenneth  L.  Armstrong,  MD,  43 

family  practice.  Round  Rock 


“I 


f you  can’t  say  something  nice,  don’t  say  anything.” 


Carol  J.  Baker,  MD,  53 

infectious  diseases,  Houston 


68 


TEXAS  MEDICINE 


★ FEBRUARY  1996 


What’s  your  practice  worth?  • Teen  smoking  • Telemedicine  rule  changes  • Medical  museum 

TexasMedicine 


EXAS  MEDICAL  ASSOCIATION 


rnals 


£ W\  £ C 

& Cs2  2 
301- 
- < 

1 & r-  0 
i 1 $ -h 


£ 

r» 

U; 


MARCH  1996 


fu. 


12 


H, 


GOOD 

TAVX 


GBEAT 

Walk1 


BEST 

TALK 


Texas  Medicine 

UCSF  Library  , 

Received  on:  03 


l|i|l'VK^V^53ro§c'. 


•SpeciAU 


nSoST  BECAUSE  THERE'S 
NO  ENGINE  CLATTER  OR  SMOKE  DOESN'T 
MEAN  YOU'RE  RUNNING  SMOOTHLY-CHECKIT OUT! 


// 


For  Ten  Years 


All  We’ve 


Cars. 


After  1 0 years  in  practice , you  're  an  expert  in 
your  field.  Likewise , Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  i ce  Texas  Medical  Association  and  the 
Texas  Dental  Association.  So,  call  an  Autoflex 
leasing  specialist  today. 


Tex 

It 


TexasMedical 

Association 


Xatafhx 

(i  ‘ » s i N O) 


Call  1 -800-634- J 234 
or  214-234-1234 


FACE  THE  FACTS. 


Fact: 

Physicians  direct  TMAIT. 

TMAIT  is  endorsed  by  the 
T.Y1A,  and  fellow  TMA 
physicians  oversee  decisions 
affecting  insurance  coverage. 


Fact: 

TMAIT  is  financially  sound. 

Our  stabilization  fund  is 
underwritten  by  The  Prudential 
Insurance  Company  of 
America. 


Fact: 

TMAIT  means  convenience. 

You  only  have  to  submit  one 
claim  form  each  year,  saving 
you  time  and  paperwork. 


Fact: 

TMAIT  coverage  is  portable. 

Retain  your  TMA  membership 
and  keep  TMAIT  insurance  if 
you  relocate  or  change  your 
practice. 


With  more  than  21,000  members  and  40  years 
of  experience,  Texas  Medical  Association 
Insurance  Trust  (TMAIT)  remains  your  silent 
partner-  providing  reliability,  financial  stability, 
safety,  excellent  service  and  peace  of  mind. 

If  you  are  a TMA  member,  you  are  eligible  for  TMAIT  coverage  for 
yourself,  your  family  and  your  staff.  TMAIT  can  provide  you,  the 
physician,  with  comprehensive  coverage  including  Major  Medical, 
Life  Insurance,  Disability,  Office  Overhead,  and  Personal  Accident 
Insurance.  We  provide  your  family  with  Major  Medical,  Life  and 
Personal  Accident  Insurance,  and  your  staff  with  Major  Medical  and 
Life  Insurance  coverage. 

Today,  health  care  is  about  choice  and  control  of  costs.  Now,  TMAIT 
offers  the  Group  Plus  Point-of-Service  (POS)  Plan,  giving  you  a 
choice  between  the  cost  benefits  of  a contemporary  style  plan  or  the 
flexibility  of  the  more  traditional  indemnity  products. 

Facts  worth  facing.  Forty  years  of  teamwork.  TMAIT  and  you. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


^ Tex; 
As-,' 


Texas  Medical 
Association 


1-800-880-8181 


P.O.  Box  1707,  Austin,  Texas  78767-1707  • In  Austin  370-1776  • In  Houston  224-5309  • Fax  (512)370-1799 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
Prudential  Plaza,  Newark,  NJ  07102 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 


TexasMedicine 


Austin  anesthesiologist  Edward  D.  Furst,  MD, 
checks  a monitor  during  surgery. 


z 


TEXAS  MEDICINE  ★ MARCH  1996 


Volume  92  No.  3 

March  1996 


COVER  STORY 


40  for  the  road 

Does  accomplishing  your  goals  during  a patient  visit  seem 
like  trying  to  run  all  your  errands  in  15  minutes  of  rush 
hour?  Are  your  patients  ready  to  present  you  with  a speeding 
ticket?  Take  our  40  best  communication  tips  for  a test  drive. 

BY  JOHANNA  FRANKE 


Cover  illustration  by  GEORGE  TOOMER 


BY  TERI  LEE  JONES 


Legislative  Affairs 

Coming  of  age 24 

Texas  Republicans  are  fielding  more  candidates  than  ever  in  the  1996  race.  But 
the  party’s  apparent  growth  may  present  challenges  as  well  as  opportunities. 

BY  KEN  ORTOLON 


Law 

Don’t  cross  that  line 28 

A new  law  that  says  only  Texas-licensed  physicians  may 
practice  telemedicine  on  Texas  patients  has  fueled  a national  regulatory  debate. 


Public  Health 

Taking  action  on  teen  smoking 33 

Most  Texas  physicians  support  FDA  regulation  of  tobacco  to  help  stem  rising  teen  smoking.  A few  offer  tips  for  dealing  with 
teen  tobacco  users. 

BY  TERI  LEE  JONES 


VOLUME  92  ★ NUMBER  3 


3 


March  1 996  Volume  92  No.  3 


TexasMedicine 

Science  and  Education 

No  ordinary  museum  ...  44 

Houston’s  new  Museum  of  Health  & Medical 
Science  is  a unique  opportunity  for  visitors  to 
learn  how  the  human  body  works. 

BY  LARRY  BESAW 


Medical  Economics 

What’s  it  worth? 48 

Experts  say  most  physicians  don’t  know  the  value  of  their  practices,  but  a rapidly 
changing  market  makes  it  imperative  for  them  to  take  the  time  to  find  out. 

BY  LARRY  BESAW 


The  Journal 59 

The  immunization  status  of  Texas  children  aged  3 to  24  months: 
results  of  the  1994  Texas  Immunization  Survey 


BY  DIANE  M.  SIMPSON,  PHD,  MD,  AND  LUCINA  SUAREZ,  MS 

Immunization  prevalence  rates  for  infants  in  a large  urban  center: 
Houston/Harris  County,  1993 

BY  I.  CELINE  HANSON,  MD;  WILLIAM  SPEARS,  PHD; 

KATHLEEN  JENKINS;  AND  DIANE  STONER 

Prevalence  of  HIV  in  a largely  indigent  obstetric  population 
ofTarratit  County,  Texas 

BY  DAVID  L.  BERRY,  MD;  SALVATORE  J.  LOCOCO,  MD; 
DOROTHY  S.  BRANCH,  MD;  AND  ROBERT  A . H . KINCH,  MD 

Musculoskeletal  Injury:  Slipped  capital  femoral  epiphysis 

BY  ROBERT  S.  WOLF,  MD,  AND  ROBERT  M.  CAMPBELL,  JR,  MD 


DEPARTMENTS 

Texas  Medicine  Rounds 14 

Ten  prevention  tips  • Susan  Rudd  Wynn,  MD,  on  Healthy  Patient  2000  • 
Specialty  Spotlight  on  anesthesiology  • From  the  Field  • TMA  Advantage  • 

Dennis  J.  Factor,  MD,  invites  you  to  annual  session 


Editor’s  Note 6 

Letters  7 

People 9 

Information  for  Authors  .81 


Texas  Physicians’  Directory  83 


Classified  Directory  85 

Educational  Opportunities  94 
Back  Talk  96 


Texas  Medical  Association 

(8oo)  880-1300 

Board  of  Publication 

Alan  C.  Baum,  MD,  Houston,  Chair 

Byron  L.  Howard,  MD,  Dallas,  Vice  Chair 

Ladon  W.  Homer,  MD,  Fort  Worth,  Secretary 

E.  Rubin  Bernhard,  Jr,  MD,  San  Antonio 

Robert  L.  Donald,  MD,  Houston 

Earl  L.  Grant,  MD,  Austin 

Frederick  L.  Merian,  MD,  Victoria 

J.  James  Rohack,  MD,  College  Station 

Victor  J.  Weiss,  Jr,  MD,  San  Antonio 

Mark  J.  Kubala,  MD,  Beaumont,  TMA  President 

Hugh  Lamensdorf,  MD,  Fort  Worth,  TMA  President-Elect 

Betty  R Stephenson,  MD,  Houston,  Past  President 

George  E.  Thannisch,  MD,  Lufkin,  Secretary /Treasurer 

Bernard  W.  Palmer,  MD,  San  Antonio,  Speaker  of  the  House 

Tom  B.  Hancher,  MD,  Columbus,  Vice  Speaker  of  the  House 

Executive  Vice  President 

Robert  G.  Mickey,  Austin 

Division  of  Communication 

Kathryn  Trombatore,  Director 

Editorial  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1376 

Kathryn  Trombatore,  Executive  Editor 

Jean  Pietrobono,  Managing  Editor 

Larry  BeSaw,  Associate  Editor 

Teri  Lee  Jones,  Associate  Editor 

Ken  Ortolon,  Associate  Editor 

Lynn  M.  Alperin,  Clinical  Articles  Editor 

Laura  J.  Albrecht,  Photo  Editor 

Shari  Henson,  Editorial  Associate 

Johanna  Franke,  Editorial  Associate 

Carly  L.  Price,  Editorial  Intern 

Advertising  Staff 

401  W 15th  St,  Austin  78701 
Telephone  (512)  370-1300 

Melissa  McAdoo,  Assistant  Advertising  Manager 

Design  and  Art  Direction 

Fuller  Dyal  & Stamper,  Inc,  Austin 

Editorial  Committee 

Glen  E.  Journeay,  MD,  Austin,  Chair , (512)  345-0047 
George  L.  Bohmfalk,  MD,  Texarkana,  (903)  794-4196 
Dolores  Carruth,  MD,  Irving,  (214)  252-5808 
Kenneth  G.  Davis,  MD,  Conroe,  (409)  756-3321 
Burton  C.  Einspruch,  MD,  Dallas,  (214)  369-1636 
Eugene  M.  Hoyt,  Jr,  MD,  Houston,  (713)  659-7449 
John  C.  Jennings,  MD,  Galveston,  (409)  772-6764 
Martin  N.  Raber,  MD,  Houston,  (713)  792-7765 
Fazlur  Rahman,  MD,  San  Angelo,  (915)  949-9555 
Luther  B.  Travis,  MD,  Galveston,  (409)  772-2538 
David  Vanderpool,  MD,  Dallas,  (214)  823-2650 
Susan  Rudd  Wynn,  MD,  Fort  Worth,  (817)  731-7511 

Texas  Medicine  (ISSN  0040-4470)  is  published 
monthly  by  the  Texas  Medical  Association, 

401  W 15th  St,  Austin  78701. 

Copyright  © 1996  by  the  Texas  Medical  Association. 
Owned  and  issued  monthly  by  the  Association. 

Subscriptions 

401  W 15th  St,  Austin  78701 
c/o  Finance  Office 

Subscription  rates  are:  Members,  $20  per  year; 
non-members  and  institutions,  $40  per  year;  foreign, 

$48  US  currency;  single  copy,  $4  plus  $0.32  sales  tax. 

The  articles  published  in  Texas  Medicine  represent  the 
opinions  of  the  authors,  and  do  not  necessarily  reflect 
the  official  policy  of  the  Texas  Medical  Association. 

Publication  of  an  advertisement  is  not  to  be  considered 
an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 

Second  class  postage  paid  at  Austin,  Texas, 
and  additional  mailing  offices. 

POSTMASTER: 

Send  address  changes  to  Texas  Medicine., 

401  W 15th  St,  Austin  78701. 

Ym. 


m 


4 


TEXAS  MEDICINE  ★ MARCH  1996 


rontier 

INSURANCE  COMPANY 


NOW  OFFERS 

PROFESSIONAL  LIABILITY 
INSURANCE  TO  TEXAS  PHYSICIANS 


About  Frontier 

Frontier  Insurance  Company  of  New  York  is 
a member  of  the  Frontier  Insurance  Group, 
Inc.  We  are  a licensed  and  admitted  carrier 
in  Texas. 

Frontier’s  financial  stability  can  be  demon- 
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A.M.  Best  and  A+  by  Standard  & Poor’s 
for  our  claims  paying  ability. 
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HI  Consent  to  Settle  Provisions 


Frontier  has  been  recognized  by  Forbes 
Magazine  8 years  in  a row.  We  are  one  of 
only  6 companies  in  the  country  to  have 
that  distinction. 


if  Occurrence  & Claims  Made  Policies 

■ Discounts  for  longevity,  loss  history,  risk 
management  courses  and  board  certification 


Frontier  has  an  office  in  Houston  dedicated 
to  managing  the  Texas  medical  malpractice 
insurance  program.  This  office  provides 
support  to  our  agents  and  policyholders. 


■ True  Incident  Reporting 

■ Coverage  for  Contractual  Liability, 
HMO  & PPO  Contracts 


w 

frontier 

INSURANCE  COMPANY  OF  NEW  YORK 


11  GREENWAY  PLAZA.  SUITE  1612 
HOUSTON.  TEXAS  77046  • (800)  853-9502 


■ Defendants  Reimbursement 

■ National  panel  of  defense  experts  working  in 
conjunction  with  local,  experienced,  established 
medical  malpractice  defense  firms 

■ A network  of  independent  insurance  agents 
experienced  in  medical  professional  liability 
insurance 


Contact  one  of  our  agents  for  more  information. 


National  Health 
Services 

Houston:  (800)  634-9513 

Insurance  Associates 
of  Texas 

Conroe:  (409)  756-2222 


Aberdeen  Medical 
Insurance  Services 
Houston:  (800)  622-9296 

Texas  American  Insurers 
Ft.  Worth:  (800)  856-3101 

J.S.  Edwards  & Sherlock 


PSH  Professional  Services 
San  Antonio:  (210)  609-0000 

Madeley  & Company 
Dallas:  (800)  382-7741 

Eichlitz,  Dennis,  Wray 
& Westheimer 


Tom  Baker  Insurance 
Agency,  Inc. 

Houston:  (713)  467-4491 

Ehrman,  Murphy 
& Company 
Houston:  (713)  464-6291 


Beaumont:  (409)  832-7736  San  Antonio:  (210)  223-9171 


Developing 
a Network? 

Developing  a physician  network  can  enhance 
your  contracting  leverage,  reduce  administrative 
burdens,  and  promote  cost-effective,  quality  care. 
However,  getting  started  may  be  the  hardest  part. 


Turn  to  TPSO 

Call  (800)  523-TPSO  for  assistance  with: 

• Understanding  your  market 

• Analyzing  your  options 

• Locating  experienced  consultants/attomeys 

• Securing  capital  partners 


Physician 

Services 


ORGANIZATION 


Tools  Jor  managing  today’s  medical  practice 


(800)  523-8776 


AS  MOST  PHYSICIANS  KNOW,! 
one  ot  the  first  casualties  of  man- 
aged care  can  be  the  physician- 1 
patient  relationship.  If  the  point 
is  to  save  money  by  limiting  patient 
procedures  and  visits,  and  that  is  the  ’ 
point,  then  physicians  and  patients 
will  necessarily  be  spending  less  time 
together.  Capitation  rewards  physi- 
cians who  see  and  treat  fewer  patients. 
And  it’s  discouraging  to  invest  time  in 
getting  to  know  a patient  who  will  be 
with  you  only  until  the  employer  can 
negotiate  a better  contract  with  a new 
health  maintenance  organization. 

So  how  can  physicians  maintain 
good  patient  rapport  within  the  cost 
and  time  efficiencies  of  managed  care? 
Good  communication  is  the  key.  If 
physicians  and  patients  have  less  time 
to  talk  to  each  other,  they  had  better 
make  every  word  count. 

That’s  the  story  behind  this  month’s 
cover  feature,  the  “ Texas  Medicine 
Communication  Tune-up.”  Editorial 
Associate  Johanna  Franke  scoured 
numerous  published  studies  and  spoke 
with  several  professional  consultants  to 
compile  our  top  40  communication 
tips.  For  practical  examples  and  a real- 
ity check,  she  asked  two  physicians 
known  for  their  communication  savvy 
to  review  and  comment  on  the  list. 

In  her  introduction  to  the  article, 
Johanna  compares  communication  to 
driving  on  a busy  roadway  — plenty 
of  traffic  jams,  false  starts,  and  road 
hazards.  Your  journey  begins  on  p 36. 
Hope  you  enjoy  the  ride. 
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Letters 


Is  this  good  medicine? 


According  to  an  item  in 
the  January  1996  issue  of  Texas 
Medicine  (From  the  Field,  p 17), 
Amarillo-based  FirstCare  is  relo- 
cating in  Austin,  will  hire  about  700 
people  for  an  enrollment  of  about 
75,000  lives  (people),  and  will  main- 
tain a service  center  in  Amarillo. 

It  looks  like  there  will  be  more  peo- 
ple per  life  than  doctors  per  life.  This 
is  at  the  expense  ot  patient  care.  Is  this 
good  medicine,  or  is  it? 

Adel  G.  Nafrawi,  MD 

1311  Hickory 
Abilene,  TX  79601 


(“When  Less  Is  More,”  pp  42-46)  is 
an  excellent  piece,  providing  a com- 
prehensive and  objective  look  at  hos- 
pice care. 

Thank  you  for  your  commitment 
to  providing  valuable  information  in 
such  a quality  format.  Increasing  the 
awareness  of  hospice  care  will  make  a 
considerable  positive  difference  in  the 
lives  of  many  Texans  who  will  face  ter- 
minal illness. 

Marjorie  Mulanax 

Executive  Director 

Hospice  Austin/Hospice  Williamson  County 
3710  Cedar  St 
Austin , TX  78705 


Hospice  information 
appreciated 


I WOULD  LIKE  TO  COMMEND 
the  Texas  Medical  Association  for 
providing  information  to  Texas 
medical  professionals  regarding  the 
hospice  concept  of  care.  Teri  Lee 
Jones’  article  on  hospice  care  in  the 
January  1996  issue  of  Texas  Medicine 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632 ; e-mail  jean  _p@texmed.org.  Please  type  letters  you  submit 
for  publication,  and  keep  the  length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor 
and  editorial  advisors,  and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


Physicians  grapple 
with  death  and  dying 

Teri  Lee  Jones’  article, 
“When  Less  Is  More,”  in  the  Jan- 
uary edition  of  Texas  Medicine, 
showed  sensitivity  to  some  of  the 
key  issues  confronting  physicians  grap- 
pling with  death  and  dying  in  the  ’90s. 
Many  thanks  for  helping  shed  more 
light  on  such  an  important  topic. 

Chris  Rubin,  RN 

Director  of  Education 
Hospice  Austin 
3710  Cedar  St 
Austin,  TX  78705 


Upcoming 

Specialty 

Society 

Meetings 

Texas  Medical  Group 
Management  Association 
Annual  Conference 

March  20-22,  1996 
Westin  Galleria,  Dallas 
Contact  Laurie  Reece 
(512)  370-1530 

Texas  Association  of 
Obstetricians  and 
Gynecologists 
Annual  Meeting 

April  11-13, 1996 
The  Tremont  House,  Galveston 
Contact  Paula  Rigling 
(512)  370-1500 

Texas  Radiological 
Society 

Annual  Meeting 

April  12-14, 1996 
San  Luis  Hotel,  Galveston 
Contact  Lisa  Jackson 
(512)  370-1507 

Texas  Society  of  Medical 
Assistants 
Annual  Meeting 

April  25-26  1996 
Contact  Mildred  Bell 
(512)  370-1525 

For  a list  of  Specialty 
Society  Meetings  held  in 
conjunction  with  TMA£ 
Annual  Session, 

Please  contact  Laurie  Reece 
(512)  370-1529 
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(Professional  Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


People 


NEWSMAKERS 


Several  Texas  Medical  Association 
members  received  honors  at  the  Texas 
Society  of  Psychiatric  Physicians 
(TSPP)  annual  meeting.  Robert 
Beavers,  MD,  Dallas;  Paschal  Clarke,  MD, 
Houston;  and  Victor  Weiss,  MD,  San 
Antonio,  received  the  TSPP  Distin- 
guished Service  Award.  Harlan  Crank, 
MD,  Austin;  Robert  Leon,  MD,  San 
Antonio;  A.  John  Rush,  MD,  Dallas;  and 
Joseph  Schoolar,  MD,  Houston,  received 
the  TSPP  Psychiatric  Excellence  Award. 
Byron  Howard,  MD,  Dallas,  received  the 
TSPP  Special  Service  Award. 

New  physician  officers  of  the  Austin 
Area  Unit  of  the  American  Cancer 
Society  include  oncologists  John 
Costanzi,  MD,  president,  and  Dennis 
Tweedy,  MD,  vice  president.  General 
surgeon  J.P.  Forage,  MD,  was  recog- 
nized as  past  president. 

Temple  gastroenterologist  Walter  P. 
Dyck,  MD,  was  appointed  associate 
dean  for  clinical  affairs  for  the  Texas 
A&M  University  Health  Science  Cen- 
ter College  of  Medicine. 

Pediatrician  Betty  J.  Edmond,  MD,  was 
appointed  medical  director  of  Brack- 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from , 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632 ; e-mail  johanna_f@texmed.org. 


Walter  P.  Dyck,  MD  Ralph  D.  Feigin,  MD 

enridge  Hospital  and  the  Children’s 
Hospital  of  Austin. 

Pediatrician  Ralph  D.  Feigin,  MD,  has 

been  named  president  and  chief  execu- 
tive officer  of  Baylor  College  of  Medi- 
cine in  Houston.  Dr  Feigin  succeeds 
immunologist  William  T.  Butler,  MD, 
who  will  become  the  medical  school’s 
chancellor.  Cardiovascular  surgeon 
Michael  E.  DeBakey,  MD,  previously  the 
school’s  chancellor,  will  assume  the 
position  ol  chancellor  emeritus. 

Fort  Worth  pathologist  Ladon  W. 
Homer,  MD,  was  named  Physician  ol 
the  Year  for  1995  by  the  Huguley 
Memorial  Medical  Center  staff. 

Galveston  internist  William  C.  Levin, 
MD,  was  presented  the  Texas  Laureate 
Award  of  the  American  College  of 
Physicians. 

Richard  Mabry,  MD,  Dallas,  received 
the  Sam  Sanders  Award  for  research  in 
allergy  and  sinus  disease  at  the  annual 
meeting  ol  the  American  Academy  of 
Otolaryngic  Allergy. 

Donald  R.  May,  MD,  Lubbock,  was 


Donald  R.  May,  MD  Janet  Squires,  MD 


elected  vice  chair  for  the  Section  on 
Ophthalmology  of  the  Southern 
Medical  Association. 

L.  Gill  Naul,  MD,  Temple,  was 
appointed  head  of  the  department  ol 
radiology  for  the  Texas  A&M  Univer- 
sity Health  Science  Center  College  of 
Medicine. 

Austin  psychiatrist  Stuart  S.  Nemir,  Jr, 
MD,  was  presented  the  1995  Dr  Roger 
McCary  Service  Excellence  Award  for 
his  leadership  and  commitment  to 
Shoal  Creek  Hospital. 

Austin  reproductive  endocrinologist 
Kaylen  Silverberg,  MD,  was  elected  to 
the  board  of  directors  of  the  Society 
for  Assisted  Reproductive  Technology. 

Pediatrician  Janet  Squires,  MD,  and 
her  coworkers  in  the  Pediatric  AIDS 
Network  of  Dallas  were  named  win- 
ners of  the  1995  Award  for  Innovation 
from  the  Association  for  the  Care  ol 
Children’s  Health. 

General  surgeon  Robert  J.  Turner  III, 

MD,  was  chosen  president-elect  of  the 
Texas  Surgical  Society  for  1997. 
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Opportunity  doesn’t  just 
knock  anymore, 

It  stays  in  contact 
with  people  like  us. 
Shouldn’t  you? 

fTTTlTVmTIfflfTi 


EmCare  Physician  Staffing  Services  has  the  perfect  opportunity  waiting  for 
you.  As  a full  service  physician  staffing  company  we’re  prepared  to  meet  your 
every  need. 

Whether  it’s... 


• Physician  Search  • Locum  Tenens  • Contract  Management 

Don't  wait  for  a knock  on  the  door.  Call  us  today.  Your  opportunity  is  waiting. 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


| PRISM  RADIOLOGY  NETWORK 

Put  your  part-time  Radiologist 
on  the  Network 

To  provide  full-time  coverage  including: 

* Every  study  performed  at  the  hospital  between 

7 a.m.  and  5 p.m.  weekdays  will  be  read  that  day 
(usually  within  two  hours). 

♦An  immediate  reading  may  be  requested  on  any 
study  24  hours  a day. 

♦All  STAT  studies  are  read  immediately. 

♦The  Radiologist  will  have  access  to  a growing 
number  of  services  on-line  such  as  subspecialty 
consultation  and  coverage  for  new  modalities 
he/she  has  not  yet  mastered. 

Call  or  ask  your  hospital  administrator 
to  call  for  more  information 

David  A.  Nicol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ FAX  512-327-6305 
2201  Plumbrook  Drive  ♦ Austin,  Texas  78746-6233 

Illli 

DEATHS 


Lyman  C.  Blair,  MD,  90;  Katy;  Rush 
Medical  College  of  Rush  University, 
1931;  died  December  25,  1995. 

Edward  E.  Clemmons,  MD,  63;  San 

Angelo;  Louisiana  State  University 
School  ot  Medicine  in  New  Orleans, 
1958;  died  November  27,  1995. 

Delfred  L.  Dick,  MD,  73;  Tyler;  Baylor 
College  of  Medicine,  1946;  died 
November  21,  1995. 

Bernard  B.  Friedman,  MD,  94;  Wash- 
ington, DC;  State  University  of  New 
York  at  Buffalo  School  of  Medicine 
and  Biomedical  Sciences,  1927;  died 
September  15,  1995. 

Joseph  Eggleston  Gardner,  MD,  77; 

Corpus  Christi;  Tulane  University 
School  of  Medicine,  1945;  died 
December  10,  1995. 

Ralph  Monroe  Gibson,  Jr,  MD,  56;  Bay- 
town;  Baylor  College  of  Medicine, 
1965;  died  October  24,  1995. 

Arthur  Leonard  Glassman,  MD,  81; 

Houston;  University  of  Iowa  College 
of  Medicine,  1939;  died  December 
30,  1995. 

Alexander  G.  Gregory,  MD,  64;  Fort 
Worth;  University  of  Ottawa-Canada, 
1959;  died  January  6,  1996. 

James  M.  Hartman,  MD,  80;  Garland; 
Baylor  College  of  Medicine-Dallas, 
1941;  died  December  15,  1995. 

Robert  Ivan  Hauser,  MD,  62;  Houston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1959;  died  Jan- 
uary 8,  1996. 

Robert  Charles  Hermann,  MD,  80; 

Taylor;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1938;  died 
January  2,  1996. 
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Walter  Gibson  Holloman,  MD,  84; 

Houston;  Louisiana  State  University 
•School  of  Medicine  in  New  Orleans, 
1935;  died  March  3,  1995. 

David  T.  McMahon,  Jr,  MD,  76;  San 

Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1951; 
died  December  1 1,  1995. 

Sidney  Gordon  Ohlhausen,  MD,  82; 

Houston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1938; 
died  December  20,  1995. 

Harry  Jay  Renken,  Jr,  MD,  74;  Dallas; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1947;  died 
December  20,  1995. 


Judy  Bozeman 


W^ien  was  your 

last  fiscal 
checkup? 


Woodway 

FINANCIAL  ADVISORS 

A Trust  Company 

1 0000  Memorial  Dr. 
Houston, Texas  77024 


683-7070 


John  Joseph  Reuland,  MD,  65;  Tyler; 
Hahnemann  University  School  of  Med- 
icine, 1956;  died  December  8,  1995. 

June  Etta  Richardson,  MD,  64;  Austin; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1963;  died 
December  8,  1995. 

Murphy  Donaghey  Stevenson,  MD,  85; 

Houston;  Tulane  University  School  of 
Medicine,  1940;  died  March  24,  1995. 

Herbert  A.  Suehs,  MD,  90;  Henderson; 
Tulane  University  School  of  Medi- 
cine, 1930;  died  November  27,  1995. 

Laurent  Tonnele  Visconti,  MD,  40; 

Arlington;  University  of  New  Mexico 
School  of  Medicine,  1984;  died 
December  20,  1995. 

Morris  Frank  Waldman,  MD,  94;  Dal- 
las; Baylor  College  of  Medicine-Dal- 
las,  1936;  died  December  13,  1995. 

Carl  Austin  Willeford,  MD,  69;  Dallas; 
Baylor  College  of  Medicine,  1954; 
died  December  16,  1995. 


FREEMANBCOCKERELL 


DERMA TOPATHO LOGY  LAB  O RAT  O R I E S 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAY  J.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 
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The  time.  The  place 


Opening  the  door  t< 
opportunity  is  easier  when  yoi 
have  the  key. 

We  k now,  because  foi 
more  than  75  years  we’ve  beer 
helping  people  find  the  way  t( 
invest  in  land  for  recreation 


1-800-922-5263  Call 


now  lor  information,  or  to  apply  for  a loan  to  buy  o: 


The  ways  and  means. 


,eekend  escapes,  or  a country 
)me.  We  re  your  locally- 
vned  and  operated  Federal 
and  Bank  Association. 

You  won’t  find  a better 
rderstanding  ot  the  value  of 
nd,  or  a deeper  appreciation  of 


your  desire  to  own  a piece  of  it. 

In  the  end,  we  provide 
more  than  just  the  means  to 
buy  property.  We  help  people 
open  the  door  when  oppor- 
tunity knocks. 


LAND BANK 


Part  of  the  fabric  ol  rural  life. 


finance  land,  make  improvements,  or  to  build  or  buy  a home.  Ht 
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Ten  tips 

for  practicing 
prevention 

Campaign 
promotes 
partnership  with 
patients 


1.  Foster  the  team 
approach  to  patient  educa- 
tion in  your  office.  Your 
positive  attitude  about 
prevention  will  become 
infectious  among  your 
staff.  Designate  a patient 
education  coordinator  to 
manage  your  preventive 
health-care  efforts.  Appro- 
priately trained  staff  can 
counsel  patients  on  many 
topics. 

2.  Ask  your  patients  to 
complete  a risk  factor 
assessment  questionnaire 
to  help  identify  their  pre- 
ventive health-care  needs. 

3.  Use  every  clinical 
encounter  as  an  opportu- 
nity to  educate.  Patients 
rarely  see  their  physicians 
for  specific  preventive  care 


services.  Take  advantage  of 
acute  and  chronic  care  visits 
to  deliver  preventive  care, 
too.  Talk  to  patients  about 
their  risk  factors  and  what 
they  can  do  to  improve 
their  health.  Any  counsel- 
ing, no  matter  how  brief,  is 
better  than  nothing. 

4.  Write  down  in  a 
simple  format  the  preven- 
tive health  suggestions  you 
talk  about  with  your 
patients.  Patients  love  to 
leave  with  something  in 
their  hands  that  they  can 
refer  to  later. 

5.  Keep  patient  educa- 
tion materials  in  your  exam- 
ination and  waiting  rooms 
for  patients  to  browse 
through  or  take  home  with 
them.  Put  their  waiting  time 
to  good  use.  Explore  the 
reasonably  priced  patient 
education  materials  and 
resources  available  from 
nonprofit  health  organiza- 
tions such  as  your  local 
American  Heart  Associa- 
tion, American  Cancer 
Society,  American  Diabetes 
Association,  and  American 
Lung  Association. 

6.  Develop  a tracking 
or  prompting  system  to 
manage  your  patients’  pre- 
ventive care.  Research  has 
shown  that  simple  tools  can 
improve  the  delivery  of  pre- 
ventive care.  Flag  the  charts 
of  high-risk  patients  who 
could  benefit  from  ongoing 
counseling.  Use  a flow 
sheet  in  patients’  charts  to 
track  their  preventive  ser- 
vices. Explore  computer- 
ized reminder  and  tracking 
systems. 

7.  Become  familiar  with 
the  preventive  health  ser- 
vices and  programs  in  your 
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There’s  no  doubt  about  it.  Preventive  health  care  is 
here  to  stay.  If  you  are  a primary  care  physician,  you 
can  count  on  this  trend  to  affect  your  office  even 
more  in  the  years  ahead. 

Government,  employers,  managed  care  organizations, 
insurance  companies,  and  accrediting  agencies  are  recognizing 
the  importance  of  prevention  in  today’s 
quest  for  cost-effective  care.  Physicians  rec- 
ognize that  prevention  is  just  good  medi- 
cine to  promote  health,  extend  life, 
improve  functioning,  and  prevent  suffer- 
ing. Finally,  patients  want  and  expect  high- 
quality,  credible  health  information  from 
their  physicians.  In  fact,  a recent  Gallup 
poll  indicated  that  50%  of  adults  would 
switch  doctors  if  they  felt  they  were  not  get- 
ting the  preventive  health-care  services  and 
counseling  that  they  thought  they  needed. 

Patient  satisfaction  and  the  economic 
benefits  prevention  may  bring  to  todays 
health-care  environment  are  welcome;  how- 
ever, improving  our  patients’  health  is  always 
our  No.  1 goal.  As  physicians,  we  have 
incredible  power  to  make  a difference  in  pre- 
venting disease  and  improving  the  quality  of 
life  for  our  patients.  Several  studies  have 
shown  that  a patient  is  more  likely  to  change 
a behavior  if  the  message  comes  from  his  or 
her  physician.  Each  patient  encounter  pre- 
sents an  ideal  opportunity,  or  “teachable  moment,”  to  enable 
the  patient  to  make  choices  toward  better  health. 

If  prevention  is  so  widely  accepted  as  an  important  com- 
ponent of  health  care,  then  why  is  it  so  difficult  to  practice? 
Physicians  find  themselves  facing  several  barriers,  such  as  con- 
flicting recommendations  from  leading  authorities  on  preven- 
tive health  services  and  the  frequency  and  age  at  which  they 
should  begin,  lack  of  time,  insufficient  education  and  training 
in  medical  school  and  through  continuing  medical  education, 
and  lack  of  reimbursement. 

Enter  Healthy  Patient  2000.  Launched  to  Texas  Medical 
Association  members  during  the  February  1996  Winter 
Leadership  Conference,  Healthy  Patient  2000  is  an  associa- 
tion-wide campaign  with  a common  mission:  physicians 
and  patients  working  together  for  a healthier  Texas.  Healthy 
Patient  2000  is  an  effort  to  promote  health  and  prevent  dis- 
ease, as  well  as  to  advocate  for  patient  health  issues  within 
today’s  turbulent  health-care  environment. 

TMA  and  the  American  Medical  Association  have  poli- 
cies promulgating  the  role  of  physicians  in  prevention,  as 
well  as  supporting  the  physician-patient  partnership.  Healthy 
Patient  2000  puts  these  policies  into  action  by  promoting 
public  awareness  of  key  health  issues  such  as  preventive 
health  care,  nutrition,  exercise,  and  dangers  of  tobacco  use. 

The  campaign  also  gives  physicians  the  resources,  educa- 
tion, and  tools  they  need  to  put  prevention  into  practice.  It 


provides  a framework  for  physicians  to  advocate  for  issues 
important  to  medicine  and  our  patients,  such  as  longer 
maternity  stays,  coverage  of  essential  health  services,  appro- 
priate releases  after  invasive  procedures,  and  support  of  pre- 
ventive health  care.  Finally,  Healthy  Patient  2000  bridges  the 
private  and  public  sectors  by  tying  medicine  into  Healthy 
People  2000,  which  is  a nationwide  initia- 
tive outlining  more  than  300  health  objec- 
tives set  by  more  than  300  national 
organizations  in  22  priority  areas. 

The  goals  of  Healthy  Patient  2000  are: 

• To  emphasize  health  promotion  and 
prevention  (primary,  secondary,  and 
tertiary)  as  a means  to  reduce  morbidity 
and  mortality  in  Texas; 

• To  promote  physicians’  involvement  in 
health  promotion  public  awareness 
activities  in  Texas; 

• To  emphasize  the  importance  of  the 
physician-patient  relationship  in  main- 
taining the  standard  and  continuance 
of  care  necessary  for  optimum  health; 

• To  identify  the  health  delivery  systems’ 
strengths  and  weaknesses  in  meeting  the 
health-care  needs  of  Texans  and  to  advo- 
cate for  necessary  changes;  and 

• To  support  the  physicians’  role  as  an 
advocate  of  patient  health. 

Healthy  Patient  2000  has  three  main  audiences:  physi- 
cians, the  public,  and  policymakers  (government,  managed 
care,  and  employer  groups).  The  public  component  of  the 
campaign  will  be  launched  in  July  1996.  A task  force  was 
appointed  in  November  1995  by  the  TMA  Board  of 
Trustees  to  design  the  essential  elements  of  this  campaign. 

The  time  has  come  for  a TMA  campaign  such  as  this. 
Look  for  Healthy  Patient  2000  messages  throughout  the  year. 
These  messages  will  be  presented  at  annual  session  and  lead- 
ership conference,  and  distributed  to  your  county  medical 
society,  in  TMA  publications,  and,  eventually,  to  the  public. 

I leave  you  with  two  challenges:  First,  do  one  thing,  no 
matter  how  insignificant  it  may  seem,  that  increases  preventive 
efforts  in  your  office  (for  ideas,  see  pp  14,  16).  Second,  advo- 
cate in  your  community  and  across  Texas  for  health  issues  that 
you  care  most  about.  Make  your  voice  heard.  We  have  the 
power  to  make  a difference.  Our  patients  need  to  know  we  are 
fighting  for  them  and  for  the  health  of  our  communities. 


Susan  Rudd  Wynn,  MD,  a Fort  Worth  allergist, 
chairs  the  Healthy  Patient  2000  Task  Force.  For  more  information 
about  the  Healthy  Patient  2000  campaign,  please  call  Allison 
Schmidt,  MPH,  with  the  TMA  division  of  health  and  scientific 
affairs,  at  (800)  880-1300,  ext  1464,  or  (512)  370-1464. 
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community,  such  as  smok- 
ing cessation  and  substance 
abuse  programs,  immuniza- 
tion programs,  support 
groups,  crisis  intervention 
programs,  and  shelters. 

8.  Take  a continuing 
medical  education  course 
or  read  journals  to  update 
your  knowledge  and  skills 
in  the  area  of  prevention. 
Become  familiar  with  the 
preventive  screening  guide- 
lines recommended  by 
leading  health  authorities 
such  as  the  American  Can- 
cer Society,  the  US  Preven- 
tive Services  Task  Force, 
and  the  National  Cancer 
Institute.  For  information 
on  how  to  obtain  these 
guidelines,  call  Texas  Med- 
ical Association’s  health  and 
scientific  affairs  division  at 

(800)  880-1300,  ext  1467, 
or  (312)  370-1467.  Provide 

your  staff  with  opportuni- 
ties to  learn  more,  too. 

9.  Gain  commitment 
from  your  patients  to 
change.  Tell  them  the  key 
to  improving  their  health  is 
their  willingness  to  change 
their  behaviors.  Assess  their 
readiness  to  incorporate 
your  suggestions  into  their 
lifestyles.  Sometimes  you 
have  to  start  out  with  small 
changes  and  work  toward 
the  bigger  ones. 

1 0.  Order  resources  from 
the  Put  Prevention  Into 
Practice  (PPIP)  program 
through  the  Texas  Depart- 
ment of  Health  (TDH). 
This  inexpensive  program, 
developed  by  the  US  Public 
Health  Service,  helps  you 
track  each  patient’s  preven- 
tive health  needs.  For  more 
information,  please  call 
TDH  at  (512)  458-7534. 


Healthy  Patient  2000  is  a 
Texas  Medical  Association 
campaign  to  promote  the 
physician-patient  partner- 
ship for  good  health.  To 
learn  more  about  preventive 
health  resources  available 
through  TMA , please  call 
the  health  and  scientific 
affairs  division  at  (800) 
880-1300 , ext  1464,  or 
(512)  370-1464. 

Brochure  offers  tips  on 
women’s  wellness 

Major  health  issues 
lor  women  and 
ways  they  can 
reduce  their  risk  of  disease 
are  presented  in  “Women’s 
Health:  Ideas  for  a Life- 
time of  Wellness,”  a new 
brochure  from  Baylor  Col- 
lege of  Medicine  in  Hous- 
ton available  to  physicians 
and  their  patients. 

The  brochure  addresses 
breast  cancer,  osteoporosis, 
reproductive  health,  eating 
disorders,  abuse,  depres- 
sion, and  heart  disease,  the 


leading  cause  of  death  in 
older  women.  Disease  pre- 
vention tips  discuss  diet, 
exercise,  alcohol  consump- 
tion, smoking,  sleep  pat- 
terns, and  regular  checkups 
and  screenings. 

For  a free  copy  of  the 
brochure,  send  a self- 
addressed,  stamped  enve- 
lope to  Women’s  Health, 
We  Care  for  You,  Baylor 
College  of  Medicine, 
Houston,  TX  77030.  For 
multiple  copies,  call  (713) 
798-8686  between  8 am 
and  5 pm. 

AIDS  information  service 
celebrates  first  birthday 

The  HIV/AIDS  Treat- 
ment Information 
Service  (ATIS)  has 
answered  more  than  10,000 
calls  from  health-care 
providers  and  patients  in 
its  first  year  of  existence. 
ATIS  staff  members 
inform  callers  about  the 
latest  treatment  options, 
provide  customized  data- 


Santa  Claus,  MD 

Patients  of  the  Regional  Charity 
Hospital  of  Leon,  Guanajuato, 
Mexico,  received  a special  gift  from 
Scott  & White  Memorial  Hospital 
& Clinic  this  past  winter — 4,000 
pounds  of  surplus  medical  supplies 
and  equipment.  Jesse  D.  Ibarra,  Jr, 
MD,  left,  retired  internist  and 
director  of  international  affairs  at 
Scott  & White,  and  Virginia 
Feaster,  project  manager  of  com- 
munity research  and  program 
development  at  Scott  & White, 
oversaw  the  shipment  of  medical 
supplies  to  the  people  of  Leon. 

base  searches,  and  link 
callers  to  other  HIV/AIDS 
information  resources. 
Through  the  service,  callers 
can  obtain  copies  of  feder- 
ally approved  treatment 
guidelines,  including  rec- 
ommendations for  HIV 
counseling  and  voluntary 
testing  lor  pregnant 
women,  and  actions  to 
take  for  the  prevention  of 
opportunistic  infections  in 
people  infected  with  HIV. 

ATIS  is  also  offering  the 
Glossary  of  HIV/AIDS- 
Related  Terms  to  help 
patients  understand  the 
technical  terms  related  to 
HIV.  To  receive  a free  copy, 
call  (800)  HIV-0440  or  e- 
mail  atis@cdcnac.aspensys 
.com.  ATIS  is  sponsored  by 
the  Agency  for  Health  Care 
Policy  and  Research,  Cen- 
ters for  Disease  Control 
and  Prevention,  Health 
Resources  and  Services 
Administration,  National 
Institutes  of  Health,  and 
the  Substance  Abuse  and 
Mental  Health  Services 
Administration. 
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By  Teri  Lee  Jones 

Anesthesiology 

Close  your  eyes  and  count  to  10 


The  first  public  demonstration  of 
anesthesia  was  at  Massachusetts  General  Hospital 
in  1846,  making  1996  the  sesquicentennial 
anniversary  of  one  of  the  most  seminal  events  in  the  his- 
tory of  medicine.  Advances  in  anesthesia  came  fast  and 
lurious  after  that  first  use  ol  ether- vapor  during  surgery, 
and  by  1914  physicians  were  identifying  themselves  as 
anesthetists.  Having  come  a long  way  since  the  days  of 
chloroform-soaked  cloths,  anesthesiology  has  been 
described  as  the  most  exact  art  in  medicine. 

Number  of  anesthesiologists  in  Texas:  2,92 6. 

Number  in  the  nation:  38,015. 

Number  of  anesthesiology  residency  programs  in  Texas:  10. 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  46.9%  of  those  physicians  who  had  described 
anesthesiology  as  their  primary  specialty  between  1981 
and  1994. 

Texas  average  income:  $175,000. 

Key  concerns:  The  possible  effects  of  cost-cutting  mea- 
sures on  access  to  care  and  quality  of  care;  the  decrease  in 
the  number  ol  applicants  for  anesthesiology  training  for 


reasons  that  include  anxieties  about  future  income  stabil- 
ity; scope-of-practice  issues  for  certified  registered  nurse 
anesthetists. 

What  anesthesiologists  like  most  about  their  specialty: 

Alleviating  patients’  pain  and  fears;  seeing  the  immedi- 
ate, dramatic  results  of  their  care;  the  intensity  of  patient 
contacts;  the  variety  of  patients;  and  the  challenge  of 
devising  individualized  anesthetic  plans. 

What  they  usually  don’t  like:  All  the  scheduling  frustra- 
tions associated  with  surgery;  having  little  control  over 
hours,  patients,  and  personnel;  inability  to  produce 
results  independently  ol  the  team;  lack  of  public,  profes- 
sional recognition. 

Anesthesiologists  have  to:  Pay  attention  to  details  for 
long  periods  of  time,  have  superior  concentration  abili- 
ties, work  efficiently  with  a variety  of  personalities, 
develop  a rapport  quickly  with  patients. 

Personality  traits:  Team  player,  easy-going,  patient, 
detail-oriented,  tolerant  of  strong  personalities,  affable. 


Sources:  Texas  State  Board  of Medical  Examiners,  Texas  Society  of  Anes- 
thesiologists, American  Society  of  Anesthesiologists,  American  Board  of 
Medical  Specialties. 


1905 

1935 

1936 

1941 

Nine  New  York  physicians  formed 

The  New  York  Society  of  Anes- 

Texas Society  of  Anesthesiologists 

American  Board  of  Anesthesiol- 

an anesthesia  society.  In  1911,  the 

thetists  changed  its  name  to  the 

founded,  incorporated  in  1959. 

ogy  approved. 

society  expanded  to  23  members 
and  named  itself  the  New  York 
Society  of  Anesthetists. 

American  Society  of  Anesthetists, 
and  in  1945  changed  its  name  to 
the  American  Society  of  Anesthe- 
siologists. Membership  now  totals 
34,214. 

Membership  now  totals  1,984. 
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By  Larry  BeSaw 

Blue  Cross  and  Blue  Shield 
of  Texas,  Inc,  and  Blue  Cross 
and  Blue  Shield  of  Illinois 
have  begun  joint  operations 
and  will  eventually  merge, 
contingent  upon  approval  by 
state  and  federal  regulators. 
Spokesperson  Darryl  Ewing 
says  there  is  no  definite 
timetable  for  the  merger  to 
take  effect,  and  that  physi- 
cians and  policyholders  will 
not  see  any  immediate 
changes  in  operations.The 
two  insurance  plans  have  a 
combined  total  of  about  3.8 
million  subscribers,  annual 
revenues  of  almost  $6  bil- 
lion, and  total  reserves  of 
more  than  $1  billion.  Rogers 
K.  Coleman,  MD,  president 
and  chief  executive  officer  of 
the  Texas  plan,  says  the 
merger  will  give  the  two 
plans  strong  financial 
reserves  and  operational 
cost  efficiencies.  Illinois  plan 
CEO  Raymond  F.  McCaskey 
says  it  is  the  “best  way  to 
remain  competitive  in  order 
to  fulfill  our  mission.” 

Temple’s  Scott  & White 
Memorial  Hospital  & Clinic 
has  purchased  10.94  acres  of 
land  at  Del  Webb’s  Sun  City 
Georgetown  to  build  a 
34,000-square-foot  clinic. The 
clinic  will  employ  8 physi- 


cians and  have  24  examina- 
tion rooms,  3 treatment 
rooms,  and  laboratory  and  x- 
ray  facilities.  Construction  is 
expected  to  be  completed  by 
the  end  of  the  year.  Sun  City 
Georgetown  is  a master- 
planned  community  for 
active  adults  55  and  older. 

OnCol  Medical  Associates, 
PA,  a group  of  Houston 
physicians  specializing  in 
diagnosing  and  treating  HIV- 
positive patients,  has 
announced  it  will  provide 
comprehensive  medical  ser- 
vices to  its  patients  under 
terms  of  an  agreement  with 
the  Houston  Healthcare 
Purchasing  Organization 
(HHPO),  a Houston-based 
managed  care  company. 
HHPO  has  signed  a contract 
with  Twelve  Oaks  Hospital 
to  provide  acute  care  ser- 
vices. OnCol  says  the  agree- 
ment will  offer  predictable 
costs  for  employers  and 
patients.  Comprehensive 
services  will  include  home 
and  hospital  care,  lab  work, 
research  and  counseling, 
treatment  plans  designed  to 
minimize  hospital  stays,  and 
outcomes  measurement.  It 
is  believed  to  be  one  of  the 
first  single-specialty  carve- 
out  programs  available  to 
commercially  insured  HIV- 
positive patients. 


Hospitals  and  Health  Net- 
works magazine  reports  that 
a survey  of  10,500  physicians 
by  Ernst  and  Young  shows 
that  primary  care  physicians 
in  practices  that  receive 
more  than  50%  of  their  gross 
revenue  from  managed  care 
saw  their  incomes  drop  from 
$137,900  in  1994  to  $1  16,000 
in  1 995.  However,  physicians 
in  practices  with  less  than 
50%  of  their  gross  revenues 
coming  from  managed  care 
experienced  an  increase 
from  $108,000  in  1994  to 
$ I I 5,000  last  year. 

The  University  of  North  Texas 
Health  Science  Center  at  Fort 
Worth  has  received  approval 
from  the  Texas  Higher  Educa- 
tion Coordinating  Board  to 
offer  a physician  assistant 
degree  program,  beginning  in 
the  fall  of  1 997. 

The  University  ofTexas 
Southwestern  Medical  Center 
in  Dallas  has  received  one  of 
the  two  largest  grants  distrib- 
uted by  the  new  $80  million 
Research  Resources  Program 
for  Medical  Schools  spon- 
sored by  the  Howard  Hughes 
Medical  Institute.  Southwest- 
ern received  $4  million,  which 
will  be  used  to  support  the 
research  of  1 0 new  assistant 
professors  to  be  recruited  by 
the  school. The  Southwestern 


grant  was  equaled  only  by  a 
grant  to  the  University  of  Cal- 
ifornia, San  Francisco,  Medical 
School. 

HealthTexas  magazine  says 
OrNda  HealthCorp  of 
Nashville  has  signed  a letter 
of  intent  to  acquire  the  con- 
trolling interests  in  Houston 
Northwest  Hospital,  which  is 
currently  owned  by  the  hospi- 
tal’s Employee  Stock  Owner- 
ship Plan.  OrNda  has  46 
hospitals  in  1 4 states  and  is 
the  third  largest  investor 
owned  hospital  management 
company  in  the  United  States. 

HealthTexas  also  reports  that 
St  Francis  Services  Corp, 
owner  of  St  Joseph  Regional 
Health  Center  in  Bryan,  and 
the  Burleson  Memorial  Hos- 
pital District  in  Caldwell  have 
signed  a 5-year  contract  to 
form  the  Burleson  Lease 
Corp. The  corporation  will 
lease  the  physical  plant  and 
equipment  from  the  hospital 
district,  and  district  employ- 
ees will  become  employees 
of  the  new  lease  company. 

From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  401  W 
15th  St,  Austin, TX  78701;  fax 
(512)  370- 1 632;  e-mail 
larry  b@texmed.org. 
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The  annual  session  is  the  flagship  of 
the  Texas  Medical  Association.  For  128  years,  the 
event  has  had  a significant  impact  on  the  practice  of 
medicine  in  our  state. 

The  history  of  annual  session  in  just  the  past  40  years 
reflects  the  remarkable  progress  and  strides  I MA  has  made. 
When  TMA  President  George  Turner, 

MD,  of  El  Paso,  opened  the  88th  annual 
session  in  1954  in  San  Antonio,  scientific 
topics  included  polio,  tuberculosis,  geri- 
atrics, bone  disease,  problems  in  blood 
transfusion,  and  breast  surgery.  There  were 
also  discussions  on  the  threat  of  socialized 
medicine,  doctor-patient  communication, 
and  relations  between  osteopathy  and 
medicine.  During  the  1960s,  programs 
included  “The  Hippie  Syndrome,”  “Sex 
Education  in  the  Public  Schools,”  and 
“Medical  Aspects  of  Automotive  Safety.” 

The  100th  TMA  Annual  Session,  held 
in  1967  in  Dallas,  featured  many  special 
events,  one  of  which  was  the  rendering  of 
a painting  by  artist  Robert  A.  Thom  of  the 
first  meeting  of  TMA  held  in  1853.  The 
painting  now  hangs  in  the  TMA  head- 
quarters building  in  Austin. 

Annual  session  continues  to  adjust  to 
societal  changes,  but  it  has  steadfastly 
maintained  the  professionalism  and  dig- 
nity befitting  an  organization  of  TMA’s  caliber.  It  continues 
to  afford  physicians  the  opportunity  to  assemble  and  elect 
their  officers,  secure  their  continuing  education  needs,  revise 
policies  to  reflect  current  medical  climates,  and  enjoy  the 
opportunity  of  visiting  beautiful  Texas  cities  with  friends 
and  colleagues.  It  also  affords  specialty  societies  and  other 
physician  organizations  the  ability  to  coordinate  their  busi- 
ness and  social  activities  in  a more  efficient  manner  with  the 
help  of  TMA  staff. 

The  delegations  of  1 17  county  medical  societies  meet  to 
make  and  help  implement  decisions  that  will  affect  the 
health  care  of  all  Texans.  Reference  committees,  which  are 
open  to  all  members  of  our  association,  are  able  to  testify 
and  give  individual  input  into  policy-forming  discussions. 
Their  input  will  be  especially  important  during  the  forth- 
coming meeting  because  of  the  attempted  revision  of  the 
AMA  House  of  Delegates.  This  reorganization  has  poten- 
tially far-reaching  effects  on  organized  medicine. 

One  unique  aspect  of  our  annual  session  is  the  persis- 
tence of  a scientific  section.  TMA  is  one  of  the  few  state 
associations  that  still  combines  scientific  programming  with 
its  business  meeting.  This  gives  our  members  an  opportu- 
nity to  conduct  business  affairs  and  meet  continuing  med- 
ical educational  needs  in  a relatively  short  period  of  time. 
The  availability  of  scientific  programs  has  been  especially 
attractive  because  of  state  mandates  requiring  a minimum  of 


12  hours  of  Category  1 level  credit  for  annual  recertifica- 
tion. More  than  230  Category  1 level  hours  will  be  offered 
to  our  membership  during  the  meeting. 

This  year,  a general  session  presented  on  Thursday,  May 
9,  1996,  will  explore  genetic  technologies,  including  new 
developments  in  cancer  genetics  and  management  of  the 
abnormal  fetus.  Also,  prospects  for  human 
gene  therapy  with  attendant  ethical  and 
socioeconomic  consequences  will  be  pre- 
sented. Three  prominent  clinical  geneti- 
cists, members  of  TexGene,  will  provide 
genetic  updates,  review  multidisciplinary 
approaches,  and  answer  questions  from 
attendees.  Many  feel  the  human  genome 
project  will  have  the  same  impact  on  soci- 
ety as  did  the  industrial  revolution. 

This  year  we  are  fortunate  to  meet  in 
San  Antonio,  the  site  of  some  of  our  best 
attended  meetings.  Accommodations  are 
within  easy  walking  distance  of  the  Con- 
vention Center.  The  ambiance  of  the 
Riverwalk,  with  its  many  shops,  restau- 
rants, and  art  galleries,  will  delight  the 
whole  family.  History  buffs  will  enjoy  the 
city’s  Spanish-influenced  architecture, 
numerous  missions,  and  cathedrals. 

One  of  the  most  compelling  reasons  to 
attend  this  annual  session  is  economic. 
There  are  absolutely  no  fees  charged  to 
TMA  members.  That  includes  admission  to  our  exhibit  sec- 
tion, which  will  again  be  one  of  the  finest  displays  of  new 
technologies  available  to  physicians. 

Many  revisions  have  been  instituted  during  recent 
annual  sessions,  including  the  combining  of  the  installations 
of  the  TMA  and  TMA  Alliance  presidents.  This  has  been 
extremely  successful  and  has  been  an  excellent  lead-in  to  the 
Friday  night  gala,  which  raises  funds  to  further  the  health 
care  of  Texas  citizens.  Another  recent  change  has  been  the 
availability  of  touch-screen  computers  for  attendees  to  give 
feedback  on  the  meetings.  I can  personally  assure  you  that 
your  comments  and  suggestions  are  tabulated  and  thor- 
oughly discussed  at  the  council  meetings. 

On  behalf  of  the  Council  on  Annual  Session  and  Scien- 
tific Programming,  I would  like  to  extend  my  personal  invi- 
tation to  all  TMA  members  to  attend  this  outstanding 
event.  It  should  be  a very  pleasant  experience  for  you  and 
your  family. 


DENNIS  J.  Factor,  MD,  a Fort  Worth  obstetrician- 
gynecologist,  chairs  the  Council  on  Annual  Session  and  Scien- 
tific Programming.  For  more  information  about  annual  session, 
see  registration  materials  elsewhere  in  this  magazine. 


Commentary: 

An  invitation 
to  annual  session 
By 

Dennis  J. 
Factor,  MD 

♦ 
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75  Years  Ago 

in  Texas  Medicine  - March  1921 

Organized  medicine:  its  ideals  and  accomplishments 
By  C.M.  Rosser,  md 
Dallas,  Tex 


The  medical  profession,  trained 

for  its  high  mission  and  zealous  of  that 
mission,  found  it  necessary,  in  order  to 
be  effective,  to  associate  its  members  in 
local,  county,  State,  National  and  inter- 
national societies,  and  to  correlate  them 
into  one  great  group.  The  group  so 
formed  is  termed  “Organized  Medi- 
cine.” Through  this  organization  the 
study  of  its  underlying  principles  has 
been  systematized  for  its  several  depart- 
ments; research  and  practical  laborato- 
ries have  been  established;  text-book 
and  other  teaching  has  been  provided; 
hospitals  and  sanitaria  have  been 
equipped,  and  the  accumulated  experi- 
ence of  the  entire  working  force,  an 
asset  of  incalculable  value,  is  realized.  As 
in  sociology,  preventive  measures  are 
the  most  promising  as  against  crime,  so 
are  preventive  health  measures  esti- 
mated in  the  contest  for  the  defeat  of 
disease  and  death.  “Organized  Medicine”  has  placed 
prevention  first  in  its  inclusive  program.  The  wisdom 
and  importance  of  this  is  evident  when  we  consider 
the  list  of  disorders  known  to  be  preventable,  the  large 
number  of  people  who  suffer  their  consequences,  and 
the  certainty  of  the  methods  to  be  employed.  . . . 

The  medical  profession  ofTexas,  as  a unit  of  orga- 
nized medicine,  feels  the  responsibility  which 
attaches  to  its  stewardship,  and  offers  no  apology  for 
its  willingness  to  assume  an  advisory  capacity  at  all 
times  when  matters  affecting  the  health  welfare  of 
the  people  come  up  for  consideration.  It  points  to 
what  has  been  done  through  the  agency  it  represents, 
and  its  opponents  are  challenged  to  produce  a parallel. 


It  has  in  recent  years  exhibited  an  unselfish  patrio- 
tism by  voluntary  effort  to  improve  the  qualifications 
of  its  membership  and  to  standardize  its  institutions. 
There  was  urgent  reason  for  this,  for  like  other  pro- 
fessions many  of  its  members  were  sadly  in  need  of  a 
better  average  equipment.  They  lacked 
in  academic  preparations  and  medical 
colleges  had  not  reached  a sufficiently 
high  standard  in  their  curricula.  They 
now  require,  after  a high  school 
diploma,  at  least  one  year  of  university 
work  before  entrance,  and  a minimum 
of  80  per  cent  of  attendance  during 
the  four  years’  course,  before  they  may 
become  candidates  for  graduation. 
The  graduate  must  then  convince  a 
competent  board  of  medical  examin- 
ers that  he  has  acquired  a working 
knowledge  of  the  subjects  taught 
before  he  may  offer  himself  as  a prac- 
titioner under  the  law.  It  is  contem- 
plated further,  as  a safeguard  against 
immature  medical  advice,  that  an  internship  in  a 
standardized  hospital  will  in  the  near  future  be 
required.... 

In  a knowledge  of  responsibilities  of  such  serious 
import  and  of  possibilities  so  far-reaching  and  oblig- 
atory, the  profession  stands  with  uncovered  head,  but 
with  a heart  that  is  proudly  brave,  humble  in  the 
presence  of  each  stupendous  task,  yet  standing  in  the 
light  for  all  the  good  it  may  give  or  gain,  it  leads  no 
clandestined  life,  but  meets  its  duties  daily  with 
unfaltering  faithfulness,  a friend  to  all  mankind! 

(Texas  State  Journal  of Medicine.  1921;l6[ll]  :49  5) 


“Organized  Medicine” 
has  placed  prevention 
first  in  its  inclusive 
program.  The  wisdom 
and  importance  of 
this  is  evident  when 
we  consider  the  list 
of  disorders  known 
to  be  preventable. 
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TMA  Advantage 
Time-savers  and 
resources  for  the 
medical  office 


Credit  card  service  TMA’s  credit  card 
processing  service  has  rates  as  low  as 
1 .62%  (based  upon  average  patient  charge). 
Through  a single  electronic  terminal,  which 
you  can  lease  or  purchase,  you  can  process 
MasterCard, Visa,  American  Express,  and 
Discover  transactions.The  service  also 
offers  check  guarantee  and  verification. 

Magazine  subscriptions  TMA  members 
receive  the  best  rates  available  on 
national  magazine  subscriptions. You  can 
order  Time,  Sports  Illustrated,  Family  Circle, 
and  other  popular  magazines. 

OSHA  Compliance  Manual  This  easy- 
to-use  manual  on  the  Occupational  Safety 
and  Health  Administration  (OSHA)  covers 
issues  such  as  chemical  hazards,  blood- 
borne  pathogens,  and  regulated  waste  dis- 
posal. Sample  forms  and  letters  help  you 
document  training,  log  occupational 
injuries  and  illnesses,  complete  employee 
exposure  reports,  update  lists  of  tasks 
and  procedures,  and  more. The  manual 
includes  a 3.5-inch  computer  disk  so  you 
can  customize  exposure  control  plans,  let- 
ters, and  forms  for  your  office. 

OSHA  News  & Review  In  a clear,  concise 
format,  this  bimonthly  newsletter  keeps  you 
informed  of  any  changes  in  OSHA  rules  and 
regulations.The  newsletter  may  be  used  to 
complete  all  mandated  employee  training 
within  your  office  during  regular  staff  meet- 
ings.Topics  to  be  covered  in  1996  include 
setting  safety  goals  for  your  office,  blood- 
borne  pathogens  annual  training,  workplace 
violence,  hazardous  and  medical  waste,  and 
the  Americans  With  Disabilities  Act. 

What  has  TMA  done  for  you  lately?  TMA  Advan- 
tage highlights  new  and  ongoing  benefits  and  services 
available  to  physicians  as  part  of  membership  in  the 
Texas  Medical  Association.  For  more  information  about 
the  services  and  products  described  here,  please  call 
the  TMA  practice  management  services  department  at 
(800)  880- 1 300.  ext  1 423,  or  (5 1 2)  370- 1 423. 


TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512)370-1382 
Fax  (512)  370-1632. 
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TMA  Foundation  thanks  all 
of  the  generous  donors  who  answered  the  call  of 
all  aboard”  and  have  joined  TMAF  in  realizing 
its  ambitious  mission  of  funding  initiatives 
to  meet  the  health  challenges  of  Texas.  ” 


TMA  Foundation 


legacy  of  CARING 

William  J.  Pokorny,  MD* 

Memorials  and  Tributes 

Dr.  and  Mrs.  Charles  F.  Adkins 

In  memory  of  George  h.  Pratt,  III.  MD 
In  Memory  of  Earl  Rafes,  MD 
Linda  Alexander 
In  Memory  of  Mrs.  James  Lewis 
In  memory  of  James  m.  Barnes 
Ruth  M.  Bain.  MD 
In  Memory  of  William  f.  Ross,  md 
Dr.  John  and  Evelyn  Bauman 
In  Memory  of  Kathleen  Green 
Mr.  Ricardo  Bolivar 

In  Honor  of  the  birthday  of  Elenora  bolivar 

Dr.  and  Mrs.  John  D.  Bonnet 

In  Memory  of  Jose  Gamma  rodarte,  md 

Sue  B.  Boyt 

In  Memory  of  Earl  Rafes,  md 
Jim  Bob  Brame.  MD 
In  Honor  of  Larry  C.  Driver. 

RECIPIENT  OF  TMA’S  FIRST  GOLDEN  APPLE  AWARD 
Dr.  and  Mrs.  A.  Brooks  Chapman 
In  memory  of  Thomas  S.  Taylor  , MD 
In  Memory  of  Mrs.  James  lewis 
In  Memory  of  James  m.  Barnes 
In  Honor  of  Beverlee  Herd 
Dr.  and  Mrs.  Winston  Cochran 
In  Memory  of  Earl  rafes,  md 
Ms.  Lynn  Denton 

In  honor  of  the  birthday  of  Dr.  Kate  Hendricks 
J.  Pierre  Filardi,  MD 
In  Memory  of  Casey  Allen 
James  R Gish,  MD 
In  Memory  of  Earl  Rafes,  md 
Dr.  r.  e.  Henderson  Jr. 

In  Memory  of  George  T.  Stevens,  md 
Dr.  James  and  Beverlee  Herd 
In  Memory  of  Earl  Stadler.  md 
In  Memory  of  Christian  James  Cowan 
In  Memory  of  Hugh  W.  par chman  Jr.,  md 
In  Memory  of  Thomas  S.  Taylor,  md 
In  Memory  of  Mr.  Varley 
In  Memory  of  Mrs.  James  Lewis 
Dietlind  Smith  Hernandez 
In  Memory  of  lou  Allan  McGee 
In  memory  of  Ms.  Janet  Foerster 
Mr.  and  Mrs.  Lewis  Hoffer 
In  Memory  of  Earl  Rafes.  md 
Dr.  and  Mrs.  Douglas  Horton 
IN  HONOR  OF  MARK  J.  Kubala,  MD.  1995-96  TMA 
President 

Douglas  L.  Horton.  MD 

In  Memory  of  Earl  Rafes,  MD 
Byron  L.  Howard,  MD 
In  memory  of  James  k.  Peden,  md 
George  N.  Irvine,  MD 
In  Memory  of  Georgine  r.  Irvine 
J.  Richard  Jackson,  MD 
in  Memory  of  Tom  M.  Oliver,  md 
Jefferson  County  Medical  Society 
In  Memory  of  George  H.  Pratt  III.  MD 
IN  Memory  of  William  J.  Berry.  MD 
In  Memory  of  Earl  Rafes,  MD 
Dr.  and  Mrs.  Mark  J.  Kubala 
in  Memory  of  J.  C.  Nash 
In  Memory  of  Ms.  Evelyn  Morgan 
In  Memory  of  Earl  Rafes,  MD 
In  Memory  of  Josephine  Hammel 
Hugh  Lamensdorf,  MD 
In  Memory  of  Earl  Stadler,  MD 
In  Memory  of  James  M.  Barnes 


Lifford  R.  Lancaster,  md 
In  Memory  of  Earl  Rafes.  md 
Mr.  and  Mrs.  Vincent  d.  Leone 
in  Memory  of  Earl  Rafes,  md 
Michelle  Malloy 

In  Honor  of  Douglas  A.  Carmichael,  MD 
Frederick  l.  Merian,  md 
in  Memory  of  Ada  Bowen 
Mr.  Robert  G.  mickey 
In  Honor  of  Albert  E.  Sanders,  MD 
In  Honor  of  Joseph  T.  Painter,  MD 
In  Honor  of  Mark  J.  Kubala.  MD 
In  Honor  of  Betty  P.  Stephenson,  MD 
In  honor  of  Priscilla  Ray,  md 
In  Honor  of  Fred  F.  Castrow  II,  MD 
In  Honor  of  Frederick  J.  Bonte,  md 
In  Memory  of  M.  T.  -pepper”  Jenkins,  md 
Midland  County  Medical  Society  Alliance 
In  Memory  of  John  Parchman 
In  Memory  of  Mary  F.  Best 
IN  MEMORY  OF  EDITH  HAY 
In  Memory  of  Minnie  Evans 
In  Memory  of  Mrs.  Bertha  Berry 
Joan  T.  Milburn 

In  Memory  of  James  l.  Mims  Jr.,  md 
In  Memory  of  Dr.  H.  H.  ‘-Bud"  Trippet 
Arlene  W.  Miller 
In  Memory  of  Earl  Rafes,  MD 
William  L.  Moore,  MD,  FACEP 
In  Honor  of  Leo  and  Daisy  Moore 
Adel  Nafrawi,  MD 
In  Memory  of  C.  C.  Ferris.  MD 
In  Memory  of  L.  j.  Webster,  md 
In  Memory  of  L.  Paradies,  MD 
In  Memory  of  O.  e.  Harper,  md 
Colleen  newman 
In  memory  of  May  Waller 
Jerry  and  Katherine  Newton 
In  Memory  of  Mrs.  ruth  Verheyden 
Dr.  Sam  A.  and  Elizabeth  Nixon 
In  Memory  of  Thomas  s.  Taylor,  md 
Bradley  W.  Nordyke,  MD 
In  Memory  of  Marie  joe  and  Rose  Alfano 
Col.  Peter  C.  Palazzolo (Ret)  USAF 
In  Memory  of  Mrs.  Eula  Palmer 
Bernard  W.  Palmer,  MD 
In  Memory  of  James  l.  Mims  Jr.,  MD 
In  Memory  of  Paul  R.  Langelier,  md 
Dr.  David  W.  and  Mia  Price 
In  Memory  of  Thomas  S.  Taylor,  md 
Dr.  and  Mrs.  William  B.  Shelton,  Jr. 

In  memory  of  Robert  McClure,  md 
Betty  P.  Stephenson,  MD 
In  Memory  of  Robert  McClure,  md 
Milton  W.  Talbot  Jr.,  MD 
In  Memory  of  Anna  Mary  Painter 
Texas  Medical  Liability  Trust 
In  Memory  of  Earl  Rafes,  MD 
TMA  Committee  on  cardiovascular  Diseases 
In  Honor  of  George  p.  Rodgers,  MD 
Jester  J.  Waller  Jr.,  MD 
In  Memory  of  Mrs.  Ann  Krupp 
In  Memory  of  Christian  Clay  Koch 
Dr.  and  Mrs.  Wesley  Washburn 
In  Memory  of  Earl  Rafes,  md 
James  m.  Watts,  md 
In  honor  of  William  c.  Scheihing,  MD 
In  Honor  of  George  h.  Sullivan,  md 
In  Memory  of  Hugh  w.  Parchman  Jr.,  md 
M.  C.  Williams,  MD 
In  Memory  of  Clinta  Ann  Steele 
In  Memory  of  Mrs.  Murell  Louis 
In  Memory  of  Weldon  g.  Kolb,  md 


Dr.  and  Mrs.  Stewart  M.  Willia 

In  Memory  of  George  h.  Prat,  III, 
In  Memory  of  Earl  Rafes,  md 
Susan  Rudd  Wynn,  MD 
In  Honor  of  Dr.  and  Mrs.  Robert  Ri 
In  Honor  of  Dr.  and  Mrs.  Normand  Tf 
In  Honor  of  Dr.  and  Mrs.  Bob  Q.  L> 
Susan  Rudd  Wynn,  MD  and  Rober 
Wetherall 

In  Honor  of  Dr.  John  h.  Smith 

Gifts 

dr.  joe  and  Mary  Abell 
Dr.  Kenneth  P.  and  Mary  Jane  Ad; 
affiliated  Pathologists,  pa 
Dr.  and  Mrs.  t.  h.  Alexander 
Dr.  and  Mrs.  Bohn  D.  Allen 
Elizabeth  Dee  Allums 
Greg  D.  Andreassian,  MD 
Joseph  P.  Annis,  md 
Anonymous 

Mario  R.  Anzaldua,  MD 
Arlington  Medical  society  Alliai 
Spencer  bayles,  MD 
Terry  Beck,  md 
Howard  B.  Bell,  MD 
Bell  County  Medical  Society  Alli 
Simon  I.  benevides  Jr.,  MD 
Howard  L.  Berg,  md 
Robert  Bernstein,  md 
Berry  Creek  Country  Club 
BETA  DERMACEUTICALS,  INC. 
Bexar  County  Medical  Society  All 
Randy  A.  Birken,  MD,  PA 
Rebecca  R.  Blair 
Ronald  E.  Blanco,  MD 
BLUECROSS  AND  BLUESHIELD  OF  TEXA' 

Dr.  John  w.  and  veronica  Bold 
ROBERT  C.  BONDY  JR..  MD 
Michael  Braden,  MD 
ADELE  BROMILEY,  MD 
JAMES  G.  BROOKS  JR.,  MD 
DOR  BROWN  JR.,  MD 

Dr.  and  Mrs.  frank  E.  brown  Ji 
MARTHA  BRUNER 

Robert  P.  Carroll  Jr.,  md 
l.  M.  Cartall  Jr.,  md 
Dick  Cason,  MD 

Dr.  and  Mrs.  A.  Brooks  Chapma 
Alfonso  Chavez,  MD 
jack  T.  Chisolm,  md 
Mr.  Jeff  Clark 
Jerry  D.  Clark,  MD 
Arthur  m Clements,  md 
Brian  M.  Cohen,  MD 
Raymond  Cohen,  md 
Hubert  e.  cone,  MD 
Barbara  Conner,  md 
Dr.  Tom  and  Paula  Coopwood 
John  J.  Costanzi,  MD 
w.  E.  Crenwelge,  MD,  pa 
dr.  Ed  S.  and  Helen  Crocker 
Hugh  B.  Currie,  md 
Nick  u.  Curry,  MD 
Dr.  Stephen  C.  and  Constance  K.  d 
John  L.  David,  md 
Dr.  and  Mrs.  Harry  K.  Davis 
dr.  and  Mrs.  Luis  Delgado 
Robert  G.  Denney,  md 

MS.  LYNN  DENTON 

Russell  L.  Deter,  md 
Dorothy  Di Nardo-Ekery,  MD 
Lafon  ditzler 


HAROLD  D.  DOW,  MD 
Guy  k.  Driggs,  md 
Larry  C.  Driver,  MD 
Alonzo  J.  Drummond,  MD 
Charles  B.  Dryden  Jr.,  MD 
Dupont  Pharma 
Patricia  Durham 
Duval  Oaks  Guest  Home 
Linda  H.  Dysert 

F.  ECKHARDT,  MD  AND  EDITH  ECKHARDT 
Catherine  R.  Edwards,  PhD 
Teresa  M.  Elliott,  MD 
Robert  H.  Emmick  Jr.,  MD 
BRYAN  EPPSTEIN  8c  COMPANY,  INC. 

Gene  E.  Ewing,  MD 
William  A.  Fawcett  IV,  MD 
Dr.  Bill  and  Kay  Fitch 
Evangeline  Ford 

✓orth  Convention  and  Visitors  Bureau 
Fredericksburg  Clinic,  PA 
ERICKSBURG  RADIOLOGY  ASSOCIATES,  PA 
Freeman  Companies 
Robert  E.  Gerald,  MD 
Veronica  Giesecke 
Dr.  James  R.  and  Phyllis  p.  Gish 
Homer  R.  Goehrs,  MD 
Dr.  David  and  Mary  Goldstein 
J.  Gordon  Gregory,  MD 
Amy  Grossman 
Pedro  Guana,  MD 
Martin  G.  Guerrero,  MD 
Jose  A.  Gutierrez  Jr.,  MD 
Dr.  and  Mrs.  M.  Wyatt  Haisten 
Tom  B.  Hancher,  MD 
Harris  Methodist  Health  Systems 
Mrs.  Harris  m.  Hauser 
Richard  J.  Hausner,  MD 
Dr.  and  Mrs.  B.  C.  Halley  Jr. 

Stanley  F.  Handel,  MD 
Marie  Harris 
E.  R.  Hayes,  MD 
Albert  F.  Hendler,  MD 
Candace  Jay  Heisler 
?.  John  C.  and  Pamela  H.  Hendricks 
beverlee  b.  Herd 
Dr.  Harold  and  Paula  High 
Dr.  and  Mrs.  William  Hinchey 
Matthew  J.  Hoermann,  MD,  PA 
John  Steven  Hoerster,  MD 
Joseph  W.  Holland  Jr.,  MD 
Dr.  Glen  E.  Holley 
Gerald  H.  Holman,  MD 
LaDon  w.  Homer,  MD 
Margaret  Horton 
Dr.  and  Mrs.  W.  Kim  Howard 
Miles  A.  Hutson,  md 
Dr.  and  Mrs.  Earl  F.  Johnson 
Jerry  Johnson,  MD 
Joel  David  Johnson,  MD 
Marilyn  Johnson,  MD 
B.  A.  Joiner,  MD 
LEAH  STOVALL  JONES 
Michael  C.  Jones,  MD 
Dr.  John  and  Cylia  Kamp 
Margaret  C.  Kaufmann,  MD 
Dr.  Mavis  P.  Kelsey 
ricia  McDonald  Kestelyn  and  Jaques 
Kestelyn,  md 

Dr.  Gary  T.  and  Phyllis  p.  Kimmel 
James  D.  King,  MD,  PA 
Dr.  and  Mrs.  John  C.  Koch 
Russell  w.  h.  Kridel,  md 

VlJAY  K.  KRISHNAN,  MD 


h.  n.  kumara,  md,  pa 
Charles  G.  Langham  III,  MD 
John  D.  Langston,  MD 
Bobby  Q.  Lanier,  MD 
Jerry  S.  Lehmann,  MD 
Luis  Leib,  MD 
Charles  Levenback,  md 
Barbara  and  Dr.  Joe  Lewis 
Mary  L.  Lipscomb 
s.  Braswell  locker,  md 
John  C.  Long  Jr.,  md 
Mrs.  Edward  E.  (Dixie)  Louis 
Neal  H.  Lowry,  MD 
Percy  E.  Luecke  Jr.,  md 
Luther  King  Capital  Management 
Dr.  Roger  and  Nell  Lyons 
Philip  W.  Mallory,  MD 
P.W.  Malone,  md 
John  L.  Mann,  MD 
Charles  R.  Massey  Jr.,  MD 
Dr.  Richard  and  Rosemary  Mauk 
Robert  Arthur  May 
W.  S.  May  and  Vicki  C.  May 
Dr.  and  Mrs.  Arthur  S.  McFee 
e.  B.  McGee,  md 

JANET  A.  MENDELSON,  MD 
Alan  Menter,  MD 
Mid-Texas  Health  Care  Assn.,  pa 
Mark  W.  Millard,  md 
Dr.  George  and  Maureen  Mimari 
Mr.  Juan  J.  Miranda  and  Theresa  J.  May 
Clifford  O.  Mishaw,  md 
ROSIE  MONCRIEF 
Jo  Beth  Moore 
Hector  E.  Morales,  MD 
Alma  W.  Moreton 
Alex  K.  Munson,  md 
James  F.  Murphy 
Robert  R.  and  Kathy  Murry 
NationsBank 

Dr.  and  Mrs.  Thomas  F.  Neal 
Colleen  M.  Newman 
Jerry  and  Kathrine  Newton 
Ann  V.  Nguyen,  md 
LAURANCE  N.  NICKEY,  MD 
John  A.  Osborne  Jr.,  MD 
Michael  A.  Ozer,  MD 
Dr.  and  Mrs.  Joseph  T.  Painter 
David  M.  Palafox,  md 
Gaylan  Park 
Owen  S.  Parker,  MD 
Mrs.  Jerry  A.  Parrish 
Leonard  G.  Paul,  md 
Carmen  Perez,  md 
Fred  Perez,  MD 
MARGIE  B.  PESCHEL,  MD 
H.  David  Pope  Jr.,  MD 
Dr.  and  Mrs.  Alfonso  Prado 
Dr.  and  Mrs.  Ronald  C.  prati 
Dr.  David  W.  and  Mia  Price 
Prudential  Insurance  Companies  of  America 
David  F.  Pugh,  MD 
Arden  C.  Quintin,  MD 
Rajam  S.  Ramamurthy,  MD 
Mario  E.  Ramirez,  MD 
Christopher  H.  rassekh,  MD 
Charles  A.  Reasner  II,  MD 
Janet  Tate  Rice 

Dr.  Bill  and  Marjorie  Richardson 
O.  J.  Richardson,  MD 
Dr.  Gil  Robinson 
L.  Rodney  Rodgers,  md 
J.  James  Rohack,  MD 


Mrs.  Ralph  W.  Rowe 
Rudd  and  Wisdom,  Inc. 

Terri  Anne  Russell,  MD 
Dr.  and  Mrs.  Garry  Rust 
Albert  E.  Sanders,  md 
Helen  G.  Schaffer,  MD 
Dr.  and  Mrs.  Ed  W.  Schmidt 
Herman  J.  Schultz,  MD 
Dr.  Ernest  p.  Schwaiger 
John  H.  Selby,  MD 
Christopher  W.  Serrano,  MD 
Dr.  Bill  and  Emily  Shelton 
Dr.  James  h.  and  Nancy  B.  Shelton 
John  G.  Short,  md,  and  Lynne  Short 
e.  Lee  Simes,  md 
Raj  K.  Singla,  MD 
IRENE  SKOR 

Robert  W.  Sloane  Jr.,  MD 
Alice  L.  Smith,  md 
George  W.  Smith,  md 
J.  Marvin  Smith  III,  MD 
John  Terry  Smith,  MD 
Lulu  L.  Smith,  MD 
W.  C.  Smith,  MD 
Janet  E.  Squires,  md 
Wesley  W.  Stafford,  md 
Lisa  Stark  Walsh 
Charles  T.  Stephenson,  MD 
Stouffer  Renaissance  Austin  Hotel 
Dr.  Thomas  or  Rosita  Sulistio 
William  E.  Swan  Jr.,  MD 
Erlinda  Tan,  MD 
Marc  T.  Taylor,  MD 
Texas  Academy  of  Family  Physicians 
Texas  Beef  Council 
Texas  Hospital  Association 
Texas  Medical  Association  insurance  Trust 
Texas  Medical  Liability  Trust 
Texas  Orthopaedic  Association 
W.  S.  Terry  Jr.,  MD 
TM A Alliance 

TM A Committee  on  Sports  medicine 
George  E.  Thannisch,  md 
Daniel  R.  and  Nancy  K.  Thompson 
Dr. Joe  and  Susan  Todd 
Luiz  C.  Toledo,  MD 
Nalin  H.  Tolia,  MD 
Travis  County  Medical  Society 
John  Vanzerzyl,  MD 
dr.  G.E.  and  Janice  Vaughn 
Dr.  Elmer  and  Kris  Anne  Vogelpohl 
Michael  L.  Walker,  MD 
Jester  J.  Waller,  MD 
James  W.  and  Bella  l.  ward 
Wesley  W.  Washburn  Jr.,  md 
Dr.  Samuel  C.  and  Linda  J.  Waters 
Barbara  Lord  Watkins 
Alice  V.  White,  PhD 

Wichita  County  Medical  Society  Alliance 
Kennon  Wigley,  md 
Cheryl  C.  Williams 
Drs.  John  and  Sheryl  Williams 
Sandra  A.  Williams,  md 
W.  H.  Williams  Jr.,  MD 
Dr.  and  Mrs.  Rick  K.  Wilson 
Dr.  Douglas  and  Sue  Woo 
Dr.  Dale  and  Mertie  Wood 
LOUISE  WORTHY,  MD 
Susan  Rudd  Wynn,  md 

* This  gift  is  a bequest  left  by  the  donor. 

These  gifts  were  made  from 
December  2,  1994  through  December  31,  1995 


Legislative  Affairs 

Coming  of  age 

1996  elections  likely  to  mark  turning  point  in  Republican  Party  politics  in  Texas 

By  Ken  Ortolon,  Associate  editor 


Being  a Republican  Party  official  in  Texas  in  the 
1960s  and  early  1970s  must  have  been  a frus- 
trating job.  Candidates  were  virtually  impossi- 
ble to  recruit  outside  of  the  major  statewide 
races  and  even  harder  to  elect.  Few  rural  Texas  counties 
even  held  Republican  primaries.  Republican  ranks  in  the 
Texas  Legislature  were  small,  and  the  Democrats  had  a 
stranglehold  on  nearly  every  office  of  significance,  save  for 
one  US  Senate  seat. 

That  began  to  change  with  the  election  of  Republican 
Bill  Clements  as  governor  in  1978,  and  now,  nearly  20 
years  later,  the  Texas  GOP  may  finally  have  come  of  age. 


This  year's  March  12  primary  elections  will  mark  the 
first  time  in  history  that  the  Republican  Party  will  hold  a 
primary  in  all  254  Texas  counties.  And  state  GOP  Execu- 
tive Director  Barbara  Jackson  says  an  unprecedented  num- 
ber ol  Republicans  have  filed  for  races  up  and  down  the 
election  ballot,  from  US  senator  to  the  county  constable. 

“On  January  2,  the  deadline  for  filing, 
we  set  history,”  Ms  Jackson  said.  “More 
people  have  filed  in  the  Republican  pri- 
mary than  have  ever  filed  in  history.” 

One  additional  historical  note  also 
bodes  well  for  Republicans:  For  the  first 
time  in  their  history,  Texas  Democrats 
failed  to  field  a candidate  in  a statewide 
race,  conceding  a state  Supreme  Court  spot 
to  Republican  Greg  Abbott. 

Both  Democratic  and  Republican 
politicos  say  the  record  candidate  partici- 
pation and  other  developments  of  this 
years  campaign  are  good  news  for  the 
GOP  because  it  demonstrates  the  party’s 


growth  among  Texas  voters.  But  those 
politicos  also  point  out  that  growth 
may  bring  with  it  some  tremendous 
challenges  for  the  Republicans  in  terms 
of  holding  diverse  interests  together  in 
a cohesive  coalition. 

Speak  no  evil 

“The  Republicans  are  experiencing 
some  fairly  predictable  growing  pains,” 
said  Kim  Ross,  TMA’s  director  of  pub- 
lic affairs.  “Now  you’re  seeing  heavily, 
even  bitterly  contested  Republican  pri- 
maries. It  looks  a lot  like  the  Demo- 
cratic primaries  used  to  be.” 

Republicans  always  have  held  to 
the  motto,  “Speak  no  evil  of  fellow  Republicans.”  But  with 
a growing  number  of  Republican  officeholders,  increasing 
factionalism  within  the  party  and  within  crowded  fields  in 
Republican  primary  races,  that  motto  may  be  sacrificed. 

An  illustrated  case  study  ol  this  trend  is  Texas  House  Dis- 
trict 47,  which  is  being  vacated  by  Republican  Rep  Susan 
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.Combs.  Incumbent  Travis  County 
1 Sheriff  Terry  Keel  is  challenging  Austin 
businesswoman  Jo  Baylor,  who  gained 
; considerable  name  recognition  in  an 
unsuccesshil  campaign  against  Demo- 
crat Lloyd  Doggett  for  the  US  Con- 
gress in  1994.  The  district  is  heavily 
Republican,  and  the  winner  ol  the 
GOP  primary  is  likely  to  be  the  victor 
in  November.  However,  Republicans 
already  are  at  odds  in  the  race.  Many 
Travis  County  Republicans  had  hoped 
Sheriff  Keel  would  seek  reelection  and, 
thereby,  hold  on  to  the  only  countywide 
office  held  by  a Republican.  Sheriff  Keel 
and  Ms  Baylor  also  have  argued  over  use 
of  a list  of  Republican  contributors  that 
Ms  Baylor  says  she  gave  Sheriff  Keel 
when  it  appeared  he  would  use  it  to  seek 
reelection,  not  use  it  to  run  against  her. 

Complicating  the  race  is  the  candi- 
dacy of  fellow  Republican  Kirk  Ingels, 
founder  of  the  Austin  Chapter  of  the 
Christian  Coalition.  Political  observers 
say  the  religious  right  is  just  one  exam- 
ple of  the  factionalism  that  is  growing 
within  the  Republican  party  and  that 
threatens  to  splinter  the  party,  much  as 
philosophical  differences  between  liber- 
als, moderates,  and  conservatives  have 
split  the  Democratic  Party  for  years. 

“The  factional  divisions  that  have 
bedeviled  Democratic  politics  for  50 
years  in  this  state  now  have  become  very 
evident  in  Republican  politics,”  says 
Austin  political  consultant  George  Ship- 
ley,  who  works  primarily  with  Democra- 
tic candidates.  “The  issues  of  choice, 
criminalization  of  abortion  procedures, 
smoking,  voluntary  prayer,  school  vouch- 
ers, and  the  like  now  serve  to  divide 
Republicans  internally  between  the  advo- 


cates of  the  religious  right,  Newt  Gin- 
grich-style  hard  chargers,  and  what  may 
be  described  as  more  mainstream,  mod- 
erate Republicans  like  [state  Sens]  David 
Sibley,  Bill  Ratliff  and  Jefil  Wentworth.” 

Mr  Ross  says  any  bickering  between 
GOP  factions  this  spring  could  cost  the 
party  votes  in  November.  Texas  politi- 
cal history  is  overflowing  with  case 
studies  where  a bitter  primary  contest 


alienated  voters,  factionalized  parti- 
sans, and  threw  the  general  election  to 
the  other  party  in  the  fall.  Until 
recently,  the  examples  were  Democrats 
vacating  the  field  lor  a Republican. 

Not  Republican  enough 

House  District  47  may  not  be  typical 
of  the  upcoming  Republican  pri- 
maries, but  it  is  iar  Irom  the  only  race 


Seven  physicians  file  for  office 


Texas  physicians  are  becoming  candidates  in  record  numbers.  Seven 
doctors  filed  to  run  in  the  March  12  primaries  for  congressional  or 
legislative  seats. 

State  Rep  Kyle  Janek,  MD,  (R-Houston)  is  seeking  reelection  to  his  District 
134  seat.  He  faces  no  opposition.  Dr  Janek,  a Houston  anesthesiologist,  was 
elected  to  his  first  term  in  1994.  That  followed  an  unsuccessful  bid  in  1992. 

In  another  Houston  area  district,  A.R.  Mikhail,  MD,  The  Woodlands, 
is  one  of  five  Republican  contenders  vying  for  a seat  being  vacated  by 
Republican  Rep  Kevin  Brady.  Dr  Mikhail,  a psychiatrist,  is  a longtime 
GOP  activist.  If  he  wins  the  primary,  he  will  face  a Democrat  and  an  inde- 
pendent in  the  November  general  election. 

In  Dallas,  Mark  Mitchell,  DO,  is  unchallenged  in  the  GOP  primary  for 
the  chance  to  unseat  District  103  incumbent  Rep  Steve  Wolens  ( D-Dallas). 
Also,  retired  ophthalmologist  George  “Doc”  Holladay,  MD,  of  Denton,  is 
attempting  to  defeat  incumbent  Republican  Rep  Jim  Horn  in  District  64. 

At  the  congressional  level,  Gene  Fontenot,  MD,  ol  Spring,  is  among 
numerous  candidates  seeking  the  District  8 seat  being  vacated  by  US  Rep 
Jack  Fields.  Dr  Fontenot  ran  unsuccesslully  in  1994  for  the  District  25  seat 
against  Democrat  Ken  Bentsen. 

In  Congressional  District  14,  Ron  Paul,  MD,  of  Surfside,  is  one  of  sev- 
eral Republicans  seeking  to  unseat  incumbent  Greg  Laughlin,  of  West 
Columbia,  who  switched  to  the  GOP  last  year.  Dr  Paul  is  a former  con- 
gressman and  once  ran  for  president  as  a Libertarian. 

Finally,  Jerry  Frankel,  MD,  of  Plano,  is  challenging  House  Majority  Leader 
Dick  Armey  (R-Irving)  for  the  District  26  seat.  Dr  Frankel,  an  advocate  of  a 
single-payer  health-care  system,  is  unopposed  in  the  Democratic  primary. 
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being  hotly  contested  by  GOP  candi- 
dates this  year. 

One  suburban  Houston  House  seat 
features  a five- way  Republican  primary. 
Many  Republican  incumbents  are  being 
challenged  in  the  primaries,  which  was 
almost  unheard  of  in  past  GOP  cam- 
paigns. Among  them  is  state  Sen  Jeff 
Wentworth,  of  San  Antonio,  who  is 
being  challenged  for  the  second  time  for 
reelection  in  the  GOP  primary  by  a can- 
didate who  has  complained  of  his  stand 
on  abortion.  Congressional  District  14 
candidate  Ron  Paul,  MD,  has  harshly 
criticized  incumbent  US  Rep  Greg 
Laughlin,  a recent  Republican  convert, 
for  his  past  voting  record  in  support  of 
some  Democratic  issues.  And  in  Tarrant 
County,  local  party  officials  have  tried  to 
label  congressional  candidate  Kay 
Granger,  Fort  Worth’s  mayor,  as  being 
“not  Republican  enough.’’ 

“When  a political  movement  reaches 
its  adolescence,  you  begin  to  see  this  sort 
of  purifying  effect,’’  Mr  Ross  said.  “It’s  a 
natural  growth  of  any  organization  that 
the  ‘true  believers’  seek  to  restore  ideo- 
logical purity  as  their  organization  gains 
in  numbers  and,  therefore,  diversity.” 

Ms  Jackson  recognizes  that  growth 
within  the  party  has  brought  more 
diversity  to  the  Texas  GOP. 

“As  a party  grows,  that  means  the 
base  of  the  party  is  growing,  and  that  is 
the  grassroots  — the  people  who  really 
are  participants  in  the  party  structure, 
the  ones  who  care  enough  to  vote  in  the 
primary,  who  go  back  to  their  precinct 
conventions  that  night,  then  go  to  their 
county  and  state  conventions,”  Ms  Jack- 
son  said.  “As  that  group  of  people  grows, 
you  will  see  a diversity  of  opinions.” 

However,  she  downplays  any  nega- 
tive impact  factionalism  might  have 
on  this  year’s  campaigns. 

“I  think  most  people  have  a com- 
mon goal,  but  they  have  a different 
way  to  get  there,”  she  said.  “We  have 
a very  conservative  party  platform  — 
we  have  had  for  years.  The  fact  that  we 
have  a pro-life  plank  is  not  unusual. 
It’s  been  there  since  the  1970s.  This  is 
not  a new  thing  of  the  1990s.” 


Gaining  ground 

Regardless  of  trends  in  party  partici- 
pation, the  real  test  for  the  Republican 
party  is  whether  it  can  gain  seats  in 
Congress  and  the  legislature.  Despite 
holding  the  governor’s  office,  both  US 
Senate  seats,  and  a majority  of  the 
Texas  Supreme  Court,  the  GOP  still 
holds  a minority  of  seats  in  both 
houses  of  the  state  legislature  and  in 
the  Texas  congressional  delegation. 

Ms  Jackson  and  other  Republicans, 
such  as  state  party  chair  Tom  Pauken, 
have  talked  enthusiastically  about 
Republican  chances  of  taking  control  of 
those  bodies  this  year.  But  other  politi- 
cal observers  from  both  parties  disagree. 

“Their  chances  in  1996  are  a long 
shot,”  Mr  Ross  said.  He  contends  that 
redistricting  has  compacted  Democra- 
tic and  Republican  voters  into  clearly 
defined  districts  that  protect  incum- 
bents and  leave  little  room  for  swings 
from  one  party  to  the  other.  Even  in 
the  numerous  open  seats  on  the  leg- 
islative and  congressional  ballots  this 
year,  there  are  only  a handful  of 
“swing”  districts  that  might  go  toward 
the  Republicans,  as  well  as  one  or  two 
that  might  swing  Democratic,  he  says. 

In  the  Texas  Senate,  District  24, 
which  currently  is  held  by  retiring  Sen 
Bill  Sims  (D-Paint  Rock),  could  go 
Republican,  in  what  will  be  a close  race, 
Mr  Ross  says.  At  the  same  time,  first- 
term  Republican  Sen  Drew  Nixon  also 
could  face  a serious  race,  meaning  the 
partisan  makeup  of  the  Senate  likely  will 
be  little  changed.  The  only  other  swing 
district  might  be  in  East  Texas,  where 
District  5 incumbent  Sen  Jim  Turner,  a 
Democrat,  is  running  for  Congress. 
That  seat,  however,  will  only  come  up 
for  election  il  Senator  Turner  wins  his 
congressional  race. 

David  Marwitz,  TMA  director  of 
political  education,  says  House  seats 
also  are  likely  to  stay  in  current  parti- 
san hands.  He  estimates  that  at  best 
Republicans  might  gain  fewer  than  a 
hall  dozen  seats,  not  enough  to  make 
them  the  majority  party. 

Mr  Shipley  agrees  that  Republican 
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| chances  of  gaining  control  of  the  legisla- 
ture are  slim  despite  what  he  described 
jas  a major  effort  by  Mr  Pauken  and 
1 other  GOP  leaders  to  recruit  opponents 
for  House  Speaker  Pete  Laney  and  other 
key  House  Democrats. 

“Most  analysts  in  both  parties  have 
1 concluded  the  effort  is  likely  to  fall 
short  in  1996,”  Mr  Shipley  said.  “ 1 he 
Republican  insurgents  are  acting 
without  the  support  — either  overt  or 
tacit  — of  Gov  George  W.  Bush.  The 
governor  has  made  it  very  clear  he  can 
work  with  the  bipartisan  majorities 
and  has  privately  discouraged  recruit- 
ment efforts,  has  not  participated  in 
them,  and  has  very  conspicuously  vis- 
ited Speaker  Laney  twice  in  his  dis- 
trict. By  the  same  token,  Lt  Gov  Bob 
Bullock  has  made  it  evident  to 
Democrats  that  he  discourages  chal- 
lenges to  incumbent  Republicans, 
particularly  Senator  Nixon.” 

That  may  seem  extraordinary 
behavior  between  political  adversaries, 
but  Mr  Shipley  says  the  explanation  is 
! simple.  “The  Texas  Legislature  is  gov- 
erned by  a coalition  that  is  biparti- 
; san,”  he  said.  “And  there  is  an 
expressed  rejection  of  partisanship 
inside  both  houses.” 

Added  to  that  may  be  a dose  of 
pragmatism  going  into  the  1997  leg- 
islative session.  If  congressional  Repub- 
i licans  succeed  in  passing  their  balanced 
budget  plan,  Texas  may  be  faced  with 
the  need  for  a multibillion-dollar  tax 
bill  to  make  up  for  loss  of  funds  for 
education,  welfare,  Medicaid,  and 
other  programs,  Mr  Shipley  says. 

“Can  the  Republicans  in  the  legis- 
lature pass  a tax  bill  without  Demo- 
cratic help?  That  is  exactly  the  logic 
that’s  propelling  Bush  and  Bullock  to 
discourage  partisanship.”  ★ 
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Don’t  cross  that  line 

Texas  telemedicine  law  stirs  up  national  debate 

By  Teri  Lee  Jones,  Associate  editor 


Until  recently,  it  was  OK  to  practice  medicine  on 
patients  in  this  state  without  a Texas  license  — 
in  some  cases.  It  had  been  perfectly  fine  to  send 
clinical  studies  to  out-of-state  physicians  for 
interpretation  and  diagnosis  until  the  legislature  changed 
the  Medical  Practice  Act  of  Texas  this  past  session.  The  new 
statute  requires  that  the  routine  practice  of  medicine  on 
patients  in  Texas  through  any  medium,  electronic  or  other- 
wise, come  under  the  regulation  of  the  Texas  State  Board  of 
Medical  Examiners  (TSBME).  Exceptions  apply  for 
episodic  or  emergency  care.  At  press  time,  Texas  was  one  of 
just  four  states  that  had  regulated  interstate  medicine. 


Whether  a Texas  physician  ships  off  a biopsy  through  a 
courier  or  electronically  transmits  a CT  scan,  the  physician 
on  the  other  end  must  now  hold  a Texas  license  il  he  or  she 
wants  to  interpret  the  studies.  Pathological  and  radiologi- 
cal studies  are  those  most  commonly  sent  across  state  lines 
in  this  country.  And  although  the  extent  of  such  practices 
in  Texas  has  not  been  determined  and  no  scandal  has  been 
associated  with  them,  experts  say  such  interstate  medicine 
has  existed  here. 

Protecting  Texas  citizens  from  unregulated  quacks  and 
low-quality  “mill”  operations,  beyond  the  jurisdictional 
reach  of  TSBME,  was  the  law’s  primary  intent,  its  creators 
say.  But  the  law  has  broader  implications.  It  covers  all 
telemedicine,  not  just  the  transmission  of  clinical  studies 
hut  also  the  treatment  of  patients  via  interactive  video, 
which  is  growing  steadily. 

The  primary  concern  of  every  state  medical  board  is 
how  to  take  advantage  of  the  expanded  access  telemedicine 
offers,  while  maintaining  the  protection  state  medical 
boards  have  traditionally  afforded  patients  by  setting  stan- 
dards of  care  and  yanking  the  licenses  of  bad  doctors. 

But  state  licensure  is  just  one  thorny  issue  raised  by 

Legal  articles  in  Texas  Medicine  are  intended  to  help  physicians  understand  the  law  by  pro- 
viding legal  information  on  selected  topics.  These  articles  are  published  with  the  understand- 
ing that  TMA  is  not  engaged  in  providing  legal  advice.  When  dealing  with  specific  legal  mat- 
ters, readers  should  seek  assistance  from  their  attorneys. 


telemedicine.  Some  experts  fear  that  if 
states  don't  somehow  self-regulate 
telemedicine,  the  federal  government 
will  step  in  and  either  overregulate  it 
— like  it  did  with  the  onerous  Clini- 
cal Laboratory  Improvement  Amend- 
ments in  response  to  the  Pap-smear 
debacle  of  the  late  1 980s  — or,  that  it 
will  strip  states’  rights  to  regulate 
telemedicine  at  all.  And  that’s  just  the 
beginning.  States  must  beware  of 
clashing  with  constitutional  protec- 
tions of  interstate  commerce. 
Telemedicine  could,  and  already  has 
by  some  estimates,  incite  new,  incen- 
diary referral  turf  wars  within  medi- 
cine. Adding  yet  another  dimension  to  the  debate  is  the 
whole  complicated  matter  of  physician  compensation  in 
telemedicine,  or  lack  thereof. 
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Texas  could  pass  a dozen  laws  saying 
only  physicians  licensed  in  Texas  may 
practice  medicine  on  patients  in 
Texas,  but  TSBME  could  still  only 
discipline  physicians  who  come  under 
its  jurisdiction. 


With  passage  of  the  telemedicine 
legislation  last  summer,  Texas  took  a 
precautionary  stance  that  other  states 
may  or  may  not  follow.  And  it  is  a 
that  has  helped  stir  up  a 


position 
national  regulatory  debate. 


No  license,  no  practice 

Representative  Joe  Crabb  (R-Humble), 
who  sponsored  the  Texas  telemedicine 
bill,  says  his  intent  was  to  keep  the 
practice  of  medicine  in  Texas  within 
TSBME’s  jurisdiction.  “We  want  the 
physicians  treating  Texas  patients  to  be 
approved  here.  If  they  are  somewhere 
else  and  not  licensed  here,  how  are  we 
going  to  discipline  them?” 

In  order  to  enforce  it,  TSBME  now 
has  to  begin  the  long  process  of  estab- 
lishing rules  to  clarify  the  law. 
TSBME  will  issue  proposed  rules  and 
get  public  input  on  them  before  pub- 
lishing final  ones.  It  has  already  held 
public  hearings  and  hopes  to  have 
rules  in  place  before  the  next  legisla- 
tive session. 

Bruce  Levy,  MD,  JD,  TSBME 
executive  director,  says  the  board’s 
main  challenge  is  not  to  overregulate 
medicine.  “We  don’t  want  to  interfere 
with  an  existing  beneficial  practice  of 
medicine.  We  want  to  continue  to 
allow  established  channels  of  medical 
consultation,”  namely,  physician-to- 
physician  consults,  and  episodic  or 
emergency  consults.  “What  the  board 
now  has  to  do  is  create  rules  that 
would  bring  in  the  provider  of  services 
who  is  living  in  another  state  [and 
wants  to  practice  telemedicine],  under 
the  jurisdiction  of  the  Texas  board,” 
Dr  Levy  added.  As  a practical  matter, 


State  boards  confer 

A group  of  about  1 00  health-care 
providers  debated  telemedicine  issues 
this  January  at  a conference  in  Dallas 
sponsored  by  the  Federation  of  State 
Medical  Boards  of  the  United  States 
(FSMB).  Attendees  included  represen- 
tatives of  most  state  medical  boards, 
national  specialty  societies  and  nursing 
associations,  and  consumer  groups. 

The  FSMB  presented  a model  act 
for  creating  a special  telemedicine-only 
medical  license.  Under  such  a system, 
a physician  holding  an  unrestricted 
license  in  Florida,  for  example,  could 
apply  to  TSBME  for  a special  Texas 
license  limited  to  telemedicine.  Each 
state  would  work  out  its  own  standards 
for  issuing  such  a license,  including 
determining  what  constitutes  the  “reg- 
ular” practice  of  telemedicine  and 
what  constitutes  episodic  care.  The 
model  act’s  creators  intend  for  it  to  be 
simple  to  implement. 

Leroy  B.  Buckler,  MD,  a Delaware 
physician  and  member  of  the  FSMB 
Board  of  Directors  who  also  chairs  the 
committee  that  wrote  the  model  act, 
says  licensure  and  liability  are  the  two 
impediments  to  telemedicine.  Dr 
Buckler  believes  a special  telemedicine 
license  addresses  both  problems.  “The 
only  mechanism  in  place  now  is  full 
licensure,  and  we  wanted  an  alterna- 
tive to  facilitate  telemedicine.” 


Determining  the  point  of  service,  or 
exactly  where  the  practice  of  medicine 
occurs  in  a telemedicine  encounter,  is 
central  to  the  debate.  Is  it  in  the 
patient’s  state  or  the  physician’s  state? 
Under  FSMB’s  model  act,  the  practice 
of  medicine  occurs  where  the  patient 
resides  — a definition  driven  by  liabil- 
ity issues. 


Telemedicine  alert 

Beware  of  violating  law 
and  of  liability  risks 

While  the  Texas  State 
Board  of  Medical 
Examiners 
(TSBME)  develops  rules  for  the 
new  telemedicine  law,  some 
Texas  physicians  may  be  at  risk 
of  violating  it.  The  new  law, 
which  took  effect  August  28, 
1995,  says  out-of-state  physi- 
cians who  practice  medicine  on 
Texas  patients  by  interpreting 
studies  or  diagnosing  diseases 
must  hold  Texas  licenses  unless 
they  meet  an  exception  such  as 
episodic  or  emergency  care. 

Also,  some  medical  profes- 
sional liability  carriers  do  not 
cover  the  practice  of  telemedi- 
cine or  limit  coverage  to  certain 
states.  Texas  physicians  who 
practice  telemedicine  on  patients 
in  other  states  should  check  their 
policies  to  make  sure  they  are 
covered. 
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The  loan  was  a lifesaver. 

It  helped  my  family  and  me 
during  a critical  time. 

• A PHR  Assistance  Fund  loan  recipient 


he  Physician  Health  and  Rehabilitation  Assistance  Fund  of 
Texas  Medical  Association  helps  physicians  in  need.  It  provides 
loans  for  medical  and/or  rehabilitative  services  to  physicians  experienc- 
ing depression,  chemical  dependency,  or  other  conditions  that  impair 
their  ability  to  lead  productive  lives. 

We  rely  on  the  generosity  of  TMA  members  to  help  us  continue  this 
important  work.  Won’t  you  help  restore  the  life  of  a colleague  today? 

□ Yes,  I want  to  help  restore  a life.  Here’s  my  tax-deductible  contribution  of: 
□ $100  D$50  D$25  □ Others 

Name 


A 


In  Honor  of:  _ 
In  Memory  of:. 


. City 


State 


. Zip. 


Send  notification  to:  Name. 
Address 


.City 


State 


; Zip. 


Mail  this  form  and  your  contribution  to: 

Texas  Medical  Assoaation  • Physician  Health  and  Rehabilitation  Assistance  Fund 
401  West  15th  Street  • Austin,  Texas  78701-1680 


A World  With  Trees.. .where  it's  a pleasure  to  live,  every  day 


Trees  Make  a World  of  Difference 

Trees  make  a world  of  difference.  Between  sand  and  dirt, 
and  shaded  parks  for  baseball,  picnics,  and  quiet  walks. 
Between  steamy,  sunbaked  streets,  and  friendly,  shady  neigh- 
borhoods. 

Trees  make  a world  of  difference.  Be- 
tween drab  and  unpleasant  places,  and 
Tree  City  USA's  where  it's  a pleasure  to 
live  every  day. 

Trees  are  cool.  Trees  help  conserve  energy, 

give  wildlife  a home,  and  increase  property 

• -T-i  i i l it  A World  Without  Trees 

values.  1 hey  also  dean  the  air  we  breathe, 

hold  the  topsoil  and  keep  rivers  running  clear. 

But  trees  don't  just  happen.  Your  town  needs  to  plant  trees, 

and  provide  for  their  care. ..to  be  a Tree  City  USA. 

Support  Tree  City  USA  where  you  live. 

For  your  free  booklet,  write:  Tree  City 

USA,  The  National  Arbor  Day  Foundation, 

Nebraska  City,  NE  68410. 

Let  trees  make  a world  of  difference  for  you. 

The  National 
Arbor  Day  Foundation 
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As  for  defining  the  practice  of  med- 
icine itself,  the  model  act  says  that  hap- 
pens when  a documented  medical 
opinion,  diagnosis,  or  treatment  is  ren- 
dered — and  even  that  definition  was 
not  easily  decided,  according  to  Dr 
Buckler.  “The  practice  of  medicine  is 
hard  to  define,”  he  said.  “It's  kind  of 
like  pornography  — you  know  it  when 
you  see  it,  but  how  do  you  define  it?” 

The  act's  point-of-service  definition 
was  the  most  hotly  debated  definition 
at  the  conference.  Some  speakers 
argued  that  there  was  equal  justification 
for  defining  point  of  service  where  the 
physician  resides,  and  not  the  patient. 
Jay  H.  Saunders,  MD,  president-elect 
of  the  American  Telemedicine  Associa- 
tion and  a panelist  at  the  conference, 
operates  one  of  the  largest  telemedicine 
networks  in  the  country  at  the  Medical 
College  of  Georgia.  Dr  Saunders  sug- 
gested the  whole  debate  needed  a new 
framework.  “Telemedicine  has  just 
served  to  spotlight  a system  that  is 


totally  archaic.  I here  is  absolutely  no 
need  or  justification  any  longer  for 
individual  state  licensure.” 

Dr  Saunders  says  he  recommends 
national  licensure  because  good  medi- 
cine is  defined  through  national  stan- 
dards and  because  medical  students 
take  a national  examination.  Bypass 
surgery  is  done  the  same  way  in  Geor- 
gia as  it’s  done  in  Florida  or  California, 
he  adds,  and  pneumococcal  pneumo- 
nia is  not  treated  differently  from  state 
to  state.  “If  our  true  intent  is  to  protect 
the  health  and  safety  of  citizens,”  Dr 
Saunders  said,  “then  we  had  better  not 
define  that  health  and  safety  based 
upon  geographic  boundaries.” 

The  largely  unacknowledged  and 
unvoiced  issue,  according  to  Dr 
Saunders  and  others,  is  that  many 
physicians  fear  telemedicine  might 
shrink  their  referral  sources.  “The 
referral  issue  is  really  the  crux  of  the 
problem,”  Dr  Saunders  said.  Given 
that  much  of  the  telemedicine  prac- 


Law 

ticed  in  this  country  operates  out  of 
hub  cites  from  large  tertiary  care  cen- 
ters or  medical  schools,  losing  refer- 
rals is  a legitimate  fear.  With  a 
sufficiently  developed  communica- 
tion infrastructure,  such  hub  cites 
could  one  day  become  a chief  source 
of  specialty  consults  for  primary  care 
providers  in  outlying  areas  — the 
very  “Wal-Mart  style,”  subspecialist 
mega-malls  some  experts  predict 
could  monopolize  medicine. 

Attitudes,  money  matter 

Although  it  has  been  around  some  35 
years,  telemedicine  has  taken  off  in  the 
1990s.  Several  federal  agencies,  includ- 
ing the  Department  of  Commerce,  the 
Health  Care  Financing  Administra- 
tion, and  the  Office  of  Rural  Health 
Policy,  have  started  telemedicine 
research  and  demonstration  programs. 
Because  of  its  potential  in  wartime 
medicine,  the  Department  of  Defense 
has  aggresively  pursued  telemedicine 


Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (214)  381-7181. 
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projects  and  is  now  establishing 
telemedicine  sites  in  Bosnia.  Experts 
say  about  50  telemedicine  programs 
exist  in  this  country  today,  twice  the 
number  of  just  a year  ago. 

Plenty  of  anecdotal  evidence  sug- 
gests that  telemedicine  can  save  lives 
and  lower  the  cost  of  care.  The  expense 
of  transporting  some  rural  patients  to 
urban  areas,  for  example,  has  been 
avoided,  thanks  to  telemedicine,  and  its 
potential  for  improving  access  to  care 
has  been  widely  touted.  Nevertheless, 
Medicare  and  Medicaid,  as  well  as  many 
private  insurers,  do  not  cover  most 
telemedicine,  mainly  because  it  lacks 
that  face-to-face,  in-person  quality. 

The  missing  element  of  touch,  so 
basic  to  medicine,  is  what  turns  off 
many  physicians.  Another  is  a simple 
aversion  to  certain  high-tech  gadgetry, 
experts  say.  Michael  J.  Caputo,  an  engi- 
neer for  the  C.  Everett  Koop  Institute 
at  Dartmouth,  which  has  designed  a 
telemedicine  network  for  several  states 


in  northern  New  England,  says  physi- 
cians tend  to  fall  into  one  of  three 
telemedicine-friendly  categories.  His 
organization  polled  New  England-area 
physicians  about  their  attitudes  toward 
telemedicine.  Turbo-users,  who  tend  to 
be  younger  physicians,  welcome  its 
arrival.  Physicians  in  the  middle  are 
interested,  but  not  convinced  telemed- 
icine is  worth  all  the  hoopla.  The  last 
category  of  physicians,  Mr  Caputo 
says,  look  at  telemedicine  and  say, 
“Don't  need  it.  Don't  want  it.  Don't 
have  a reason  for  it.” 

Although  it  is  a wave  of  the  future 
and  is  growing,  telemedicine  as  yet  has 
only  directly  impacted  a minuscule  pro- 
portion of  physicians’  practices  nation- 
wide, and  it  is  a classic  case  of  technology 
outpacing  regulatory  frameworks.  Rec- 
ognizing its  potential,  telemedicine 
advocates  have  called  for  revolutionary 
systemic  changes,  while  state  medical 
boards  seek  a regulatory  middle  ground 
that  balances  competing  interests. 


Texas  choices 

TSBME  has  considerable  leeway  for 
implementing  the  statute.  It  could  opt 
for  some  form  of  special  telemedicine 
licensure  similar  to  the  model  act  rec- 
ommended by  FSMB.  “If  that’s  the 
road  the  board  takes  to  enforce  the 
statute,  there  might  be  numerous 
applicants,”  Dr  Levy  said.  “And  the 
legislature  gave  TSBME  no  additional 
funds  to  implement  this  statute.” 
Although  it  would  not  require  as 
extensive  an  evaluation  as  full  licen- 
sure, evaluating  applicants  would  cost 
money  and  take  time. 

But  such  a license  would  give  Texas 
patients  a recourse  they  did  not  have 
before.  “If  a patient  is  harmed  here  in 
Texas,  he  or  she  wouldn’t  have  to  go  to 
another  state  to  complain,”  Dr  Levy 
said.  “The  patient  could  complain  to 
TSBME,  because  that  physician  would 
now  be  under  our  jurisdiction.”  ★ 


FLIGHT  SURGEONS 

WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
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Taking  action  on  teen  smoking 

Texas  physicians  back  tobacco  regulations , counsel  teens 

B V T E R I Lee  Jones,  Associate  editor 


lthough  physicians  typically  frown  on  fed- 
eral-government meddling,  when  it  comes 
to  discouraging  youngsters  from  getting 
hooked  on  tobacco,  the  feds  get  overwhelm- 
ing physician  support.  Physician  groups  have  publicly 
applauded  President  Clinton’s  efforts  toward  Federal  Drug 
Administration  (FDA)  regulation  of  tobacco  to  restrict  its 
availability  to  minors.  And  a survey  conducted  last  summer 
by  Baylor  College  of  Medicine  has  shown  Texas  physicians 
support  such  efforts.  Of  288  Texas  physicians  surveyed, 
81%  agreed  the  FDA  should  regulate  tobacco. 

Although  studies  have  shown  drug  use  among  teens  has 
declined,  teen  smoking  is  on  the  rise  in  this  country.  Texas 
Medicine  talked  to  a few  physicians 
who  shared  some  ways  they  deal 
with  smoking  by  teen  patients, 
many  of  which  apply  to  adult 
smokers  as  well. 

3,000  new  addicts  every  day 
Between  1991  and  1994,  the  per- 
centage of  eighth  graders  who 
smoke  increased  30%,  and  the  per- 
centage of  tenth  graders  increased 
22%.  Each  day,  more  than  3,000 
young  people  take  up  smoking, 
totaling  more  than  1 million  new 
smokers  each  year.  Among  adult 
smokers,  91%  tried  their  first  ciga- 
rette and  77%  became  daily  smok- 
ers before  they  turned  20.  About 
80%  were  regular  smokers  by  their 
18th  birthdays.  The  average 
teenage  smoker  starts  at  the  age  of 
\A'A  and  becomes  a daily  smoker 
less  than  3 years  later.  Today, 
experts  say  more  than  3 million 
children  and  teenagers  smoke  ciga- 


rettes, and  1 million  teenage  boys  use 
smokeless  tobacco. 

Yet,  young  people  tend  to  believe 
they  won’t  get  addicted.  In  one  study, 
just  5%  of  daily  high  school  smokers 
said  they  believed  they  would  still  be 
smoking  3 years  later  — but  7 to  9 
years  later,  75%  were  still  smoking.  A 
1992  survey  of  teenage  smokers  found 
that  about  two  thirds  wanted  to  quit, 
and  70%  would  not  start  smoking  il 
they  could  choose  all  over  again.  “We 
know  from  surveys  across  time  that  if 
you  start  dabbling  with  smoking, 
you’re  very  likely  to  begin  to  smoke 
more  often,’’  said  Houston  pediatric  pulmonologist  Mari- 
anna Sockrider,  MD.  “Soon  it  becomes  more  regular,  and, 

finally,  you  become  addicted. 

Experts  say  cigarette  advertising 
has  definitely  affected  teen  smok- 
ing. Teenagers  are  more  than  twice 
as  likely  as  adults  to  smoke  the  three 
most  advertised  cigarette  brands. 
For  example,  adolescents’  brand 
preference  for  Camels  was  less  than 
3%  before  the  1988  “Joe  Camel’’ 
advertising  campaign  started.  By 
1993,  13%  of  adolescent  smokers 
bought  Camels.  Years  of  extensive 
research  have  proven  that  children 
are  far  more  responsive  to  images 
such  as  cartoons  and  photographs. 
And  studies  have  shown  that  30% 
of  3-year-olds  and  91%  of  6-year- 
olds  could  identify  “Joe  Camel’’  as  a 
symbol  for  smoking. 

The  tobacco  industry  pours  bil- 
lions of  dollars  into  tobacco  adver- 
tising and  promotions  yearly, 
despite  the  ban  on  television  adver- 
tising. It  spent  about  $4.6  billion 
in  1991  and  $6.2  billion  in  1993. 


VOLUME  92  ★ NUMBER  3 


33 


Public  Health 


Feds  to  the  rescue 

The  FDA's  goal  is  to  reduce  tobacco 
usage  by  children  and  adolescents  by 
50%  within  7 years  of  publishing  its 
final  rules.  Its  comprehensive  strategy 
involves  limiting  access  to  cigarettes 
and  smokeless  tobacco  by  more  vigor- 
ously enforcing  the  prohibition  of  their 
sale  to  people  younger  than  1 8.  To  help 
reduce  the  appeal  ol  tobacco  products, 
it  has  proposed  rules  to  restrict  tobacco 
labeling  and  advertising. 

Vending  machines,  mail-order  sales, 
free  samples,  and  self-service  displays  ol 
tobacco  products  would  be  banned 
under  the  FDA’s  proposed  rule,  and 
retailers  would  have  to  verify  a pur- 
chaser’s age  before  making  a sale. 
Tobacco  advertising  would  be  limited  to 
a text-only  format,  and  selling  or  dis- 
tributing items  such  as  hats  and  T-shirts 
with  tobacco  logos  would  be  banned. 
When  tobacco  companies  sponsor 
events,  only  their  corporate  names  could 
be  displayed.  And,  finally,  the  proposed 
rules  require  manufacturers  to  imple- 
ment a $150-million-per-year  national 
educational  advertising  campaign  aimed 
at  children  and  adolescents  to  warn 
them  of  the  dangers  of  smoking. 

The  tobacco  industry  has  long 
fought  attempts  to  regulate  tobacco 
and  is  not  taking  the  FDA’s  proposals 
lying  down.  Before  the  deadline  for 
public  comment  on  the  FDA’s  pro- 
posed rules  ended  in  early  January,  the 
tobacco  industry  had  submitted  more 
than  45,000  pages  of  documents  sup- 
porting its  position  and  challenged 
the  proposed  rules  in  court. 

Whether  or  not  the  rules  will  sur- 
vive the  coming  court  challenges,  many 
physicians  say  there  is  much  to  be 
gained  by  talking  to  all  of  their  patients 
about  tobacco’s  dangers,  not  just  chil- 
dren and  teenagers.  Texas  physicians 
apparently  take  that  responsibility  seri- 
ously. Some  98%  of  the  physicians  in 
the  Baylor  survey,  which  was  sponsored 
by  Texas  Medical  Association’s  Physi- 
cian Oncology  Education  Program, 
said  they  advise  their  patients  on 
tobacco  cessation.  And  some  physi- 
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cians  say  the  younger  the  patients  are 
when  you  start  bringing  it  up,  the  more 
likely  it  is  they  may  never  light  up  that 
first  cigarette  or  take  that  first  dip. 

Talking  to  teens 

As  a former  smoker,  James  Floyle,  MD, 
who  practices  adolescent  medicine  in 
Houston,  says  he  can  personally  relate 
to  smoking's  appeal  to  teens.  “It  gives 
you  a feeling  of  being  grown  up,  and 
it’s  a nice  little  stimulant.’’  Dr  Hoyle 
smoked  well  into  medical  school  — up 
to  three  packs  a day  at  one  time.  He 
tells  his  patients  from  personal  experi- 
ence how  powerfully  addictive  ciga- 
rettes are.  “You  can  honestly  tell  kids 
that  it's  very,  very  addictive.  And  as 
such,  the  more  they  smoke,  the  more 
they’ll  want  to  smoke.” 

Although  physicians  needn’t  be  for- 
mer smokers  to  reach  teen  patients, 
leveling  with  them  is  crucial.  “You 
have  to  acknowledge  that  of  the  things 
teens  could  be  doing,  there  are  worse 
things  than  smoking,”  Dr  Hoyle  said. 
“When  a kid  comes  to  you  and  says, 
'Well  doc,  at  least  I'm  not  doing  drugs 
and  I’m  not  sexually  active,’  you  have 
to  acknowledge  that.  And  at  the  same 
time  explain  how  harmful  smoking  is.” 

Physicians  need  to  do  more  than 
just  tell  kids  to  stay  away  from  smok- 
ing, according  to  Dr  Hoyle.  “1  haven’t 
been  practicing  medicine  forever,  but 
I have  since  1976,  and  I have  never 
seen  that  work.”  According  to  Dr 
Sockrider,  although  studies  have 
shown  that  just  giving  patients  advice 
will  increase  their  cessation  attempts, 
“there  are  a lot  more  people  out  there 
we  could  potentially  get  to  quit  if  we 
would  send  a more  tailored  message 
that  fits  their  smoking  profile.” 

Dr  Sockrider  teaches  pediatric  resi- 
dents how  to  routinely  counsel  chil- 
dren and  teens  about  smoking. 
Determining  patients’  attitudes  about 
smoking  is  crucial,  she  says,  and  she 
advocates  using  a “stages  of  change” 
model.  This  model  is  based  in  part  on 
research  of  more  than  a thousand 
smokers  who  had  successfully  quit  and 
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is  a theory  that  says  all  behavior  change 
is  a process  having  several  stages.  Iden- 
tifying where  someone  is  in  the  process 
allows  physicians  to  figure  out  what 
strategy  might  be  helpful.  And  it 
applies  both  to  individuals  who  are  try- 
ing to  quit  smoking  and  to  teenagers 
who  may  inadvertently  be  developing 
smoking  addictions.  “A  teenager  does 
not  just  get  up  one  day  and  say,  ‘Hey,  I 
think  I’ll  be  a smoker,”’  she  said. 

“It  is  very  important  to  assess  where 
a kid  is  at.  Find  out  if  they  are  experi- 
menting or  if  they  have  even  tried 
smoking  at  all.  If  they  haven’t  even 
tried  it  yet,  then  physicians  need  to 
find  out  whether  they  have  positive  or 
negative  feelings  toward  smoking,”  Dr 
Hoyle  said.  Getting  kids  to  weigh  the 
pros  and  cons  before  they  have  experi- 
mented might  keep  them  from  ever 
lighting  up.  But  if  a teen  is  an  active 
smoker,  it’s  a waste  of  time  to  just  rat- 
tle off  information  about  how  bad 
smoking  is  for  their  long-term  health, 
Dr  Sockrider  and  Dr  Hoyle  say. 

Focusing  on  issues  like  bad-smelling 
breath  and  clothes,  or  decreased  athletic 
performance,  has  more  impact  on 
teens,  according  to  Dr  Hoyle.  “Find 
something  in  their  lives  that  would  be 
affected  by  smoking  — tack  it  to  some- 
thing real.  There  may  be  kids  who 
wouldn’t  date  them  if  they  smelled  stale 
tobacco  on  them.  And  what  about  the 
price?  'I  bet  smoking  takes  a big  kick 
out  of  your  wallet  every  week’  is  the  sort 
of  question  I might  ask.” 

Don’t  quiz  kids  on  their  tobacco  use 
in  front  of  their  parents,  Dr  Hoyle  says. 
Ideally,  you  should  talk  to  teens  alone 
about  smoking’s  health  risks  and  their 
smoking  behavior.  Although  most  par- 
ents will  allow  physicians  to  talk  to 
their  kids  alone  at  some  point  during 
the  exam,  Dr  Hoyle  says,  “If  you  sim- 
ply can’t  get  parents  out,  you  can  still 
address  the  issue  more  obliquely.”  If  a 
parent  is  still  in  the  room,  he  asks  kids 
not  to  commit  to  whether  or  not  they 
smoke,  but  he  tells  them  that  because 
he  sees  a lot  of  kids  smoking,  he’d  like 
briefly  to  discuss  its  dangers. 
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Dr  Sockrider  encourages  adolescent 
| patients  and  their  parents  to  talk  to 
each  other  about  health  issues,  includ- 
ing smoking,  but  she  says  patient  con- 
fidentiality is  important  with  teen 
patients,  too,  and  should  not  be  broken 
lexcept  in  life-threatening  instances. 
“I’m  your  doctor  and  you  can  talk  to 
I me  confidentially  about  your  health,” 
she  tells  her  adolescent  patients. 

For  weekend,  party  smokers  who 
are  not  concerned  about  their  minimal 
smoking.  Dr  Sockrider  suggests  asking 
1 at  what  point  their  smoking  would 
i concern  them.  “Kids  will  answer  that, 
i or  at  least  start  thinking  about  it. 
i They’ll  say,  ‘Well,  if  I started  smoking 
i every  day,  then  I might  get  a little  wor- 
ried.' Or  a kid  who  smokes  half  a pack 
a day  might  say,  ‘Well,  if  I got  up  to  a 
pack  a day,  that  would  be  a problem.”' 
Take  teens’  responses,  Dr  Hoyle  and 
Dr  Sockrider  say,  and  build  on  them. 

But  you  have  to  ask  in  the  first  place, 
they  say,  and  in  a way  that  is  not  judg- 
mental. Examples  of  questions  that  may 
| get  teens  talking  include:  Does  anyone 
around  you  smoke?  Do  some  of  your 
friends?  Have  you  ever  tried  it  before? 
How  do  you  feel  about  smoking? 

“Just  because  you  have  found  a 
smoker  in  junior  high,  don’t  give  up 
on  him,”  Dr  Hoyle  said.  “1  do  see  a lot 
! of  kids  who,  over  time,  do  stop  smok- 
dng.  If  you  continue  to  talk  to  them, 
'often  they’ll  quit.  It  takes  more  than 
ione  visit  — sometimes  more  than  1 
year.  But  I do  think  there  is  hope.” 

And  reinforcing  positive  behavior 
is  just  as  important  as  screening  for 
i negative  behavior,  Dr  Sockrider  says. 
“Praise  teen  patients  who  have  not 
taken  up  smoking  or  other  unhealthy, 

1 risky  behavior.”  ★ 
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BE  LESS  PRODUCTIVE 
AT  THE  OFFICE 


(T/he  office  has  always  been  a place  to  get 
ahead.  Unfortunately,  it’s  also  a place  where 
natural  resources  can  fall  behind.  So  here  are 
some  easy  ways  to  reduce  waste  at  the  office.  Turn 
off  your  lights  when  you  leave.  Help  set  up  a recy- 
cling program.  Try  drinking  out  of  a mug  instead  of 
throwaway  cups.  And  always  use  both  sides  of  a memo. 
It’ll  cut  down  on  trash.  Doing  these  things  today  will 

help  save  resources  for  tomorrow.  Which  is 
truly  a job  well  done.  /- 800 -MY- SHARE. 

ITS  A CONNECTED  WORLD.  DO  YOUR  SHARE. 
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FORTY  TIPS 

TO  IMPROVE  RAPPORT 
WITH  YOUR  PATIENTS 


By  [OHANNA  FRANKE,  Editorial  associate 


“What’s  your  hurry?  You  didn’t  come 

to  a complete  stop  back  at  that  intersection.’’ 

“But  I slowed  down  enough 
to  check  out  the  traffic , officer.  ” 
“Did  you  notice  the  kid 
on  the  bike  you  nearly  hit?’’ 

Communicating  with  your  patients  is  not  unlike 
driving  on  a busy  roadway.  There  are  traffic  jams, 
and  there  are  communication  breakdowns.  There 
are  road  hazards,  and  there  are  high-risk  cases. 
Every  car  needs  regular  tune-ups  to  make  sure  it  per- 
forms at  peak  potential.  And  to  stay  at  the  top  of  their 
profession,  physicians  must  periodically  step  back  and 
assess  how  they  are  relating  to  their  patients. 

Like  harried  drivers,  physicians  can  misdiagnose 
and  incorrectly  treat  patients  if  they  don’t  stop  long 
enough  to  gather  all  the  facts.  Poor  communication 
with  patients  also  makes  physicians  more  susceptible 
to  lawsuits.  In  survey  results  published  in  Medical 


Malpractice  Review  in  1985,  malpractice  attorneys 
said  80%  of  all  malpractice  suits  concerned  commu- 
nication issues,  with  physician  attitudes  and  commu- 
nication breakdowns  topping  the  list  (1). 

While  physicians  may  fear  that  attempts  to 
improve  communication  with  patients  take  too  much 
time,  our  experts  say  you  can  avoid  communication 
potholes  and  stay  on  schedule,  too.  “Physicians  can 
achieve  good  relationships  with  their  patients  even  if 
they  don’t  have  hall  an  hour  to  sit  and  talk  with  each 
of  them,”  said  San  Antonio  otolaryngologist  Anthony 
P.  Sertich,  Jr,  MD,  who  is  a member  of  the  Texas 
Medical  Association  Council  on  Communication. 

Texas  Medicine  obtained  the  following  communi- 
cation tips  from  professional  consultants  and  pub- 
lished studies.  We  then  asked  two  Texas  physicians 
known  for  their  strong  communication  skills  to 
review  our  list.  Their  comments  and  our  tips  will  help 
put  you  in  the  driver’s  seat  for  good  patient  commu- 
nication and  a smooth  ride  ahead. 
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STOP,  LOOK, 

AND  LISTEN: 

VERBAL  COMMUNICATION 

Why  do  physicians  need  to  be  careful  of  what  they  say? 
According  to  a May  1995  Canadian  Medical  Association 
Journal  article,  “Studies  have  shown  that  50%  of  psy- 
chosocial and  psychiatric  problems  are  missed,  . . . that  54% 
of  patient  problems  and  45%  of  patient  concerns  are  neither 
elicited  by  the  physician  nor  disclosed  by  the  patient,  that 
patients  and  physicians  do  not  agree  on  the  main  presenting 
problem  in  50%  of  the  visits  and  that  patients  are  dissatisfied 
with  the  information  provided  to  them  by  physicians”  (2). 

I.  Keep  in  mind  the  three  questions  all  patients  want 
answered.  David  Hunt,  owner  of  Doctors  Management 
Services  in  Waco,  says  every  patient  wants  to  know: 
“What’s  wrong  with  me?”  “What’s  it  going  to  take  to  make 
me  well  as  far  as  medications,  procedures,  and  time?”  and 
“How  much  is  this  going  to  cost  me?” 

Reviewers:  Austin  general  surgeon  Thomas  B.  Coopwood, 
MD,  says  most  patients  put  more  emphasis  on  questions  I 
and  2 than  on  question  3. 

2.  Design  your  verbal  approach  around  the  four  E’s.  In  a July 

1995  South  Dakota  Journal  of  Medicine  article,  the  Bayer 
Institute  of  Health  Care  Communication  recommends 
incorporating  engagement,  empathy,  education,  and  enlist- 
ment into  your  medical  interviews  (3).  Engage  a patient  on 
a personal  level  by  saying,  “Tell  me  about  yourself,”  or  by 
recalling  something  you  learned  about  your  patient  on  a 
previous  visit.  Empathize  by  listening  lor  statements  of 
strong  feeling  and  then  acknowledging  the  patient’s  con- 
cerns. You  can  also  empathize  by  affirming  the  patient’s 
past  actions  and  offering  help  in  the  future  (4).  Educate 
your  patients  by  making  sure  they  understand  what  you 


say.  You  should  be  prepared  to  answer  those  questions  you 
know  your  patients  have  but  are  hesitant  to  ask.  Enlist  your 
patients  by  asking  them  their  opinions  regarding  their 
medical  conditions,  and  then  taking  their  opinions  into 
consideration  in  your  diagnosis  and  treatment. 

3.  Find  out  first  what  the  patient  is  interested  in.  Susan 
Keane  Baker,  principal  of  Malpractice  Prevention  Seminars 
in  New  Canaan,  Conn,  suggests  that  you  ask  “How  can  we 
help  you  today?”  before  you  ask  for  other  detailed  infor- 
mation. “If  you  find  out  what  your  patient  is  interested  in 
first,  he  or  she  will  be  more  receptive  to  listening  to  you 
later,"  Ms  Baker  said. 

4.  Don’t  interrupt.  Most  physicians  take  control  of  the  con- 
versation 1 8 seconds  into  the  medical  interview,  and  only  1 
of  52  interrupted  opening  statements  was  subsequently  com- 
pleted, according  to  a 1984  Annals  of  Internal  Medicine  arti- 
cle. By  this  time,  the  patient  has  voiced  only  one  concern  (5). 

5.  Ask  open-ended  questions.  Instead  of  asking,  “Do  you 
have  any  questions?”  which  normally  elicits  a yes  or  no 
answer,  ask,  “What  questions  can  I answer  for  you?”  Ms 
Baker  says.  You  can  address  a patient’s  fears  by  asking, 
“What  do  you  think  might  happen?”  (6). 

6.  Don’t  assume  the  first  concern  is  the  most  important. 

According  to  the  aforementioned  Annals  of  Internal 
Medicine  article,  “There  is  no  empirical  evidence  that  sup- 
ports the  hypothesis  that  the  ordering  of  concerns  is  posi- 
tively related  to  medical  importance  or  severity”  (5). 

7.  Check  for  new  concerns  on  return  visits.  Ask  your 
patients  if  they  have  any  new  concerns  before  beginning 
follow-up  at  return  visits  you  request  (5). 

8.  Ask  about  patients’  prior  experiences  with  physicians.  In 

telling  their  stories,  your  patients  will  let  you  know  what 
was  right  and  what  was  wrong  with  their  past  physicians, 
Ms  Baker  says.  In  listening,  you’ll  know  immediately  what 
your  patients  value  in  a physician-patient  relationship. 

9.  Be  receptive  to  complaints.  A complaint  is  a request  to 
work  something  out  and  a message  that  your  patient  needs 
your  help.  Ms  Baker  says  you  can  transform  the  difficult 
patient  into  a patient  with  difficulties  by  thinking  to  your- 
self the  following  four  statements: 

• “This  is  good  because  it  is  my  chance  to  make  a difference.” 

• “I  will  not  think  about  this  person’s  personality.  I am 
going  to  focus  only  on  the  problem." 

• “I’m  going  to  put  myself  in  the  patient’s  position  while  I 
listen  to  the  complaint.” 
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• “I  am  not  going  to  interrupt,  even  if  I can  quickly  resolve 
the  problem.” 

10.  Put  your  patients  at  ease.  Before  beginning  a procedure, 
ask  if  there  is  anything  you  can  do  to  make  the  patient 
more  comfortable.  He  or  she  may  want  a drink  of  water. 
Such  a request  can  be  responded  to  in  30  seconds,  and  your 
patient  will  be  more  at  ease  knowing  that  his  or  her  com- 
fort is  important  to  you,  Ms  Baker  says.  Also,  think  about 
what  you  can  do  for  your  patients  and  let  them  know. 
“We  ll  use  this  examining  room  today  — it's  warmer  than 
the  others." 

Reviewers:  Dr  Coopwood  adds  that  physicians  should  con- 
tinue to  talk  with  and  advise  their  patients  about  what  is 
happening  during  procedures. 

I I.  Use  words  familiar  to  your  patient.  Ms  Baker  says  if  your 
patient  uses  “terrific,”  you  might  say,  “I  think  you  are  doing  a 
terrific  job  with  your  diet  — you  must  be  proud  of  yourself.” 

I 2.  On  the  other  hand,  don’t  be  condescending.  Some  of 
your  patients  have  been  reading  up  on  their  health  or 
searching  the  Internet  and  want  you  to  provide  them  with 
plenty  of  information.  One  study  published  in  the  April 
1995  issue  of  Social  Science  & Medicine  found  that  physi- 
cians underestimated  the  patient’s  desire  for  information  in 
65%  of  patient  visits  (7).  For  patients  really  hungry  for 
information,  many  physicians  have  lending  libraries  of 
books  and  tapes. 

Reviewers:  Austin  obstetrician-gynecologist  Christopher  G. 
Seeker,  MD,  added,  “Some  patients  are  overeducated  by 
spending  hours  on  the  Internet,  and  they  may  want  to  test 
your  knowledge  on  the  latest  developments.This  provides  a 
rare  opportunity  to  showcase  your  own  recent  study.” 

13.  Be  clear  about  what  will  happen  next.  “Your  test  results 
will  be  back  in  a week”  leaves  patients  wondering  whether 
you  will  call  them  or  they  should  call  you.  Ms  Baker  says  to 
be  specific  about  what  you  will  do  after  visits  and  what  your 
patients  will  do. 

Reviewers:  Dr  Coopwood  says  physicians  should  be  specific 
about  the  date  and  time  patients  should  call  for  reports.  Dr 
Seeker  says  to  repeat  important  details  concerning  the 
patient’s  treatment  plan.  He  reinforces  his  words  with  writ- 
ten instructions. 

14.  Tell  your  patients  as  much  as  they  want  to  know. 

Revealing  information  in  small  amounts  may  be  helpful  to 
patients  and  their  families,  especially  when  conveying  bad 
news  (6). 


Reviewers:  Dr  Seeker  added,  “But  let  them  know  you  will 
be  available  for  more  information  or  questions  at  another 
time.” 

I 5.  Avoid  last-minute  questions.  New  problems  pop  up  less 
during  closure  when  physicians  provide  patients  with  more 
information  during  their  visit  and  therapeutic  regimen, 
according  to  survey  results  published  in  the  January  1994 
Journal  of  General  hiternal  Medicine  (8).  The  survey  also 
showed  that  when  physicians  asked  about  patient  beliefs, 
checked  for  understanding,  and  addressed  patient  emo- 
tions and  psychosocial  issues  early  during  the  medical 
interview,  their  patients  raised  fewer  new  problems  at  the 
end  of  their  visits. 

1 6.  Leave  your  visit  slowly.  Ms  Baker  warns  that  your  final 
impression  will  be  a lasting  one.  “You’ve  done  all  the  right 
things.  Then,  in  an  attempt  to  keep  on  schedule,  you  dash 
out  of  the  examining  room,  creating  the  final  impression 
that  you  were  rushed  and  that  perhaps  the  patient  didn’t 
really  get  as  much  time  as  he  or  she  needed,”  Ms  Baker  said. 

Reviewers:“Leave  your  meeting  cheerfully,”  Dr  Seeker  said. 
“Find  a way  to  praise  your  patient  and  to  convey  that  it  has 
been  a pleasure  and  a privilege  to  have  been  of  service.” 


SEND  THE  RIGHT  SIGNALS: 
NONVERBAL 
COMMUNICATION 

Nonverbal  communication  can  easily  support  or  negate 
what  you  say  to  your  patients.  According  to  an  April 
1 995  Social  Science  & Medicine  article,  “Only  7%  of  the 
emotional  communication  is  conveyed  verbally;  22%  is  trans- 
ferred by  voice  tone;  but  55%  is  transferred  by  visual  cues, 
like  eye  contact,  body  positioning,  etc”  (7). 
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17.  Be  on  time.  This  is  the  No.  1 patient  complaint,  Mr 
Hunt  says.  “In  management  consulting,  we  always  say  20 
minutes  is  the  threshold  of  pain.” 

Reviewers:  “I’m  obsessive  about  this,”  Dr  Coopwood  said.  If 
you  can’t  avoid  being  late  for  an  appointment,  Dr  Seeker 
says  to  apologize  for  tardiness  and  acknowledge  the  impor- 
tance of  your  patients’  time.  “If  you’ve  got  a wonderful 
excuse  for  a delay  — ‘I  just  delivered  twins’  or ‘I  just  admit- 
ted a very  ill  patient’  — sharing  the  reason  with  your 
patients  may  turn  their  angst  into  altruism!” 

18.  Be  secure  in  your  knowledge.  Good  eye  contact,  facial 
expression,  and  other  nonverbal  cues  show  you  are  sure  of 
yourself  (6). 

Reviewers:This  tip  involves  two  of  the  three  rules  Dr  Seeker 
never  ignores:  Take  the  time  to  listen,  practice  perfect  eye 
contact,  and  show  your  patients  a warm,  sincere  smile. 

1 9.  Watch  your  posture.  Studies  have  shown  that  patient 
satisfaction  and  understanding  were  higher  when  physi- 
cians leaned  forward  toward  the  patient  a bit  during  the 
medical  interview  (9). 

20.  Remember  the  power  of  appropriate  touch.  Offering  to 
hold  a patient’s  hand  or  patting  a patient’s  arm  during  an 
uncomfortable  procedure  is  long  remembered  by  patients, 
Ms  Baker  says.  But  use  touch  sparingly  on  the  initial  visit. 
First-time  patients  may  view  this  as  aggressive  behavior  (9). 

Reviewers:  “There  are  occasions  when  only  a hug  will  con- 
vey your  empathy  and  only  a high-five  can  consummate 
your  success,”  Dr  Seeker  said.  He  adds  that  he  tries  to  find 
some  way  to  appropriately  “lay  on  the  healing  hands,”  even 
if  it’s  only  to  take  a pulse  or  check  a blood  pressure. 

2 1 . Show  you  care.  Let  patients  see  that  you  are  taking  pre- 
cautions for  their  benefit,  Ms  Baker  suggests.  Instead  of 
walking  into  the  examination  room  wearing  gloves,  let 
them  see  you  putting  gloves  on. 

22.  Control  your  tone  of  voice.  Try  to  mirror  the  patient’s 
pace  and  tone  of  voice,  except  when  the  patient  is  angry  or 
afraid,  Ms  Baker  says. 

23.  Communicate  on  the  same  physical  level.  Get  out  from 
behind  your  desk  and  sit  down  with  your  patients.  Ms 
Baker  says  that  in  hospitals,  2 minutes  sitting  by  the  bed 
is  worth  more  to  the  patient  than  10  minutes  standing  in 
the  doorway. 

24.  Display  the  proper  reading  material.  Magazines  in  your 


waiting  room  on  architecture,  automobiles,  and  travel  may 
lead  patients  to  think  to  themselves,  “I’m  helping  him  pay 
for  his  new  house”  or  “I’m  paying  for  her  summer  vaca- 
tion,” Mr  Hunt  says.  The  reading  material  in  your  waiting 
room  should  reflect  the  common  values  and  financial  sta- 
tus of  your  patients. 

25.  Get  rid  of  the  frosted  glass.  “ There  needs  to  be  some 
barrier  at  the  reception  window,  but  frosted  glass  basically 
says,  ‘Not  only  do  we  not  want  to  hear  you,  we  do  not  want 
to  see  you,  and  we  don’t  want  you  seeing  us!”’  Mr  Hunt 
said.  Situate  the  billing  counter  far  enough  away  from  the 
reception  window  so  that  payment  discussions  don’t  drift 
into  the  waiting  room. 


DEFENSIVE  DRIVING: 
PRACTICE 
PROCEDURES 


Your  office  staff  probably  communicate  with  your 
patients  almost  as  much  as  you  do,  so  make  sure 
they’re  saying  the  right  things,  too. 

26.  Answer  your  phones  in  a warm  and  personal  manner. 

Patients  do  not  want  to  hear  “Doctor’s  Office”  or  “Medical 
Office”  when  they  call  their  physicians.  Even  if  staff  mem- 
bers answer  the  phone  using  the  name  of  the  physician,  Mr 
Hunt  says,  they  should  also  identify  themselves,  for  exam- 
ple, “Dr  Smith’s  office.  This  is  Rebecca.  May  I help  you?” 
Ms  Baker  adds  that  when  possible,  let  telephone  callers 
hang  up  first. 

Reviewers:  Dr  Coopwood  likes  to  play  recorded  messages 
for  his  patients  while  they’re  on  hold.  “This  way  they  know 
they  haven’t  been  cut  off.” 
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27.  Know  what  your  telephone  answering  service  is  doing. 

The  answering  service  is  handling  confidential  and  critical- 
ly important  information.  Ms  Baker  suggests  calling  your 
(service  to  see  if  your  call  is  handled  properly.  Help  your  ser- 
vice he  a part  of  your  team  by  sending  notices  of  staff 
i events.  Tike  a group  photograph  of  your  staff  and  send  it 
to  the  answering  service  so  they  can  visualize  the  people  for 
(whom  they’re  taking  calls. 


28.  Prepare  patient  education  materials.  Patients  appreciate 
.brochures  that  contain  information  such  as  practice  loca- 
tion, office  hours,  phone  numbers,  emergency  procedures, 
insurance  and  billing  policies,  and  background  on  the 
physician.  Mr  Hunt  says  quarterly  newsletters  can  remind 
patients  to  get  their  flu  shots,  and  postcards  can  inform 
patients  about  what  actions  they  need  to  take  to  prepare  lor 
their  next  visits.  A “welcome  to  our  practice”  letter  for  first- 
time patients  and  attractively  designed  post-op  instructions 

iare  also  important  education  materials.  Some  physicians 
give  written  instructions  to  their  patients.  Videos  are  help- 
ful in  explaining  procedures  and  for  keeping  patients  occu- 
pied in  the  waiting  room. 

29.  Have  a nose  for  the  news.  Ask  your  staff  to  watch  for 
medical  stories  in  newspapers  and  on  television  to  see  what 
information  your  patients  may  be  picking  up.  If  a news 

! story  generates  a lot  of  questions,  write  down  your  position 
on  the  topic  to  distribute  to  your  patients.  According  to  an 
i article  in  the  July  6,  1992,  Medical  Economics,  this  will  save 
; you  time  and  show  your  patients  that  you’re  up  on  current 
events  (10). 

30.  Anticipate  “anxiety  of  the  uninitiated.”  First-time 
patients,  particularly  those  who  have  selected  you  from  a 
managed  care  directory,  physician  referral  service,  or  the 
yellow  pages,  don’t  know  what  to  expect.  Ms  Baker  says  you 
can  create  a favorable  impression  for  them  by  taking  the 
time  to  give  tours,  introduce  staff,  and  explain  office  proce- 
dures such  as  who  notifies  patients  about  lab  results. 

Reviewers:  Dr  Seeker  says  to  formally  introduce  each  new 
staff  person  that  a patient  encounters, “from  the  person  who 
takes  the  vital  signs  to  the  person  who  takes  the  checks.” 


3 I . Design  a comprehensible  financial  policy.  Are  all  bills  due 

at  the  time  services  are  rendered?  Do  you  accept  check,  cash, 
and  credit  cards?  What  happens  if  an  insurance  company 
does  not  pay  a patient’s  balance?  “Patients  need  a financial 
policy  that  they  can  carry  with  them,’’  Mr  Hunt  said. 


32.  Recognize  significant  events  in  your  patients’  lives.  If  you 

see  a news  article  or  wedding  announcement,  clip  it  out 
and  send  it  with  a quick  note.  “When  you  take  the  time 


to  ask  how  Mrs  Jones’  daughter’s  wedding  was,  your 
patient  is  delighted,”  Ms  Baker  said.  “You  create  the 
impression  that  you  consider  your  patient  a person,  not 
just  a disease  entity.” 

Reviewers:  “I  like  this  touch,”  Dr  Coopwood  said. 

33.  Keep  notes  on  your  patients’  individual  preferences. 

Some  patients  like  early  morning  appointments,  for  exam- 
ple. You  can  keep  such  information  in  a master  problem 
log,  the  “other  comments”  section  of  your  patient  record, 
or  the  back  of  the  patient’s  Rolodex  card.  Customers  value 
relationships  where  their  individual  preferences  are 
acknowledged,  Ms  Baker  says. 

Reviewers:  Dr  Coopwood  says  he  works  hard  to  give  his 
patients  appointments  that  suit  their  schedules. 

34.  Address  your  patients  appropriately.  Call  your  patients 
by  their  last  names,  unless  they  request  that  you  use  their 
first  names.  This  is  particularly  pertinent  for  older  patients, 
Ms  Baker  says.  Also,  everyone  in  the  practice  should  review 
the  appointment  schedule  at  the  beginning  of  the  day  so 
that  patients  can  be  greeted  by  name. 

Reviewers:  Dr  Seeker  asks  patients  how  they  prefer  to  be 
addressed. 

35.  Can  you  keep  a secret?  If  you  have  someone  in  your  life 
— a spouse,  member  of  the  clergy,  sibling,  or  friend  — 
with  whom  you  can  share  anything  and  know  that  it  will 
go  no  further,  you  know  how  much  you  value  that  rela- 
tionship. Ms  Baker  says  letting  your  patients  know  that 
your  practice  safeguards  confidentiality  eases  fears  and 
encourages  your  patients  to  reveal  medically  important 
information. 

36.  With  your  patients’  permission,  involve  their  families. 

Involving  the  patient’s  spouse  in  routine  appointments  can 
result  in  better  patient  compliance  with  diet  and  exercise 
regimens.  Ms  Baker  says  taking  time  to  develop  rapport 
when  the  procedure  is  performed  might  avert  a lawsuit. 

37.  Consider  using  modified  wave  scheduling.  Mr  Hunt  and 
his  colleagues  have  devised  a scheduling  program  during 
which  the  physician  books  two  patients  at  the  top  of  the 
hour,  two  at  1 5 past  the  hour,  and  one  at  30  and  40  past 
the  hour.  Even  if  one  patient  is  late,  the  other  five 
patients  should  never  have  to  wait  more  than  20  minutes. 
“A  well-devised  scheduling  technique  is  going  to  have 
patients  wait  a little  bit  because  you  always  want  some- 
body out  there,”  Mr  Hunt  said.  “The  point  is  when  the 
doctor  looks  up  and  says,  ‘Next?’  there  needs  to  be  some- 
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body  there.”  Physicians  can  return  phone  calls  if  they  fin- 
ish before  the  hour  is  up. 

38.  Delegate  some  teaching.  Short-term  instructions  carry 
more  weight  with  your  patients  ii  you  give  them  yourself, 
but  someone  in  your  office  can  be  trained  to  help  patients 
with  instructions  for  chronic  conditions,  which  usually  are 
more  time-consuming  (10). 

39.  Prepare  patients  for  hospitalization.  Mr  Hunt  suggests 
having  a staff  member  call  patients  at  home  on  the  physi- 
cian's behalf  the  day  before  the  procedure  and  ask  if  they 
have  any  questions.  Ms  Baker  added,  “Better  yet,  call  your- 
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self.  It  takes  5 minutes  to  resolve  patients’  questions  and 
concerns,  and  it  shows  that  you  care.” 

40.  Conduct  practice  performance  appraisals.  If  patients 
leave  your  practice,  you  need  to  know  why.  They  may  be 
relocating,  or  they  may  have  been  treated  badly  by  some- 
one on  your  staff.  If  patients  are  leaving  because  they’ve 
joined  new  health  plans,  you  may  want  to  consider  becom- 
ing a provider  for  the  plans. 

Reviewers:  “We  hand  each  patient  a report  card  to  anony- 
mously complete  for  each  encounter  with  our  office,”  Dr 
Seeker  said.  ★ 


Our  consultants 

Susan  Keane  Baker,  MHA,  FASHRM,  is  principal  of 
Malpractice  Prevention  Seminars,  New  Canaan,  Conn.  A 
frequent  speaker  for  professional  societies,  hospitals,  and 
insurance  companies,  she  teaches  strategies  to  improve 
patient  satisfaction,  prevent  patient  injury,  and  minimize 
the  risk  of  malpractice  litigation. 

David  Hunt  is  a practice  management  consultant  and  owner 
of  Doctors  Management  Services,  which  has  recently 
merged  as  a health-care  consulting  division  of  Parrish, 
Moody  & Fikes,  PC,  Certified  Public  Accountants  in  Waco, 
Tex.  Mr  Hunt’s  firm  provides  comprehensive  practice  man- 
agement and  financial  consulting  services  to  physicians. 


Our  reviewers 

Thomas  B.  Coopwood,  MD,  is  a general  surgeon  practicing 
in  Austin  and  past  president  of  the  Travis  County  Medical 
Society. 

Christopher  G.  Seeker,  MD,  is  an  obstetrician-gynecologist 
practicing  in  Austin. 
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"In  the  past 
year,  we’ve 
achieved 
some  of 
our  greatest 
political 


successes. 


During  the  past  year,  TMA 

scored  high  marks  for  you: 

• Successfully  sought 
sweeping  liability  reforms. 

• Secured  legislation  to  pre- 
serve and  restore  clinical 
autonomy. 

• Led  the  coalition  to  sustain 
the  conserv  ative  balance  on 
the  Texas  Supreme  Court. 

• Initiated  aggressive 
anti-tobacco  legislation. 

• Supported  w inning  candi- 
dates in  nearlv  90  percent 
of  contested  races. 

Texas  Medical  Association. 

Caring  for  you  and  your 

practice  so  you  can  care 

for  your  patients. 


TexasMedical 

Association 


Science  and  Education 

Medical  museum 


Houston  facility  is  fun  and  educational 


By  LaRRY  BeS aw,  Associate  editor 


Enter  the  front  door  of  the  new  Museum  of  Health 
& Medical  Science  in  Houston  and  it  is  immedi- 
ately obvious  that  this  is  no  ordinary  museum. 
Dominating  the  building’s  hrst  floor  is  the  13- 
foot-wide  smiling  face  of  a young  boy  — who  some  say 
reminds  them  of  Howdy  Doody  — inviting  you  to  take  a 
walk  down  his  esophagus.  Those  who  do  will  enter  the  Amaz- 
ing Body  Pavilion,  the  featured  attraction  of  the  Harris 
County  Medical  Society/Houston  Academy  of  Medicine’s 
new  museum  that  opens  March  16.  Visitors  can  stroll 
through  replicas  of  the  brain,  lungs,  heart,  eyes,  and  stomach, 
and  take  advantage  of  special  visual  effects,  laser  disc  pro- 
grams, and  interactive  computer  and  video  terminals  to  see 
what  the  human  body’s  organs  look  like  and  how  they  work. 


The  museum  is  located  in  the  John  P.  McGovern  Build- 
ing at  1515  Hermann  Drive  in  the  scenic  tree-lined  Museum 
District,  and  is  funded  by  more  than  $10  million  in  contri- 
butions from  Houston  physicians,  corporations,  and  founda- 
tions. The  28,000-square-foot  facility  has  three  main 
segments  — the  Amazing  Body  Pavilion,  the  Transparent 
Anatomical  Mannikin  Theater,  and  the  Michael  E.  DeBakey 
Science  Laboratory  and  Learning  Center  — to  provide  edu- 
cation in  basic  anatomy  and  physiology  for  adults 
and  children,  and  to  demonstrate  how  medicine 
enhances  the  quality  of  life.  The  130-seat  theater  uses 
rear-screen  projection  of  three-dimensional  videos 
and  other  multimedia  presentations  showing  the 
interaction  of  the  organs. 

The  DeBakey  center  offers  hands-on  classes  fea- 
turing scale  models  of  skulls,  brains,  and  hearts;  sci- 
ence and  health  demonstrations;  special  events;  and 
exhibitions  designed  to  stimulate  children’s  interest 

The  Museum  of  Health  & Medical  Science,  housed  in  the  John 
P.  McGovern  Building,  is  the  newest  addition  to  Houston’s  grow- 
ing Museum  District  near  scenic  Hermann  Park.  It  opens 
March  16. 


in  science  and  health  careers.  Kids 
even  get  the  opportunity  to  stick  their 
hands  in  a bowl  of  cooked  oatmeal  to 
see  what  a human  brain  feels  like. 

“We  look  at  ourselves  as  the  inter- 
face between  the  medical  community 
and  the  public,”  said  Clarence  P. 
Alfrey,  MD,  president  of  the  Museum 
of  Health  & Medical  Science  Board  of 
Trustees.  “Our  main  commitment  is 
to  health  and  not  to  disease.  Our  tar- 
get population  is  third  to  eighth 
graders,  because  that’s  the  age  at 
which  we  think  we  can  do  the  most  to 
help  them  develop  healthy  lifestyles,” 
said  Dr  Alfrey,  a hematologist  and 
medical  director  of  the  Gulf  Coast 
Regional  Blood  Center. 

Dr  Alfrey  says  he  hopes  the  museum 
can  help  physicians  give  their  patients  a better  understanding 
of  their  illnesses,  thus  making  them  more  likely  to  follow  the 
doctor’s  instructions.  “Perhaps  patients  can  come  here  and 
visit  the  heart  or  the  lungs  or  wherever  they’re  having  a prob- 
lem, and  this  may  help  them  understand  what  the  physician 
is  telling  them,”  he  said. 

Dr  Alfrey  is  immensely  proud  of  the  project.  “It’s  a one- 
of-a-kind  facility,  and  we  want  everybody  to  participate.” 
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Photographer  Theresa  DiMenno  provides  a 
self-portrait  as  she  peers  through  the  iris  of 
the  museum's  eye  exhibit.  The  exhibit  gives  a 
realistic  depiction  of  how  eyes  work  includ- 
ing the  upside-down  images  transmitted  to 
the  brain. 


I A visitor  to  the  Museum  of  Health  & Med- 
ical Science  prepares  to  enter  the  Amazing 
\ Body  Pavilion,  the  museum’s  featured  attrac- 
tion. The  pavilion  uses  replicas  and  special 
visual  effects  to  provide  a close-up  view  of 
j human  organs  and  how  they  function. 


VOLUME  92  ★ NUMBER  3 


45 


Science  and  Education 


A cutaway  section  of  the  5-foot-tall  model  of  the 
teeth  gives  viewers  a detailed  look  at  how 
human  teeth  are  constructed. 


This  lighted  display  of  the  human  body  is  one  of 
several  that  visitors  can  examine  as  they  tour  the 
museum. 
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Museum  visitors  can  get  a close-up  look  at  the 
lining  of  the  stomach. 


“Perhaps  patients  can  come  here  and  visit  the 
heart  or  the  lungs  or  wherever  they’re  having 
a problem,  and  this  may  help  them  understand 
what  the  physician  is  telling  them.’’ 


A Houston  elementary  school  student  listens  to  heart  surgeon  Dr  Michael  E.  DeBakey’s  heart  during  a 
visit  to  the  museums  learning  center,  named  in  Dr  DeBakey’s  honor. 
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Medical  Economics 


Pricing  your  practice 

What  you  don’t  know  can  hurt  yon 

By  Larry  BeSaw,  Associate  editor 
and  Sharon  Carter 


Sharon  Carter  is  a freelance  writer  in 


f someone  walked  into  your  office  this  afternoon  and 
offered  to  buy  your  practice,  would  you  know  how 
much  to  charge  him  if  you  decided  to  sell?  The 
chances  are  good  you  wouldn’t.  But  don’t  feel  too  bad, 
because  you  are  not  alone.  Health-care  consultants  say  most 
physicians  simply  don’t  know  the  value  of  their  practices,  pri- 
marily because  until  recently  they  didn’t  have  to  know. 


“The  market  didn’t  demand  it,”  explained  Reed  Tinsley, 
CPA,  of  O’Neal,  McGinness  and  Tinsley  in  Houston.  “It 
was  a very  complacent  market,  but  in  the  last  2 years  it 
changed  quite  a bit.  It’s  gotten  very  competitive  because  ol 
managed  care.” 

Doug  McSwane,  of  McSwane  and  Associates  in  Richard- 
son, says  most  physicians  tend  to  undervalue  their  practices. 
“Keeping  in  mind  that  everyone  you  are  thinking  of  selling 
to  has  a vested  interest  in  keeping  the  figure  as  low  as  pos- 
sible, you  really  need  to  know  what  it  is  worth.  It  is  just 
good  business  to  have  your  practice  evaluated  by  someone 
who  has  no  ax  to  grind  in  the  matter,”  he  said. 

There  are  several  reasons  why  you  need  to  know  the 
value  of  your  practice.  A hospital,  hospital-related  physician 
organization,  or  a large  group  practice 
may  make  you  an  offer.  Maybe  you’re 
thinking  of  taking  in  a partner.  Per- 
haps a divorce  is  looming.  You  may  be 
looking  ahead  to  retirement,  seeking 
bank  financing,  or  planning  to  move 
to  another  part  ol  the  country. 

An  evaluation  has  a second  bene- 
fit. The  study  of  a practice  can  give 
you  an  overview  of  business  opera- 
tions that  can  help  to  spot  and  fix 
problems  you  may  not  even  know 
existed.  Correcting  these  problems 
can  significantly  increase  the  worth 
of  a practice. 


A good  deal? 

As  Texas  hospitals,  specialists,  insur- 
ance companies,  and  entrepreneurs 
seek  to  lock  in  their  primary  care  bases, 
the  creation  of  integrated  delivery  sys- 
tems and  physicians’  worries  about 
how  they  will  affect  them  have  dra- 
matically increased  the  sale  of  medical 
practices.  But  experts  caution  that 
belore  you  sell  your  practice,  you  must 
decide  if  it  is  really  necessary.  In  many  cases,  it  is  not. 

“I  think  doctors  are  selling  out  way  too  quickly,  and  I think 
it’s  based  on  misplaced  fear,”  Mr  Tinsley  said.  Increased  com- 
petition, changes  in  reimbursement,  and  the  growth  of  man- 
aged care  and  capitation  are  “just  scaring  them  to  death  and 
they’re  selling  out.  They  need  to  think  twice  about  it.” 
Younger  physicians,  especially,  are  selling  their  practices  pre- 
maturely, he  says. 

Mr  Tinsley  says  that  although  the  fear  of  losing  income 
is  often  the  motivation  lor  physicians  to  sell,  he  has  been 
able  to  identify  only  three  areas  where  he  believes  physi- 
cians’ collections  could  decrease: 

• Reimbursement.  “Reimbursement  is  going  to  go  down. 

We  know  that.  But  do  you  have  to  sell  out?  There  are  a 


Irving. 
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lot  of  alternatives  to  maintain  a 
doctor’s  bottom  line  without  sell- 
ing out  and  losing  all  of  that  inde- 
pendence.” 

• Competition.  “What  is  going  to 
happen  in  your  service  area  where 
competition  is  going  to  come  in 
and  take  patients  away  from  you?” 

• Denied  access.  “What  could  happen 
in  the  next  3 to  5 years  if  a patient 
cannot  call  up  and  make  an  appoint- 
ment with  you,  or  a doctor  cannot 
refer  a patient  to  you?  The  two  ways 
that’s  going  to  happen  under  the 
denied  access  theory  is  deselection 
from  a preferred  provider  organiza- 
tion or  capitation.” 

Mr  Tinsley  says  physicians  must 
answer  those  three  questions  before 
deciding  to  sell  their  practices.  And  if 
you  do  decide  to  sell,  Mr  Tinsley  adds, 
make  sure  you  understand  what  your 
relationship  with  the  buyer  will  be.  “Too 
often,  doctors  just  look  at  the  purchase 
price  and  not  the  relationship  they  are 
going  to  have  with  that  entity  for  the 
next  5 or  10  years.  You  need  to  look  at 
what  your  compensation  is  going  to  be, 
how  it  can  change,  how  you  can  get  fired 
— all  the  little  stuff  that  you  would  nor- 
mally go  over  when  you  become 
employed  by  somebody.  A lot  of  people 
aren’t  looking  at  that  right  now.” 

You  must  also  make  sure  you  under- 
stand how  the  sale  will  affect  the  way 
you  practice  medicine.  “These  people 
who  are  buying  practices  need  to  make 
a profit.  At  some  point  in  time,  there’s 
going  to  be  pressure  put  on  that  doctor 
to  generate  revenue.  You  can’t  just  fork 
over  $400,000  to  a doctor  and  say,  'OK, 


now  do  what  you  want  to  do.’  Maybe 
you’re  seeing  18  patients  a day,  and  they 
say  you  have  to  work  Saturday  morn- 
ings and  you  have  to  see  28  patients  a 
day,”  Mr  Tinsley  said. 

Adding  it  up 

How  do  the  experts  determine  the 
value  of  a physician’s  practice?  There 
are  many  factors  to  be  taken  into 
account,  and  no  two  practices  are 
alike,  Mr  McSwane  says.  “Even  prac- 
tices that  look  very  alike  on  the  out- 
side can  stack  up  totally  differently 
when  put  under  the  microscope.” 

A medical  practice  evaluation  begins 
with  any  real  estate  the  practice  might 
own.  If  property  is  leased,  the  appraiser 
should  compare  rental  rates  with  those 
found  in  the  market  for  comparable 
property.  Terms  of  the  lease  matter, 
also.  II  you  are  in  solo  practice,  check 
whether  your  lease  includes  a clause 
that  allows  you  or  your  executor  to  sub- 
let without  a rent  increase.  What 
improvements  have  you  made  in  leased 
property?  Freehold  lease  improvements 
are  often  overlooked.  Improvements 
made  in  leased  property  such  as  special 
lighting,  air  conditioning,  and  interior 
construction  ol  offices  and  examina- 
tions rooms  raise  the  value. 

“When  I evaluate  a practice,  I 
begin  with  the  tangible  assets,  which 
will  be  everything  from  plastic  waste 
baskets  to  large  equipment,  like  x-ray 
machines,  a CT  scanner,  or  an  MRI,” 
Mr  McSwane  said.  “In  equipment 
such  as  that,  age  is  a factor  in  the 
value,  and  so  is  whether  the  equip- 
ment has  been  replaced  with  new  and 
better  technology.” 


The  value  of  medical  books  and 
journals  is  considered,  as  are  phar- 
macy and  medical  supplies  such  as  x- 
ray  film.  This  value  is  usually  based  on 
an  average  monthly  cost  with  a 2-  to 
3-month  inventory. 

The  type  of  practice  makes  a differ- 
ence. Generally  speaking,  a family  prac- 
tice used  to  be  somewhat  less  valuable 
than  other  specialties,  but  this  is  rapidly 
changing  because  of  managed  care. 

Location  is  a definite  factor  to  be 
taken  into  account.  A urology  practice 
is  worth  more  in  a community  with  a 
high  percentage  of  retirees  than  in  a 
college  town.  A retirement  haven  is 
less  hospitable,  and  less  profitable,  for 
a pediatrics  practice  than  is  a subur- 
ban community  of  young  families. 

Accessibility  may  also  matter.  An 
ophthalmologist,  for  example,  will 
have  a higher-than-average  percentage 
of  patients  who  cannot  drive,  so  pub- 
lic transportation  that  drops  them  off 
at  the  front  door  is  a plus. 

So  is  good  parking.  Parking  right 
outside  the  door,  rather  than  across 
the  street  or  down  the  block  or  where 
patients  have  to  pay  to  park,  increases 
the  value  of  the  practice.  Phis  is  par- 
ticularly true  if  a large  percentage  of 
patients  have  trouble  getting  around, 
such  as  the  elderly,  orthopedics 
patients,  or  young  mothers  shepherd- 
ing small  children. 

Sometimes  what  looks  like  an  asset 
can  in  fact  be  a liability.  A Texas  group 
practice  nearly  came  to  grief  with  such 
a problem. 

The  only  medical  group  in  a six- 
story  building,  they  had  received  com- 
plaints for  years  that  unless  patients 
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arrived  first  thing  in  the  morning,  they 
had  to  walk  lor  what  many  said  felt  like 
blocks,  across  an  enormous  parking  lot. 
So  the  doctors  welcomed  the  building 
owners’  plans  for  a parking  garage. 

However,  almost  Irom  the  moment 
the  parking  garage  opened,  there  was  a 
small  but  steady  stream  ol  patients 


changing  doctors.  Alarmed,  the  office 
manager  began  calling  defecting 
patients  to  ask  why. 

The  answer  was  the  parking  garage. 
All  of  the  patients  who  had  changed 
physicians  were  elderly,  most  of  them 
somewhat  timid  drivers.  The  parking 
garage,  a poorly  designed  monstrosity, 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services , Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  with  a reputation 
for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of  a 
physician’s  claim  history,  specialty  or 
previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

David  A.  Butler,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd. , Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty'  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


worried  and  frightened  the  patients  and 
they  refused  to  tackle  it,  preferring  to 
go  elsewhere.  The  problem  was  solved 
when  the  building  owners  remodeled  a 
side  entrance  to  become  the  front 
entrance  to  the  physicians’  office  and 
built  a small  parking  lot  for  patients. 

Mr  McSwane  says  that  once  the 
study  of  assets  is  completed,  he  exam- 
ines the  practice’s  fixed  assets,  usually 
for  the  previous  3 years,  to  determine 
trends.  Is  the  practice  growing  or 
shrinking?  If  it  has  remained  stable,  | 
are  a high  percentage  of  patients  get- 
ting into  the  Medicare  category?  If  so, 
what  is  being  done  to  bring  in  new 
and  younger  patients? 

He  considers  the  referral  base.  “Are 
there  a lot  of  doctors  referring 
patients  to  you?  And  if  you  need  to 
refer  your  patients  on  to  specialists,  or 
specialists  in  other  fields,  are  these 
available?  How  much  is  trans- 
ferable?” If  a doctor  has  died,  the 
referral  base  all  but  evaporates.  But  a 
doctor  buying  into  an  existing  prac- 
tice should  reap  the  benefits  from  the 
referral  base  already  there. 

And,  do  not  overlook  the  value  of 
goodwill  and  your  reputation  in  the 
community.  Word  of  mouth  is  the 
best  advertising  a doctor  can  have,  and 
satisfied  patients  who  tell  their  friends 
are  worth  a great  deal. 


Buyer  beware 

What  if  you  are  the  physician  buying 
into  a practice?  Knowing  the  various 
factors  that  can  affect  its  value  is 
important,  especially  if  the  new  prac- 
tice is  in  a new  town. 

One  of  those  factors  is  competi- 
tion. Obviously,  a pediatrics  practice 
with  four  or  five  other  pediatricians  in 
the  immediate  area  is  worth  less  than  ; 
a practice  where  the  doctor  or  doctors  | 
are  the  only  pediatricians  in  town. 

“You  should  also  keep  competition 
in  mind  if  you  are  buying  a practice 
where  the  doctor  is  leaving.  There 
needs  to  be  an  agreement  that  he 
won’t,  for  example,  be  retiring  early 
and  moving  to  California,  and  then 
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decide  he  doesn’t  like  being  retired 
and  hates  California,  so  he  moves 
I back  home  and  opens  a practice  just 
down  the  block  in  competition  with 
vou,”  Mr  McSwane  said. 

The  economics  oi  the  locale  are 
important,  too.  A community  with  a 
isolid,  varied  economic  base  is  one 
thing,  but  a community  whose  main 
employer  is  a military  installation, 

■ with  rumors  that  it  will  be  closed 
floating  around  every  time  Congress  is 
in  session,  is  another. 

The  availability  oi  hospitals  and 
other  medical  facilities  matters.  Are 
the  proper  facilities  available  ii  a 
patient  needs  to  be  hospitalized 
immediately,  or  needs  specialized  lab 
work  or  an  MRI? 

Because  managed  care  is  rapidly 
becoming  a significant  factor  in  the 
i value  of  most  practices,  even  in  rural 
; areas,  the  penetration  of  managed  care 
into  the  area  must  be  considered. 
Texas  Medical  Association  General 
i Counsel  Donald  P.  Wilcox,  JD,  says 
physicians  moving  to  new  towns  must 
consider  whether  the  dominant  man- 
aged care  players  will  be  willing  to 
! contract  with  them  and  whether  their 
! contracts  will  be  reasonable. 

Finally,  you'll  want  to  review  the 
business  policies  and  operations  of  the 
practice.  If  you  are  buying  into  a prac- 
tice that  in  the  past  has  let  a lot  of 
debts  slide,  you  need  to  reach  a 
mutual  agreement  with  your  new 
partners  about  how  this  will  be  han- 
dled in  the  future.  Otherwise,  it  could 
become  a very  sore  point. 

Now  and  later 

A business  analysis  gives  what  amounts 
to  an  x-ray  of  a practice.  And  that  can 
be  of  great  value  whether  you’re  con- 
sidering selling  or  not.  “A  lot  of  doc- 
tors are  too  busy  practicing  medicine 
to  have  time  to  properly  manage  the 
business  part  of  their  practices,”  Mr 
McSwane  said.  “An  evaluation  can 
turn  up  some  surprises  in  that  regard.” 

You  might  find  that  you  are  seeing 
more  patients  but  somehow  not  gen- 


erating more,  or  even  as  much, 
income.  Sloppy  bookkeeping  or  inac- 
curate billing  could  come  to  light. 
Some  physicians  have  been  surprised 
to  find  the  amount  of  accounts 
receivable  not  collected,  simply 
because  the  unpleasant  tasks  of  call- 
ing people  for  money  is  not  delegated 


to  any  one  person  and  no  one  volun- 
teers for  the  role. 

The  overview  can  lead  to  a realiza- 
tion that  the  business  operation  needs 
some  changes.  Implementing  effective 
management  procedures  can  increase 
the  value  of  your  practice,  if  and  when 
you  decide  to  sell.  ★ 


Why  Arizona  Physicians  Trust 
ArMA  Financial  Services 
To  Manage  Their  Pension  Funds 


Average  Annual 
Return  Based  On 
the  bast  4.75  Years 

Net  ( )f  Fees  & Expenses 

Merrill  J.  Sauriol 

Senior  Portfolio  Manager 

Kirk  M.  Tushaus 

Portfolio  Manager 


ArMA  Financial 
Services 


9/29/95 

12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


596,944.37 

474,728.02 

500,506.90 

423,663.81 

377,565.83 

303,560.55 


if  \ccounl  35253934  mi  06-30-95:  $532,038.84 


Dow  Jones 
Industrial 


9/29/95 

12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


4789.08 
3834.44 

3754.09 
3301.11 
3168.83 
2633.66 


Dow  Jones 


9/29/95 

12/31/94 

12/31/93 

12/31/92 

12/30/91 

12/30/90 


214.28 

181.52 

229.30 

221.02 

226.15 

209.70 


\ol  all  accounts'  performance  w ill  mirror  lliis  example.  Past  performance  is  no  puaranlee  of  future  performance. 


CALL  1 (800)  584-5157  For  An  Information  Packet 
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nual  TMA  Foundati 

nual  Session  in  San  Antot 


Steer  yourself  to  the  (©) 
arriott  Rivercenter 
ay  10,  7 to  11:30  p.m. 


Ticket  Options 


($35  is  a charitable  contributio. 


in  the  state's  finest  cuisine 
Dance  across  Texas 
keep)  a Lone  Star  treasure 
a Texas-sized  bidding  war 

ide  a "bull"  and  take  home 
something  to  show  for  it 

Applaud  the  Foundation's 
Champion  of  Health 


($60  is  a charitable  contributio: 
Sponsors  are  recognized 
the  benefit  program  anc 
Foundation  newsletter. 


To  order  tickets,  call 
(800)  880-1300,  Ext  1663 
or  (512)  370-1663. 


TMA  Foundation  is 
Takin'  Care  of  Texas  with 
funds  raised  at  this  event. 


T MA  FOUNDAT 


Funding  initiatives  to  meet  the  health  challenges  ofT 


TEXAS  MEDICAL  ASSOCIATION 
129TH  ANNUAL  SESSION 

May  9-12,  1996 
Henry  B.  Gonzalez 
Convention  Center 
San  Antonio 


Annual  Session  at  a £ lance 


DNESDAY 
<Y  8 

Tournament 
?e  off  1:30  pm) 

URSDAY 
or  9 

30  am 

e of  Delegates 

i-5:30  pm 

pits 

ti-5  pm 

s Academy  of  Family 
lysicians 

m-1  pm 

•ence  Committees 

titifk  Sections 

>tive  Diseases 
i:30-noon) 

posia 

gency  Medicine  (9-1) 
cine  and  the  Law 
'-12:30) 
matic  Diseases 
1-noon) 

sfusion  Medicine  for 
imary  Care  Physicians 

:-5) 

-4  pm 

ral  Session:  Genetic 
lerapies  - Present  and 
iture 


After  6 pm 

Alumni  Events 
County  Medical  Society 
Receptions 

Specialty  Society  Functions 

FRIDAY 
MAY  lO 

8 am-5:30  pm 

Exhibits 

9 am-noon;  1:30-3  pm 

House  of  Delegates 

Scientific  Sections 
9 am-noon;  2-5  pm 

Diseases  of  the  Chest  (9-noon) 
Endocrinology  (8-12:30) 
Family  Practice 
Neurological  Surgery 
(8:30-5) 

Neurology 

Occupational  Medicine 
(8:15-5) 

Ophthalmology  (8-noon; 
1:30-5:30) 

Otolaryngology 
Plastic,  Reconstructive  and 
Maxillofacial  Surgery 
Psychiatry 
Public  Health 
Surgery 


Symposia 

Diabetes  (1:30-5) 

Pain  (1-5) 

Physicians  and  Spirituality 
( 9-noon) 

The  Prevention  of  Societal 
Violence  (2-5) 

Rheumatic  Diseases 
(11-noon) 

Sleep  Disorders  (American 
Sleep  Disorders 
Association/Diseases  of  the 
Chest)  (2-5) 

Sports  Medicine  (8-noon) 

Women’s  Health  Review 
1996/Obstetrics  and 
Gynecology  (8-5) 

Specialty  Societies 

Texas  Dermatological  Society 
(1:30-5) 

Texas  Orthopaedic 
Association/Texas 
Society  of  Sports  Medicine 
(2-5) 

2-5  pm 

Risk  Management  Workshop 

5:15-7  pm 

TMA/TMAA  Presidents’ 
Installation  and  Reception 

7-11:30  pm 

TMA  Foundation  Benefit 


SATURDAY 
'MAY  11 

8 am-2:30  pm 

Exhibits 

Specialty  Societies 

Texas  Dermatological  Society 
(9-4:30) 

Texas  Orthopaedic  Association 
(8-5) 

Texas  Society  of 
Anesthesiologists 
(7:50-4:45) 

Scientific  Sections 

9 am-noon;  2-5  pm 

Allergy,  Asthma  and  Clinical 
Immunology 
Colon  and  Rectal  Surgery 
(9-noon) 

Internal  Medicine  (8-5) 
Neurological  Surgery  (8:30-noon) 
Neurology  (9-5:15) 
Ophthalmology  (8-noon) 
Ophthalmology  Legislative 
Workshop  (noon-2: 30) 
Ophthalmology  OM1C 
Workshop  (3-5:30) 
Otolaryngology  (9-noon) 
Pathology  (9-noon) 

Pediatrics  (8-noon) 

Physical  Medicine  and 
Rehabilitation  (8-2) 

Plastic,  Reconstructive  and 
Maxillofacial  Surgery  (8-3) 


Symposia 

Addictions  (8-5) 

Cardiovascular  Diseases  (9-5:15) 
Diabetes  (8:30-noon) 
Geriatrics  (8:30-5) 

Modern  Strategies  in  the  Care 
of  Low  Back  and  Neck  Pain 
(8-5) 

Rheumatic  Diseases 
(11-noon) 

House  of  Delegates 
Sections 

Organized  Medical  Staff 
Medical  Student 
Resident  Physician 
Young  Physician 

After  6 pm 

Alumni  Events 
Specialty  Society  Functions 


Specialty  Societies 

Texas  Dermatological  Society 
(9-noon) 

Symposia 

Modem  Strategies  in  the  Care 
of  Low  Back  and  Neck  Pain 
(8-4) 

No  general  registration 
fee  for  TMA  members. 


REGISTER  TODAY? 


Tex 

L 


TexasMedical 

Association 


Tex 

L 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 

TEXAS  MEDICAL  ASSOCIATION 

401  WEST  15TH  STREET 
AUSTIN,  TEXAS  78701-1680 
Fax  #(512)  370-1635 


REGISTRATION  FORM 


129TH  ANNUAL  SESSIC 


May  9-12,  1996 
San  Antonio 


Complete  registration  form  following  steps  1 through  9 and  return  by  mail  with  check  or  by  fax  (512)  370-1635  with  credit  card 
information.  Pick  up  tickets  and  badges  at  the  registration  area  in  San  Antono  at  the  Henry  B.  Gonzalez  Convention  Center. 

Name  TMA  Member  ID# 

(If  known) 

Address 

City  State Zip Specialty 

Phone  ( ) Fax  ( ) 

Please  check  all  applicable  spaces  below: 


□ 

Physician 

□ 

TMA  Councilor 

□ TMA  Committee  Member 

□ AMA  Delegate 

□ 

TEXPAC 

□ 

RPS  Executive  Council 

□ 

Intern/Resident/Fellow 

J 

TMA  Vice  Councilor 

□ Chair 

□ AMA  Alternate  Delegate 

□ 

TEXPAC  300  Club 

□ 

RPS  Chair 

□ 

Medical  Student 

□ 

TMA  Board  Member 

□ TMA  Trustee 

□ Speaker 

□ 

MSS  Executive 

□ 

RPS  Councilor 

□ 

TMA  Officer 

□ Chair 

□ TMA  Foundation  Board  Member 

□ Scientific  Exhibitor 

Council 

□ 

YPS  Chair 

□ 

TMA  Delegate 

□ 

TMA  Council  Member 

□ Chair 

□ Past  President 

□ 

MSS  Chapter  Officer 

□ 

YPS  Governing  Board 

□ 

TMA  Alternate  Delegate 

□ Chair 

□ AMA  Member 

□ OMSS  Representative 

□ 

MSS  Chair 

□ 

CMS  Officer 

Fee  Quantity  Subtotal 


£ 

i 


Registration  Fees 

MEMBER 

0 

0 

NONMEMBER 

Speaker 

waived 

0 

TMA  Member's  Family 
(attach  names) 

waived 

0 

County  Medical  Society  Staff 
and  Family  (attach  names) 

waived 

0 

Physician 

$100 

Intern,  Resident,  Fellow 

$ 10 

Medical  Student 

$ 10 

Allied  Health  Personnel 

$ 10 

Approved  Visitor 

$ 50 

Nonmember's  family  over 
age  21  (attach  names) 

$ 10 

Golf  Tournament 

Wednesday,  May  8,  1 :30  pm 
Quarry  Golf  Club 

$ 85 

Average  score  or  handicap 

TMA  Alliance  Luncheon 

"Good  People  in  Dark  Times" 
with  John  Stoessinger,  PhD 
Friday,  May  10,  noon-2:30  pm 
La  Mansion  del  Rio  Hotel 

$ 35 

Advance  Copy  of  Final  Program 

with  presentation  summaries 

and  complete  details 

(available  mid-April)  $ 8 


©Medical  Student  Sponsorships 

Help  defray  expenses  for 
medical  student  scientific 
poster  displays  by  donation 

of  $1 00,  $50  or  $25.  $ 

OA  Lone  Star  Affair 

TMA  Foundation  Benefit 
Dinner/Dance/Silent  Auction 
Friday,  May  10,  7-1 1 :30  pm 
Option  1 : 

$75  per  ticket  x = Benefit  Subtotal  $ 

Charitable  contribution  is  $35. 

Option  2: 

$100  per  ticket  x = Friendship  Subtotal  $ 

Charitable  contribution  is  $60. 

0 TOTAL  FEES  (Steps  1-7)  = 

□ Enclosed  is  my  check  for  $ payable  to  TM 

Charge  to  my  □ Visa  □ Mastercard  Amount  $ 

Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

Mo  refunds  given  after  April  24. 

Q Return  form  and  registration  fees  to  TMA  Annual  Session 
401  West  15th  Street,  Austin,  TX  78701-1680,  or  fax  (512 
370-1635  with  credit  card  information. 


Check  here  if  special  assistance  is  required  to  fully  participate.  We  will  contact  you  to  discuss  your  needs. 
We  cannot  assure  the  availability  of  disability  assistance  without  prior  notification  of  need. 


Questions?  Call  TMA  Annual  Session  Department,  (800)  880-1300  or  (512)  370-1300,  Ext.  1452  or  1453. 


Tex 

It 


TexasMedical 

Association 


RESERVATIONS  DEADLINE 
APRIL  9, 1996 

OFFICIAL  TMA  HOUSING  REQUEST  FORM 

129TH  ANNUAL  SESSION  * May  9-12,  1996  • San  Antonio 


*Please  print  or  type  all  items  to  assure  accuracy.  COMPLETE  EACH  PART  BELOW  in  detail  for  correct  and  rapid  processing. 
*MAIL  or  FAX  (210/270-8702)  Official  Housing  Form  to  Texas  Medical  Association  Housing.  (DO  NOT  MAIL  after  faxing) 
TELEPHONE  REQUESTS  WILL  NOT  be  accepted. 

1 .  SEND  ACKNOWLEDGMENT  TO: 


■ 

(Last  Name) 

(First) 

(Affiliation) 

(Street  Address  or  P.0.  Box  Number) 

m 

□ 

a 

— 

(City)  (State)  (Zip  Code) 


(Daytime  Phone  Number)  (Fax  Number) 

2.  Select  three  hotels  of  choice.  Rooms  are  assigned  first  come  first  serve.  If  choices  are  not  available,  a room  will  be  secured  at  a hotel  based  on  your  preference 
of  rate  or  proximity.  If  all  are  sold  out,  a facility  will  be  assigned  based  on  a referral  system  determined  by  your  Association.  USE  CODES  ONLY.  DO  NOT  USE 
NUMBERS.  SEE  REVERSE  SIDE  FOR  CODES. 


1st  Choice:  □ □□  2nd  Choice:  □ □□  3rd  Choice:  □ □□ 

if  hotel  choices  are  sold  out,  which  is  more  important?  | | Rate  or  □ Location  (Check  one  box  only) 

3.  Arrival  Day/Date: Time: AM  / PM 

4.  Departure  Day/Date: Time: AM  / PM 


□ Check  here  if  handicapped 
services  are  required. 

Specify 


Accommodations  requiring  two  (2)  or  more  days  pre-  or  post-convention  may  not  be  available  through  TMA  Housing. 
Acknowledgment  will  advise  attendee  to  call  the  hotel  direct  for  additional  nights  (not  always  at  convention  rate). 


IF  YOU  DO  NOT  INDICATE  ARRIVAL  AND  DEPARTURE  DATES,  TMA  HOUSING  WILL  AUTOMATICALLY  ASSIGN  YOU  A ROOM  FOR  MAY  9, 10,  AND  11 
WITH  DEPARTURE  DATE  MAY  12. 

5.  ROOM  GUARANTEE  INFORMATION.  Complete  credit  card  information  or  send  a check  directly  to  the  hotel  upon  receipt  of  confirmation. 

DO  NOT  SEND  CHECK  TO  TMA  HOUSING.  Hotel  will  send  confirmation  with  rate,  policies  and  room  type.  Rooms  must  be  guaranteed. 


(Name  on  Credit  Card)  (Type  of  Card:  Visa,  Mastercard,  American  Express)  (Credit  Card  Number)  (Expiration  Date) 

ROOM  ASSIGNMENT:  Room  will  not  be  secured  for  person  receiving  TYPE  OF  ACCOMMODATIONS  PREFERRED:  TMA  Housing  does  not 

acknowledgment  unless  individual  is  listed  below.  guarantee  room  type  is  available.  Hotel  will  confirm  your  request. 

Occupant(s)  PRINT  - IAST  NAME  FIRST  Check  appropriate  Box:  Total  Number  of  People  in  Room 


i. 

1 1 1 • 

1 1 , 

\ ] * Parlour  + One  Bedroom 

! ] *Parlour  + Two  Bedrooms 

2. 

| | brooking 

l — i 

| Nonsmoking 

l — i 

3. 

J One  Bed 

J Two  Beds 

‘’’Suite  requests  subject  to  availability. 

NOTE:  ADDITIONAL  Room  Requests  may  be  made  on  separate  copy  of  this  form. 


OFFICIAL  TMA  HOUSING  REQUEST  FORM 

Texas  Medical  Association  • 129th  Annual  Session  • May  9-12,  1996,  San  Antonio,  Texas 

PARTICIPATING  HOTELS  AND  RATES 


O Hilton  Palacio  del  Rio  (HPR) 

200  S.  Alamo 

$122  Single  $132  Double 

Concierge  Level:  $175  Single  $185  Double 

Suites:  $375  *P+1,  $550  **P+2 

0 * La  Mansion  del  Rio  (LMR) 

112  College  Street 
$110  Single  $120  Double 
$140  Triple  $160  Quad 
Texas  Medical  Association 
Alliance  Headquarters 

© La  Quinta-Convention  Center  (LQC) 
1001  East  Commerce  Street 
$89  Single  $89  Double 
$96  Triple  $96  Quad 


© * Marriott  Rivercenter  (MRC) 
101  Bowie  Street 
$133  Single  $151  Double 
$1 66  Triple  $181  Quad 
Suites:  $526  *P+1,  $677  **P+2 
Board,  Council,  Committee 
Meetings,  Delegate  Headquarters 

© Marriott  Riverwalk  (SAM) 

711  East  Riverwalk 
$125  Single  $138  Double 
$158  Triple  $178  Quad 
Suites:  $225  *P+1,  $495  **P+2 
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© Plaza  San  Antonio  (PLZ) 

555  South  Alamo  Street 
$105  Single  $110  Double 
$120  Triple  $120  Quad 

* (Parlour  + One  Bedroom) 

** (Parlour  + Two  Bedrooms) 

* Headquarters  Hotel 

These  rates  apply  until  April  9.  Rates  do  not 
include  15%  city/state  sales  tax 

OTHER  FACILITIES 

© San  Antonio  Convention  Center 
200  East  Market 

(Annual  Session  Official  Entrance- 
South  .Alamo  Street)  SEE  MAP  BELOW 


Place 

Stamp 

Here 


Texas  Medical  Association  Housing 
P.O.  Box  2277 
San  Antonio,  Texas  78298 


-fold 

CANCELLATIONS,  CHANGES  AND  CORRECTIONS 
All  cancellations,  changes  or  corrections  prior  to  April  9 should  be  made 
directly  with  TMA  Housing  in  writing.  Beginning  April  9 contact 
hotel  directly. 

Check  your  hotel  confirmations  regarding  cancellation  policy.  Policy  may  vary 
from  hotel  to  hotel. 

ROOM  DEPOSIT 

The  hotel  may  request  a deposit.  Checks  should  be  made  payable  to  individual 
hotel. 

CONFIRMATIONS 

Reservation  acknowledgment  will  be  sent  by  TMA  Housing.  Room  confirma- 
tions will  be  sent  by  individual  hotel. 

REFUNDS 

After  April  9 refunds  issued  by  individual  hotel.  No  deposit  refunds  issued 
within  72  hours  of  scheduled  arrival  date. 


There  was  a time  when  health-care  decisions  were  made  between  the  physi- 
cian and  the  patient.  Now  they’re  made  by  legislators  in  Austin  and 
Washington,  D.C.  And  it’s  becoming  impossible  for  physicians  and  patients  to 
be  heard  over  the  roar  from  managed  care  companies,  trial  attorneys  and  others. 

TIME  YOU  JOINED 

It’s  time  for  elected  officials  to  clearly  hear  the  voices  of  physicians  and 
patients.  TEXPAC  speaks  up  for  Texas  physicians  and  their  patients. 

It's  time  to  join  TEXPAC. 

Physician  and  alliance  membership  categories  are  $ 100/active  physician, 
$50/alliance  member,  $300/TEXPAC  Club,  and  $500  TEXPAC  (couple’s) 
Club.  Call  (800)  880-1300,  Ext.  1363,  for  more  information  on  how  to  join 
TMA’s  political  action  committee. 

TEXPAC? 


TEX  RAC 


Contributions  to  Texas  Medical  Association  PAC  (TEXPAC)  and  American  Medical  Association  PAC  (AMPAC)  are  not  deductible  as  charitable  contributions  for  federal 
income  tax  purposes.  Voluntary  political  contributions  are  shared  with  AMPAC.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  TMA  nor  AMA  will  favor  or 
disadvantage  anyone  based  on  the  amounts  or  failure  to  make  contributions.  Contributions  are  subject  to  Federal  Election  Commission  regulations. 


Silence  is  not 
always  golden. 

^£)hen  a colleague  is  in  crisis,  your  silence  hurts. 

Know  a doctor  who  isn’t  coping  well  with  stress ? 

Who  seems  depressed ? Or  who  may  be  drinking 
too  much  or  self-prescribing  mood-altering  drugs ? 

Then  you  may  know  someone  who  needs  our  help. 

Call  our  24-hour,  confidential  hotline 

(800)  880-1640 

d)e’re  the  TMA  Committee  on  Physician  Health  and 
Rehabilitation.  We  want  to  help,  not  punish  impaired 
physicians.  Use  the  confidential  hotline  or  talk  to  us 
one-on-one.  Or  contact  your  county  medical  society 
for  information  on  local  resources.  Just  don’t  be  silent. 


TMA  Committee  on  Physician  Health  and  Rehabilitation 

Edgar  P.  Nace,  MD,  Chair,  Dallas  (214)  788-6282 

Robert  N.  Jones,  MD,  Vice  Chair,  San  Antonio  (210)  222-0196 

Eugene  V.  Boisaubin,  Jr.,  MD,  Galveston  (409)  772-4183 

Richard  S.  Cooper,  MD,  Athens  (903)  677-1000 

Herbert  C.  Munden,  Jr.,  MD,  Austin  (512)  867-0103 

Joe  L.  Sanders,  MD,  San  Antonio  (210)  657-9877 

Elizabeth  L.  Stuyt,  MD,  Eubbock  (806)  743-2800 

Georgia  A.  Thomas,  MD,  Houston  (713)  792-2204 

Judy  C.  Tucker,  MD,  Midland-Odessa  (915)  684-4070 

Douglas  R.  Mailman,  MD,  (806)  788-0750 

Resident  Representative,  Lubbock 

Maryrita  K.  Mallet,  MD,  (214)  648-3300 

Alternate  Resident  Representative,  Dallas 
Mrs.  Gene  Anne  Sandbach,  (512)  474-7802 

Alliance  Representative,  Austin 

Erica  Johnson,  (409)762-5412 

Student  Representative,  Galveston 
Sandra  Rodriguez,  (713)  799-1035 

Alternate  Student  Representative,  Houston 


District  Coordinators 

1 Jacob  Schut,  MD,  El  Paso 

2 H.  Loyd  Woodward,  MD,  Odessa 

3 Gaylon  B.  Seay,  MD,  Lubbock 

4 Gus  Eckhardt,  MD,  San  Angelo 

5 James  M.  Hicks,  MD,  New  Braunfels 

6 Robert  J.  Brock,  MD,  Corpus  Christi 

7 Jane  Wray,  MD,  Austin 

8 Rakesh  Jain,  MD,  Lake  Jackson 

9 T.  Paschal  Clarke,  MD,  Houston 

10  vacancy 

11  Richard  S.  Cooper,  MD,  Athens 

12  Gary  R.  Newsom,  MD,  College  Station 

13  Robert  L.  Wick,  Jr,  MD,  Arlington 

14  Dennis  Dalton,  MD,  Dallas 

1 5 John  L.  Hall,  MD,  Longview 


(915) 532-5221 
(915)  550-9695 
(806)  795-9559 
(915)  655-4267 
(210)  620-6673 
(512)  866-8916 
(512) 462-1515 
(409)  297-6355 
(713) 626-3070 

(903)  677-1000 
(409)  696-0400 
(817) 275-1746 
(214)  691-0775 
(903)  297-7522 
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The  immunization  status  of  Texas  children  aged  3 to  24 
months:  results  of  the  1994  Texas  Immunization  Survey 


Texas  has  no  routine  system  to  determine 
current  immunization  levels  in 
preschoolers.  To  determine  the  current 
immunization  status  of  Texas  children 
younger  than  2 years,  the  Texas  Depart- 
ment of  Health  commissioned  a house- 
hold survey  in  1994.  The  survey 
included  4552  in-person  interviews 
with  parents  or  legal  guardians  of  chil- 
dren aged  3 to  24  months.  Results 
showed  a statewide  up-to-date  immu- 
nization level  of  55%.  The  younger  the 
children,  the  more  likely  they  were  to  be 
up-to-date.  Differences  were  marked 
among  groups  based  on  geography, 
race! ethnicity,  and  use  of  public  assis- 
tance. Hispanic  children,  children 
enrolled  in  the  Women,  Infants,  and 
Children  program,  and  children  living 
in  border  communities  had  higher  levels 
of  immunizations.  Immunization  levels 
were  below  the  statewide  average  for 
African-  Americans,  children  on  Aid  to 
Families  with  Dependent  Children,  and 
children  on  Medicaid.  Children  with  no 
health  insurance  and  children  with  pri- 
vate insurance  had  equivalent  immu- 
nization levels.  Although  progress 
appears  to  have  been  made  in  getting 
children  immunized  according  to  rec- 
ommended schedules,  much  work 
remains  to  be  done  to  reach  our  state 
and  national  goals  and  to  protect  our 
youngest  fi-om  outbreaks  of  vaccine-pre- 
ventable diseases. 


Send  reprint  requests  to  Dr  Simpson,  Disease 
Control  and  Prevention  T-406,  Texas  Depart- 
ment of  Health,  1 100  W 49th  St,  Austin,  TX 
78756. 
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Diane  M.  Simpson,  PhD,  MD 
Lucina  Suarez,  MS 

Recent  measles  epidemics 
in  Texas  demonstrate  that 
many  children  are  not  receiv- 
ing immunizations  at  the  recom- 
mended age  (Texas  Department  of 
Health  data).  To  receive  the  recom- 
mended doses  of  diphtheria,  tetanus, 
and  pertussis  (DTP),  oral  polio  vaccine 
(OPV),  Haemophilus  influenzae  type  b 
(Hib),  hepatitis  B,  and  measles, 
mumps,  and  rubella  (MMR)  vaccines, 
Texas  children  should  have  at  least  three 
immunization  visits  in  the  first  year  of 
life  and  one  visit  in  the  second  (1).  Rea- 
sons for  failure  to  follow  this  recom- 
mended schedule  include  vaccine  cost 
(2),  inaccessible  or  inconvenient  clinic 
systems  (3),  misinformation  among 
parents  (4),  and  missed  opportunities 
by  providers  to  immunize  at  all  baby 
visits  (5-8). 

Retrospective  surveys  of  Texas 
school  children  have  long  shown  that 
underimmunization  in  children 
younger  than  24  months  is  a serious 
state  health  problem.  Retrospective 
studies  of  school  children  who  were 
24  months  of  age  ixom  1985  through 
1988  showed  that  Houston,  Dallas, 
and  El  Paso  had  immunization  levels 
of  11%,  34%,  and  46%,  respectively, 
lor  completion  of  the  4-dose  DTP,  3- 
dose  OPV,  and  1-dose  MMR  series  by 
the  second  birthday  (9).  More  recent 
assessments  have  given  an  improved 
state  rate  of  44%  for  children  whose 
second  birthdays  were  in  1990 
through  1991  (Texas  Department  of 
Health  data). 

Texas  has  no  routine  system  to 
determine  immunization  levels  in 
preschoolers.  Retrospective  surveys  of 
school  children  have  serious  method- 
ologic  problems.  Using  school 
records,  these  surveys  assess  whether 
entering  5-year-olds  had  received  rec- 
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ommended  immunizations  before 
their  second  birthdays.  By  definition, 
these  studies  are  already  at  least  3 years 
behind  current  immunization  rates. 
Further,  the  early  retrospective  studies 
gave  no  statewide  assessment,  having 
been  conducted  in  only  a few  cities  in 
Texas.  Despite  the  universal  recogni- 
tion of  the  immunization  problem  in 
Texas  and  calls  for  action  (10),  we 
have  no  accurate  measure  of  the  num- 
ber of  children  in  Texas  who  are 
immunized  properly  at  2,  4,  6,  and  1 5 
months  of  age. 

To  determine  an  accurate  and  cur- 
rent estimate  of  the  immunization  sta- 
tus of  Texas  children  younger  than  2 
years,  the  Texas  Department  of 
Health,  in  1994,  commissioned  the 
Public  Policy  Research  Institute  at 
Texas  A&M  University  to  conduct  a 
statewide  household  survey.  For  the 
first  time,  we  have  baseline  informa- 
tion on  immunization  status  from 
which  to  gauge  current  intervention 
efforts  to  improve  age-appropriate 
immunization  levels.  From  this  study, 
we  report  state  and  subpopulation 
results  that  will  allow  the  state  and 
local  health  departments  to  target 
areas  and  populations  in  need  of 
intense  efforts  for  immunization. 

Methods 

With  the  use  of  multistage  cluster 
sampling,  the  survey  was  designed  to 
assess  immunization  levels  among 
children  ranging  in  age  from  2 to  24 
months  across  the  state  and  in  10  pri- 
ority counties.  These  10  counties 
included  7 with  the  largest  popula- 
tions and  3 chosen  to  provide  addi- 
tional geographic  and  racial/ethnic 
diversity.  For  each  of  the  10  counties, 
the  first  stage  involved  selecting  a sim- 


pie  random  sample  of  40  census  block 
groups.  In  the  second  stage,  a simple 
random  sample  of  at  least  50%  of  the 
blocks  was  selected  from  each  block 
group;  and  in  the  third  stage,  a simple 
random  sample  of  all  housing  units  up 
to  20  was  chosen  from  each  block.  To 
represent  the  rest  of  the  state,  20 
counties  were  selected  at  random  by 
the  use  of  probabilities  proportional 
to  the  number  of  births  in  1992.  The 
sampling  procedure  for  these  20  ran- 
domly selected  counties  was  similar  to 
that  for  the  10  large  counties,  except 
the  size  of  the  first-stage  block  groups 
varied  according  to  the  number  of 
housing  units  needed  from  each 
county.  In  a few  sparsely  populated 
counties  with  extremely  small  num- 
bers of  annual  births,  children  were 
selected  randomly  from  birth  records. 

Each  selected  housing  unit  was 
screened  to  find  a child  from  2 to  24 
months  of  age  living  in  the  household. 
At  least  three  attempts  were  made  to 
contact  a member  of  the  selected 
household.  If  the  household  had  two 
or  more  children  younger  than  2 
years,  only  one  child  was  selected  ran- 
domly for  study.  Trained  interviewers, 
using  a standardized  instrument  and 
protocol,  solicited  information  from  a 
parent  or  legal  guardian.  The  stan- 
dardized instrument  included  ques- 
tions about  the  child’s  immunization 
history;  parental  knowledge  and  atti- 
tudes toward  immunizations;  and 
sociodemographic  questions  about 
age,  race,  education  level,  household 
income,  health  insurance  coverage, 
and  use  of  public  assistance  programs. 
To  determine  accurately  a child’s 
immunization  history,  interviewers 
obtained  official  shot  records  from  the 
parent  and  copied  dates  for  each  DTP, 
OPV,  MMR,  Hib,  and  hepatitis  B 


shot.  Seventy-two  percent  of  respon- 
dents had  shot  records.  For  respon- 
dents without  shot  records, 
interviewers  recorded  the  number  of 
shots  and  the  age  at  which  each  shot 
was  administered,  based  on  respon- 
dent recall.  Interviews  were  conducted 
from  June  to  November  1994. 
Respondents  were  paid  $ 1 0 for  a com- 
pleted face-to-face  interview. 

More  than  110,000  households 
were  screened  to  find  children  of  the 
appropriate  age  for  inclusion  in  the 
survey.  In  all,  4832  interviews  with 
parents  or  guardians  were  completed. 
Surveyors  encountered  311  refusals 
from  households  with  eligible  chil- 
dren and  1038  refusals  in  which  they 
did  not  know  whether  an  eligible 
child  resided  in  the  household.  A con- 
servative estimate  of  the  response  rate 

is  78%  (4832/4832+1038+311),  but 
it  could  be  as  high  as  94% 
(4832/4832+31  1).  During  analysis, 
53  children  were  found  to  be  slightly 
younger  or  older  than  2 to  24  months 
and,  therefore,  were  excluded,  leaving 
4779  for  study. 

Analysis 

For  analysis,  children  were  defined  as 
up-to-date  if  they  met  these  criteria: 
age  3 through  4 months  and  had 
received  one  DTP  vaccine  and  one 
OPV  vaccine;  age  5 through  6 months 
and  had  received  two  DTP  and  two 
OPV  vaccines;  age  7 through  1 5 
months  and  had  received  three  DI  P 
and  two  OPV  vaccines;  age  16 
through  24  months  and  had  received 
four  DTP,  three  OPV,  and  one  MMR 
vaccine.  Our  definition  of  up-to-date 
allows  parents  the  entire  recom- 
mended month  to  get  their  child 
immunized  and  thus  begins  with  age 
3 months.  For  this  descriptive  study, 
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children  who  were  age  2 months  are 
excluded  in  the  calculation  of  up-to- 
date  percentages. 

Sampling  weights  were  used  to  cal- 
culate percentages  of  children  who 
were  up-to-date  on  vaccines  to 
account  for  individual  sample  selec- 
tion probabilities  and  to  adjust  the 
sample  to  the  state’s  population  distri- 
bution. Because  the  cluster  survey 
design  also  increases  the  variances  of 
these  estimates  over  what  we  would 
have  obtained  through  simple  random 
sampling,  we  used  the  software  Epi 
Info  version  6 to  calculate  adjusted 
95%  confidence  intervals  (Cl)  for 
proportions  arising  from  a cluster 
sample  (11). 

Results 

The  percentage  of  Texas  children  from 
ages  3 through  24  months  in  1994  who 
were  up-to-date  for  recommended 
immunizations  was  54.9  (95%CI= 
51.7%,  58.1%).  The  older  the  children, 
the  less  likely  they  were  to  be  up-to-date. 
Eighty-three  percent  (95%CI=74.7%, 
91.6%)  of  children  3 through  4 months 
of  age  were  up-to-date.  This  percentage 
drops  to  59.7%  (95%CI  = 5 1 .0%, 
68.5%)  for  children  aged  5 through  6 

months,  64.0%  (95%CI=59.3%, 

68.8%)  for  children  7 through  15 
months,  and  finally  to  only  37.1% 
(95%CI=31.7%,  42.5%)  for  children 
16  through  24  months  of  age. 

As  seen  in  Fig  1 , the  percentage  of 
children  up-to-date  varied  consider- 
ably among  counties.  El  Paso  (70.5%, 
95%CI=66.0%,  74.9%)  and  Hidalgo 
(64.0%,  95%CI=61.3%,  66.7%) 

counties  had  the  highest  percentages 
of  children  who  were  up-to-date;  Har- 
ris (44.7%,  95%CI=38.2%,  51.1%) 
and  Smith  (37.6%,  95%CI=28.2%, 
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Fig  1.  Percentage  ofTexas  children  aged  3 to  24  months  who  are  up-to-date  on  immunizations  DISCUSSION 
by  county,  1994. 
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47.0%)  counties  had  the  lowest  per- 
centages. Immunization  levels  in  Tar- 
rant (48.9%,  95%CI=40.5%,  57.3%) 
and  Travis  (47.7%,  95%CI=43.7, 
51.7%)  counties  also  were  below  50%. 

Gaps  in  immunization  levels  exist 
among  the  state’s  three  major  racial / 
ethnic  groups  (Table  1).  Hispanics 
enjoy  the  highest  levels  of  immuniza- 
tion, while  African-Americans  have 
the  lowest  up-to-date  immunizations 

at  39%  (95%CI=29.5%,  49.2%). 
This  pattern  was  seen  in  Dallas,  Har- 
ris, Smith,  Tarrant,  and  Travis  coun- 
ties. Immunization  levels  were 
particularly  low  (33%)  for  African- 
Americans  in  Harris,  Smith,  and  Tar- 
rant counties. 

We  examined  the  percent  of  children 
who  were  up-to-date  for  several  factors 
related  to  public  assistance  programs 


(Table  2).  Parents  who  had  no  health  in- 
surance (58.2%,  95%CI=51.8%,  64.5%) 
were  just  as  likely  to  have  their  children 
immunized  as  parents  with  private 
health  insurance  (57.6%,  95%CI= 
54.1%,  61.1%).  Children  on  Medicaid 
had  a lower  percentage  of  up-to-date 
immunizations  (46.0%,  95%CI=40.4%, 
51.5%).  Parents  receiving  Aid  to  Fami- 
lies with  Dependent  Children  (AFDC) 
(40.9%,  95%CI=32.0%,  49.7%)  or 
food  stamps  (51.2%,  95%CI=45.2%, 
57.2%)  also  were  less  likely  than  others 
to  have  their  children  up-to-date  on  rec- 
ommended vaccinations.  However,  chil- 
dren enrolled  in  the  Women,  Infants, 
and  Children  program  (WIC)  (58.8%, 
95%CI=55.6%,  62.0%)  were  more 
likely  to  be  up-to-date  than  children 
who  were  not  (52.1%,  95%CI=47.7%, 
56.6%). 


The  55%  on-time  immunization  level 
for  Texas  children  aged  3 to  24  months 
is  the  first  valid  measure  of  immuniza- 
tion status  statewide.  The  often  quoted 
1988  state  preschool  immunization 
level  of  30%  was  based  solely  on  retro- 
spective studies  done  from  1991 
through  1992  in  Houston,  Dallas,  and 
El  Paso  counties  (9).  In  1992,  these 
data,  which  represented  35%  of  the 
1988  birth  cohort,  were  all  that  were 
available  to  estimate  the  state  immu- 
nization level  and  could  not  be  reliably 
extrapolated  across  the  entire  state. 
Our  study  provides  the  most  recent 
“snapshot”  of  the  up-to-date  immu- 
nization status  of  all  children  under 
the  age  of  2 years  in  Texas.  Use  of  a 
population-based  random  sampling 
methodology,  the  high  response  rate, 
and  the  high  proportion  of  respon- 
dents with  official  immunization 
records  allow  us  to  derive  defensible 
and  reliable  estimates  of  the  true 
immunization  level  in  1994. 

To  compare  directly  the  55%  of 
children  3 to  24  months  whose 
immunizations  were  up-to-date  with 
percentages  from  other  published 
reports  is  difficult  because  of  the  var- 
ied definitions  of  up-to-date,  methods 
of  data  collection,  and  age  of  the  chil- 
dren under  study.  However,  the 
decreasing  immunization  coverage 
from  3 to  24  months  of  age  has  been 
observed  in  other  studies.  A popula- 
tion-based study  in  the  Pacific  North- 
west followed  a cohort  of  children  and 
assessed  the  immunization  rates  for 
DTP1  and  OPV1  at  92  days,  DTP3 
and  OPV2  at  age  1,  and  DTP4, 
OPV3,  and  MMR1  at  2 years  of  age. 
Immunization  rates  were  78%,  77%, 
and  60%,  respectively  (12).  A study  of 
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Table  1. 
county  a 

Percentage  of  Texas  children 
md  race,  1994. 

aged  3 to  24 

months  up-to-date 

on  immunizations  by 

Anglo- 

American 

Hispanic 

African- 

American 

County 

% 

(N) 

% 

(N) 

% 

(N) 

Bexar 

66.8 

(61) 

47.9 

(306) 

— 

Dallas 

54.0 

(146) 

62.5 

(148) 

45.0 

(67) 

El  Paso 

67.7 

(51) 

69.5 

(300) 

— 

Harris 

45.7 

(115) 

53.9 

(162) 

33.1 

(88) 

Hidalgo 

— 

65.2 

(364) 

— 

Nueces 

55.2 

(145) 

52.2 

(211) 

— 

Potter 

63.4 

(191) 

48.3 

(95) 

52.7 

(73) 

Smith 

33.8 

(203) 

68.7 

(56) 

32.5 

(111) 

Tarrant 

49.2 

(185) 

60.6 

(124) 

32.6 

(63) 

Travis 

45.9 

(170) 

55.0 

(131) 

44.3 

(60) 

State 

56.9 

(1653) 

58.6 

(2179) 

39.3 

(599) 

Percentages  not  calculated.  Sample  sizes  were  less  than  25- 


poor  infants  born  at  an  urban  teach- 
ing hospital  showed  levels  of  immu- 
nization to  be  67%  at  3 months  of  age 
and  29%  at  7 months  of  age  (13).  A 
nonrandom  study  of  460  pediatric 
patients  between  ages  2 and  71 
months  at  a Texas  public  hospital  used 
a protocol  similar  to  ours  in  assessing 
up-to-date  status.  Twenty-seven  per- 
cent ol  the  pediatric  patients  36 
months  of  age  or  younger  lacked 
either  DTP  or  OPV,  and  27%  lacked 
an  MMR  vaccine  (unpublished  study 
by  Daniel  T.  Casto,  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio).  Our  study  suggests  that 
more  than  three  fourths  of  children 
receive  their  first  shots  according  to 
the  recommended  schedule,  but  only 
about  one  third  ol  children  receive  all 
subsequent  shots  on  time,  including 
the  most  critical  MMR  vaccine. 

Our  results  show  obvious  differ- 
ences in  immunization  levels  among 
geographic,  racial/ethnic,  health-care, 
and  public  assistance  groups.  Of  the 
three  major  ethnic  groups  in  the  state, 
Hispanics  had  the  highest  up-to-date 
immunization  levels,  just  edging  ahead 
of  Anglo  children.  This  held  true  for  all 
of  the  10  study  counties,  except  Bexar 
and  Potter.  The  high  level  of  immu- 
nizations in  Texas  Hispanic  children 
may  be  the  result  of  special  outreach 
efforts  along  the  border  and  higher  use 
of  WIC  clinics,  which  offer  on-site 
immunizations.  Other  possible  reasons 
may  be  related  to  more  cultural  accep- 
tance of  public  health  clinics  and  the 
tradition  of  early  immunizations  by 
recent  Mexican  immigrants.  The 
recent  measles  epidemic  in  1992, 
which  disproportionately  affected 
South  Texas,  may  have  contributed  to 
increased  awareness  of  vaccine-pre- 
ventable diseases  among  Hispanics. 


Data  from  the  Mexican-American 
subsample  of  the  Hispanic  Health  and 
Nutrition  Examination  Survey  con- 
ducted from  1982  through  1984  in 
five  Southwestern  states  showed  that 
66%  of  Mexican-American  children 
in  the  0.3  to  1 year  age  group  had 
received  three  or  more  doses  of  DTP 
vaccine  (14).  While  not  directly  com- 
parable to  our  results,  these  rates,  now 
1 0 years  old,  are  probably  higher  than 
those  reported  here  for  Hispanic  chil- 
dren of  the  same  age.  In  contrast  to 
our  results,  an  Arizona  cohort  study  of 
308  Mexican-American  and  312 
white  non-Hispanic  births  from  1989 
through  1990  showed  that  Mexican- 
American  infants  were  less  likely 


(58.4%  compared  to  74.3%)  to  have 
received  3 DTP  and  2 OPV  in  their 
first  year  ( 1 5). 

From  1988  through  1 993,  African- 
Americans  had  the  highest  rates  of 
measles  morbidity  among  children  1 
to  4 years  old;  this  study  shows  that 
African-American  infants  are  still  at 
highest  risk  in  1994.  The  racial  differ- 
ential in  immunization  levels  for  Texas 
mirrors  national  data  (8).  Among  the 
six  counties  in  which  a rate  for 
African-American  children  could  be 
established,  African-American  chil- 
dren had  rates  lower  than  Anglo  and 
Hispanic  children  in  all  except  Potter 
County.  Statewide,  more  African- 
American  infants  and  toddlers  are  not 
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Table  2.  Percentage  of  Texas  children  aged  3 to  24  months  up-to-date  on  immunizations  by  health 
insurance  coverage  and  public  assistance  factors,  1994. 


% 

(N) 

Health  insurance 

None 

38.2 

(1449) 

Medicaid 

46.0 

(1141) 

Private 

57.6 

(1962) 

Receiving  AFDC 

Yes 

40.9 

(718) 

No 

57.5 

(3832) 

Receiving  food  stamps 

Yes 

51.2 

(1726) 

No 

56.7 

(2826) 

Enrolled  in  WIC  program 

Yes 

58.8 

(2185) 

No 

52.1 

(2367) 

AFDC  = Aid  to  Families  with  Dependent  Children 
WIC  = Women,  Infants,  and  Children 


immunized  appropriately  than  those 
who  are  up-to-date  for  their  age.  The 
lower  immunization  level  in  African- 
American  children  demands  immedi- 
ate action.  Issues  such  as  access  to 
vaccines,  missed  opportunities,  and 
parents’  perceptions  of  immunizations 
and  knowledge  of  the  immunization 
schedule  need  to  be  examined.  Educa- 
tional messages  and  vaccine  availabil- 
ity should  be  targeted  to  redress  this 
gap  in  immunization  status. 

Of  great  surprise  was  the  relatively 
high  level  of  up-to-date  immunizations 
in  children  who  had  no  insurance. 
Over  the  past  few  years,  the  state  health 
department  has  strongly  encouraged 
and  supported  local  and  regional  pub- 
lic health  clinics  to  make  their  services 
as  accessible  as  possible.  Most  have 
responded,  and  the  higher  immuniza- 
tion level  in  the  uninsured  children 
supports  the  idea  that  lowering  barriers 
will  raise  immunization  levels.  We  find 
it  harder  to  explain  why  children  on 
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Medicaid  more  often  lacked  their 
immunizations.  Having  access  to  both 
private  Medicaid  providers  and  to  pub- 
lic health  clinics,  these  children  could 
be  expected  to  have  rates  equivalent  to 
children  with  no  insurance.  Children 
on  AFDC,  also  eligible  for  Medicaid, 
are  also  not  being  immunized  on  time. 
How  other  factors  affect  the  immu- 
nization levels  among  Medicaid  and 
AFDC  children  will  be  investigated  in 
future  analysis  of  the  survey  data. 
Nonetheless,  we  have  identified 
another  high-risk  group  that  requires 
special  outreach  efforts. 

The  success  of  the  immunization 
efforts  by  the  WIC  program  is  evident 
from  the  high  level  of  immunization 
among  children  who  are  enrolled. 
Almost  all  the  major  WIC  clinics  offer 
immunizations  on-site,  and  this 
increased  availability  and  convenience 
coupled  with  periodic  scheduled  return 
visits  may  be  the  reason  for  their  higher 
up-to-date  immunization  level. 
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In  conclusion,  a statewide  popula- 
tion-based household  survey  of  chil- 
dren from  3 to  24  months  of  age 
revealed  a statewide  up-to-date  immu- 
nization rate  of  55%.  Groups  differed 
markedly  according  to  geography,  use 
of  public  assistance,  and  race  and  eth- 
nicity. Hispanics,  children  on  WIC, 
and  border  communities  had  higher 
levels  of  immunizations.  However, 
results  indicate  that  special  initiatives 
are  needed  to  close  the  gap  for 
African-American  children,  children 
on  AFDC,  and  children  on  Medicaid. 
This  1994  snapshot  of  the  immuniza- 
tion status  of  Texas  children  shows 
how  much  work  remains  to  achieve 
the  national  goal  of  having  90%  of  2- 
year-olds  up-to-date  on  their  immu- 
nizations. Failure  to  address  the  gaps 
identified  in  this  study  will  leave  our 
children  vulnerable  to  outbreaks  of 
vaccine-preventable  diseases. 
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Immunization  prevalence  rates  for  infants  in  a large 
urban  center:  Houston/Harris  County,  1993 
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Immunization  prevalence  rates  in  Hous- 
ton/Harris County  for  children  18  to  24 
months  were  determined  by  a prospective 
immunization  survey  conducted  from 
January  through  May  1993.  Rates  for 
immunization  series  were  very  low  for  2- 
year  old  children  regardless  of  infant  gen- 
der, maternal  age,  maternal  education, 
or  immunization  provider  (public  versus 
private).  African-American  infants  had 
the  lowest  likelihood  of  completing  their 
immunization  series.  Infants  who  had 
received  their  first  immunization  within 
the  scheduled  timeframe  were  most  likely 
to  complete  the  series.  More  than  57%  of 
caregivers  could  not  state  accurately  the 
immunization  status  of  their  children. 
Barriers  to  immunizations  perceived  by 
caregivers  were  identified  as  medical  bar- 
riers, vaccine  cost,  and  transportation. 
New  goals  for  infant  immunization 
delivery  have  been  established  by  the 
national  Comprehensive  Childrens 
Immunization  Initiative.  To  meet  these 
goals,  large  urban  centers  like  Hous- 
ton/Harris County  must  use  resources 
through  both  public  and  private  sectors, 
ie,  networked,  confidential  immuniza- 
tion tracking  systems;  enhanced  and  sus- 
tained educational  efforts;  and  expansion 
of  vaccine  availability. 


The  national  outbreak 
of  measles  from  1988  through 
1990  in  urban  and  rural  cen- 
ters across  the  United  States  focused 
attention  on  gaps  in  immunization 
delivery  systems,  both  public  and  pri- 
vate (1).  From  1991  to  1992,  the 
National  Centers  for  Disease  Control 
and  Prevention  (CDC)  in  concert  with 
state/local  public  health  departments 
conducted  a retrospective  assessment 
of  vaccine  coverage  in  school-aged  chil- 
dren in  the  United  States.  This  assess- 
ment documented  a range  of  11%  to 
58%  lor  up-to-date  vaccine  coverage 
for  the  series  of  4 doses  of  diphtheria, 
tetanus,  pertussis  (DTP),  3 doses  of 
poliomyelitis  (PV),  and  1 dose  o( 
measles,  mumps,  rubella  (MMR)  [4 
DTP:  3 PV:1  MMR]  by  the  second 
birthday  (2).  Inner-city  Houstonians 
had  the  poorest  vaccine  coverage  both 
for  up-to-date  and  age-appropriate  4 
DTP:3  PV : 1 MMR  schedules  at  1 1% 
and  5%,  respectively.  Phis  and  earlier 
studies  of  United  States  urban  centers 
by  the  CDC  described  low  rates  of 
immunization  prevalence,  based  upon 
retrospective  reviews  oi  childhood 
immunization  records  and  docu- 
mented immunization  practices  for 
1985  through  1986  birth  cohorts 
(2,3).  A more  recent  study,  funded  by 
the  Robert  Wood  Johnson  Foundation 


“All  Kids  Count"  project,  included  a 
prospective  evaluation  of  the  immu- 
nization status  ol  preschool  children 
(aged  18  to  24  months)  born  in  Harris 
County  in  1991  and  residing  in  that 
county  when  the  survey  was  imple- 
mented (1993).  Harris  County,  which 
records  58,000  live  births  annually, 
includes  the  city  of  Houston.  This 
report  provides  updated  community- 
specific  immunization  prevalence  rates, 
identifies  barriers  to  immunization 
delivery,  and  describes  community 
efforts  to  improve  childhood  immu- 
nization rates. 

Methods 

The  survey  was  developed  by  the  “Ail 
Kids  Count”  Epidemiology  Working 
Group  and  Abt  Associates  Inc.  Data 
collected  were  the  following:  immu- 
nization prevalence  rates  by  age, 
demographic/socioeconomic  status 
characteristics  of  responding  children, 
prevalence  rates  by  status  of  immu- 
nization provider  (public  versus  pri- 
vate), and  descriptions  of  barriers  to 
immunization  delivery.  The  survey 
was  conducted  on  a stratified  random 
sample  of  22,860  infants  born  in  Har- 
ris County  between  January  and  May 
1991  and  registered  with  the  Texas 
Department  ol  Health’s  Bureau  of 
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Table  1.  Houston/Harris  County  immunization  prevalence  rates. 


Age-appropriate  (%)* 

Up-to-date  (%)* 

4:3:1* 

17 

36 

3:3:1* 

28 

50 

DTP  4s 

31 

44 

DTP  35 

37 

70 

PV  3s 

— 

OO 

Hib  3* 

28 

60 

MMRP 

58 

64 

DTP/DTaP  = diptheria,  tetanus,  pertussis,  including  acellular  pertussis 

PV  = poliomyelitis 

MMR  = measles,  mumps,  rubella 

Hib  = Haemophilus  influenza  type  B 

* Age-appropriate  immunization  schedules  were  determined  using  guidelines  established  by  the 
Division  of  Immunization,  Centers  for  Disease  Control  and  Prevention  (3).  Doses  were  deliv- 
ered by  19  months  of  age  within  a 56-day  window  of  the  Advisory  Committee  on  Immuniza- 
tion Practices’  guidelines;  valid  dosing  was  required. 

* Up-to-date  immunization  schedules  required  valid  dosing  by  2 years  of  age. 

* Schedules  included  4:3:1  (4  doses  ol  DTP/DTaP,  3 doses  of  any  PV,  and  1 dose  of  MMR  vac- 
cines) and  3:3:1  (3  doses  of  DTP/DTaP,  3 doses  of  PV,  and  1 dose  of  MMR  vaccines). 

§ All  listed  immunizations  represent  individual  vaccines  by  number  of  delivered  doses:  DTP4  (4 
doses  of  DTP),  DTP3  (three  or  more  doses  of  DTP),  PV3  (3  or  more  doses  of  PV),  Hib3  (3  or 
more  doses  of  Hib),  and  MMR1  (1  dose  of  MMR). 


Vital  Statistics.  Stratification  was  by 
maternal  education  as  recorded  on  the 
birth  certificate  and  included  three 
categories:  less  than  12  years,  12  years, 
and  more  than  12  years  (4).  Knowl- 
edge about  differences  in  response 
rates  and  mobility  within  strata  was 
used  in  sample  selection.  Final  sample 
sizes  per  respective  strata  were  725, 
380,  and  357  children  (total  1462). 
Twenty-four  children  were  excluded 
because  of  death  or  adoption,  reduc- 
ing the  final  sample  size  to  1438. 

The  survey  was  conducted  in  Eng- 
lish and  Spanish  with  the  self-identified 
primary  caregiver  either  by  telephone, 
mail,  or  field  interview.  Interviewers 
were  trained  in  a standardized  fashion 
for  multiple  data  collection  methods. 
To  test  validity  of  data  collected  by  tele- 
phone and  mail,  a random  sample  (8% 
to  10%)  was  evaluated  both  by  tele- 
phone/mail and  field  interviews. 
Analysis  of  immunization  data  includ- 
ing reported  validation  data  did  not 
impact  immunization  prevalence  rates. 

A total  of  810  surveys  (56% 
response  rate)  were  completed:  1 90 
(23%)  by  telephone,  213  (26%)  by 
mail,  and  407  (50%)  by  field  inter- 
views. Mechanisms  used  to  report 
immunization  delivery  dates  included 
immunization  cards  (70%),  direct 
contact  with  a medical  provider 
(22%),  and  baby  books  and  insurance 
or  other  bills  (10%).  Respondents 
were  self-identified  as  predominantly 
biologic  parents  (89%  mothers,  6% 
fathers)  or  biologic  relatives  (3% 
grandmothers,  2%  other  relatives). 
Nonrespondents  included  628  fami- 
lies: 75%  could  not  be  located  during 
survey  implementation,  24%  were 
located  but  had  moved  out  of  Harris 
County,  and  1%  identified  a language 
barrier  or  refused  to  participate. 


Immunization  rates  were  measured 
by  methods  described  previously  (3). 
Presented  results  are  weighted  to 
reflect  maternal  age,  race/ethnicity, 
and  education  distribution  of  the 
original  sample. 

Results 

Immunization  prevalence  rates 
Houston/Harris  County  immuniza- 
tion prevalence  rates  for  the  vaccina- 
tion series  4DTP:3PV:  1 MMR  for 
2-year-old  children  were  low:  17%  by 
age-appropriate  standards  and  36%  by 
up-to-date  standards  (Table  1).  Indi- 
vidual vaccine  delivery  rates  exceeded 
series  rates  for  age-appropriate  and  for 
up-to-date  schedules.  For  example, 
MMR1  was  delivered  in  an  age-appro- 
priate fashion  to  58%  of  the  sample, 
but  only  17%  of  children  reported 
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inclusion  of  MMR1  in  an  age- appro- 
priate series  (4  DTP:3  PV:1  MMR). 

Almost  80%  of  all  Harris  County 
infants  had  received  a first  DTP,  PV, 
or  Haemophilus  influenza  type  B (Hib) 
by  the  age  of  2 years.  However,  only 
60%  received  these  doses  at  age- 
appropriate  intervals.  Children  who 
received  their  first  DTP  as  age-appro- 
priate, ie,  between  42  and  90  days  of 
age,  had  uniformly  higher  rates  of 
completion  of  vaccine  series  and  indi- 
vidual vaccine  delivery  than  children 
with  delayed  DTP1.  For  example, 
age-appropriate  DTP1  delivery  was 
associated  with  a 32%  4 DTP:3  PV:1 
MMR  series  completion  compared  to 
4%  for  4 DTP:3  PV:1  MMR  series 
delivery  in  children  with  delayed 
receipt  of  DTP1.  The  likelihood  of 
series  completion  or  individual  vac- 
cine delivery  by  timing  of  DTP1 
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Table  2.  Up-to-date  immunization  prevalence  rates  and  vaccine  series/individual  vaccine  comple- 
tion odds  ratios  by  age-appropriate  versus  delayed  DTP!.* 


Up- 

•to-date  Vaccines  (Series/Individual  Vaccine)! 

4:3:1 
% (OR) 

3:3:1 
% (OR) 

DTP3 

% (OR) 

Hib3 
% (OR) 

MMR1 
% (OR) 

Age-appropriate 

DTPD 

32  (10.7) 

40  (6.7) 

56  (30.0) 

47  (10.0) 

48  (5.6) 

Delayed  DTP1* 

4 

9 

12 

10 

16 

DTP  = diphtheria,  tetanus,  pertussis 
Hib  = Haemophiilus  influenzae  type  B 
MMR  = measles,  mumps,  rubella 


*Age-appropriate  DTP1  is  defined  as  delivery  of  the  first  DTP  between  42  and  90  days  of  age. 
Delayed  DTP]  is  defined  as  the  first  DTP  delivered  after  90  days  of  age. 

tlmmunization  prevalence  rates  in  percent  and  completion  odds  ratios  (OR)  are  shown  for  up- 
to-date  vaccination  series  (4:3:1  or  3:3:1)  and  individual  vaccines  (DTP3,  Hib3,  and  MMR1) 
delivered  by  the  second  birthday. 


delivery  was  evaluated  by  calculation 
of  odds  ratios.  Children  who  received 
an  age-appropriate  DTP1  were  11 
times  more  likely  to  receive  a com- 
pleted vaccine  series  (4  DTP:3  PV:1 
MMR)  and  6 to  30  times  more  likely 
to  receive  completed  individual  vac- 
cines (DTP3  odds  ratio,  30;  MMR1 
odds  ratio,  6)  than  children  with 
delayed  DTP1  receipt  (Table  2). 

Among  the  infant  and  maternal 
characteristics  measured,  age-appropri- 
ate DTP  1 delivery  was  associated  most 
strongly  with  completion  of  the  4 
DTP:3  PV:1  MMR  up-to-date  series 
(Table  3).  Maternal  age,  maternal  edu- 
cation, infant  birth  order,  household 
income,  household  receipt  of  federal 
assistance,  immunization  provider  (pri- 
vate, private  and  public,  or  public  sector 
alone),  and  household  language  (data 
not  shown)  did  not  impact  significantly 
the  likelihood  that  vaccine  series  would 
be  completed.  Overall,  race/ethnicity 
had  no  significant  impact  on  the  likeli- 
hood that  vaccine  series  would  be  com- 
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pleted.  However,  of  all  variables  ana- 
lyzed, African-American  race/ethnicity 
had  the  strongest  association  with  non- 
completion of  the  up-to-date  series  4 
DTP:3  PV:1  MMR. 

Caregiver  perceptions  of  immunization 
status  and  barriers  to  immunization 
delivery 

Seventy-eight  percent  of  responding 
parents/caregivers  identified  their  chil- 
dren as  fully  immunized  at  survey 
implementation.  Parents  who  identi- 
fied their  children  as  lacking  immu- 
nizations were  strikingly  accurate 
(98%  concordance  with  individual  4 
DTP:3  PV:1  MMR  up-to-date  rates). 
In  contrast,  only  43%  of  parents  who 
reported  their  child  as  fully  immu- 
nized were  accurate. 

Fifty-four  percent  of  respondents 
identified  barriers  to  immunization 
delivery  (Fig  1).  The  barrier  reported 
most  frequently  was  a clinic/provider 
not  delivering  immunizations  on  the 
basis  of  medical  illness,  ie,  child  deemed 
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medically  ineligible  for  immunization 
delivery.  This  was  followed  in  frequency 
by  transportation  barriers  (“hard  to  get 
to  the  clinic,”  “no  bus  to  the  clinic”), 
cost  of  vaccinations  (“couldn’t  afford  the 
vaccine”),  and  inconvenient  clinic/ 
provider  hours  (“clinic  hours  are  incon- 
venient”). Fear  of  immunizations,  lack 
of  knowledge  of  immunization  clinic 
sites,  and  vaccine  unavailability  were 
reported  infrequently. 

Discussion 

Texas  Children’s  Hospital  and  the 
Houston/Harris  County  Consortium 
for  Childhood  Immunizations  con- 
ducted this  survey  prospectively  in 
infants  born  in  and  residing  in  Harris 
County  from  1991  through  1993. 
The  birth  cohort  survey  was  designed 
to  provide  current  baseline  data  to 
evaluate  the  efficacy  of  an  immuniza- 
tion tracking  system  linked  to  local 
birth  registries.  The  survey  design  did 
not  permit  capture  of  immunization 
information  about  children  migrating 
into  the  community. 

The  national  median  for  age- 
appropriate  vaccine  series  is  reported 
to  be  12%  (2).  These  national  median 
data  are  collected  retrospectively  and 
represent  earlier  birth  cohorts;  direct 
comparisons  to  the  17%  rate  from  the 
prospective  birth  cohort  data  collected 
for  this  study  are  not  valid.  However, 
note  that  both  rates  are  low.  Up-to- 
date  vaccine  series  in  Houston/Harris 
County  infants  were  low  also  com- 
pared to  the  reported  national  median 
(36%  vs  44%,  respectively)  (2).  In 
1994,  the  CDC  recommended  that 
national  guidelines  for  delivery  of 
childhood  immunizations  focus  on 
individual  antigens  instead  of  vaccine 
series.  In  our  survey,  individual  vac- 


cine  immunization  rates  for  the  com- 
munity approached  but  did  not  reach 
national  immunization  goals  outlined 
for  1994  through  1996  (5).  For  exam- 
ple, 70%  of  all  children  had  received  3 
D I Ps  compared  to  the  national  base- 
line of  83%  for  1992  and  83%  to 
90%  goals  for  1994  through  1996. 
Fifty-eight  percent  of  respondents  had 
received  3 PVs  compared  to  national 
baseline  of  72%  for  1992  and  73%  to 
90%  goals  for  1994  through  1996. 

Documentation  of  poor  national 
immunization  coverage  and  of  cover- 
age for  children  born  in  and  residing 
in  this  community  prompted  evalua- 
tion of  immunization  delivery  to 
infants  that  included  descriptions  of 
barriers:  missed  opportunities,  public 
health  policy  barriers,  access  to  care, 
and  lack  of  public  awareness  of  the 
need  for  immunization  services  (6). 

Missed  opportunities  for  adminis- 
tration of  infant  immunizations  has 
been  documented  widely  in  both  pri- 
vate and  public  settings  (7-9).  In  our 
survey,  46%  of  barriers  reported  by 
parents  included  medical  illness  pro- 
hibiting immunization  delivery.  Stan- 
dards for  infant  immunization 
delivery  have  been  developed  for 
providers  in  an  attempt  to  minimize 
missed  opportunities  (10).  Through 
private  and  federal  funding  resources, 
more  than  1500  Harris  County 
providers  (family  physicians  and  pedi- 
atricians) received  the  standards  for 
delivery  of  pediatric  immunizations 
published  recently  by  the  Advisory 
Committee  on  Immunization  Prac- 
tices. Efforts  to  improve  medical  care- 
givers’ awareness  of  a need  for 
heightened  immunization  delivery 
and  to  diminish  missed  opportunities 
(hospital  and  outpatient  settings)  have 
included  increased  local  educational 


Table  3.  Odds  ratios  and  95%  confidence  intervals  for  completion  of  4 DTP:3  PV:1  MMR  up- 
to-date  vaccination  series:  demographic  variables  and  age-appropriate  delivery  of  DTP  1. 


OR* 

95%  CP 

DTP1  delivery 

Age-appropriate  DTP  1 (42-90  days) 

10.7 

5.4,  16.0 

Maternal  age  >30  years 

1.2 

0.8,  1.6 

Maternal  education  >12  years 

1.3 

0.8,  1.8 

Race/ethnicity 

Caucasian! 

1.0 

— 

African-American 

0.3 

0.2,  0.4 

Hispanic 

0.8 

0.6,  1.0 

Birth  order 

First  child 

1.5 

1.0,  2.0 

Immunization  provider 

Public  provider! 

1.1 

0.3,  1.9 

Household  income  >$40,000 

1.2 

0.8,  1.5 

Federal  assistance 

Never  received 

1.4 

0.9,  1.9 

DTP  = diphtheria,  tetanus,  pertussis 

PV  = poliomyelitis 

MMR  = measles,  mumps,  rubella 


*Odds  ratios  (OR)  and  corresponding  confidence  intervals  (Cl)  are  presented  relative  to  absence 
of  each  specific  variable. 

fCaucasian  is  used  as  the  referent  for  race/ethnicity  comparisons. 

^Public  provider  includes  infants  who  received  immunizations  alternating  at  public  and  private 
provider  sites  and  at  public  sites  alone. 


programs  for  physicians  by  commu- 
nity medical  schools,  children’s  hospi- 
tals, and  medical  societies. 

Public  health  policies  and  laws  exist 
that  enhance  infant  immunization 
delivery.  Current  state  law  mandates 
that  children  attending  licensed  day- 
care facilities  receive  all  infant  immu- 
nizations, ie,  attendance  is  prohibited 
in  the  face  of  incomplete  vaccine  sta- 
tus. The  local  impact  of  this  law  may 
not,  however,  be  as  effective  as  existing 
school  mandates  that  ensure  immu- 
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nization  delivery  to  almost  95%  of 
school  attendees  (children  older  than  4 
years)  since  not  all  infants  attend 
licensed  day-care  programs  (2).  Many 
states  (eg,  Mississippi  and  Connecti- 
cut) have  passed  legislation  that  regu- 
lates reporting  of  immunizations  to 
state-based  registries.  Documentation 
of  the  efficacy  of  such  programs  awaits 
their  full  implementation.  Immuniza- 
tion Action  Plans  funded  by  the  CDC 
have  improved  local  immunization 
staffing  and  allowed  for  expansion  of 
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Fig  1.  Barriers  to  immunizations:  Houston/Harris  County  immunization  prevalence  survey. 


public  health  clinic  hours  in  Harris 
County.  However,  expansion  of  service 
delivery  hours  has  not  always  been 
successful  in  increasing  immunizations 
without  equal  expansion  of  the  infra- 
structure for  accessing  care  through 
public/private  clinics. 

Our  data  support  previously 
described  associations  of  African- 
American  race/ethnicity  with  non- 
completion of  vaccine  series  (11). 
Achieving  access  ro  medical  care  for  all 
children  presents  a major  challenge  for 
large  urban  centers.  Grassroot  organi- 
zations and  preventive  health  organiza- 
tions (local  examples  include  the 
Houston  Area  Immunization  Coali- 
tion and  Harris  County  Hospital  Dis- 
trict) are  beginning  to  make  strides  by 
developing  outreach  programs  that 
link  health  care  directly  to  communi- 
ties and  schools.  In  addition,  state- 
funded  programs  that  increase  free 
vaccine  for  eligible  children  (underin- 
sured, American  natives,  and  Medicaid 
recipients)  provide  an  option  for 
increasing  numbers  of  physicians  to 
provide  free  vaccines  in  their  offices 
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instead  of  referring  patients  to  outly- 
ing public  clinics. 

Development  of  state  and  commu- 
nity registries  and  immunization  recall 
systems  have  documented  increased 
pediatric  immunization  service  deliv- 
ery (12).  Furthermore,  receipt  of  age- 
appropriate  DTP1  has  been  associated 
with  the  greatest  likelihood  of  vaccine 
series  completion  (13).  Harris  County 
efforts  to  enhance  delivery  of  the  first 
vaccine  within  the  first  3 months  of 
life  include  development  of  an  immu- 
nization helpline  and  electronic 
immunization  tracking  system.  An 
immunization  helpline  is  used  to  assist 
in  public  awareness  and  is  funded  by 
Texas  Children’s  Hospital.  The 
helpline,  (7 1 3)  770-206 1 , consists  of  a 
voice  message  in  three  languages 
(Spanish,  English,  and  Vietnamese) 
and  provides  the  following  immuniza- 
tion information:  special  events,  zip 
code-specific  clinic  data,  and  birth- 
date-specific  immunization  data.  The 
helpline  number  has  been  distributed 
through  City  of  Houston  water  bills  ro 
more  than  400,000  households.  Cur- 
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rently  the  helpline  receives  an  average 
of  600  calls  per  month.  A countywide 
immunization  tracking  system  linked 
to  birth  certificate  and  genetic  screen- 
ing databases  is  being  developed;  this 
system  will  provide  electronic  linkage 
of  immunization  providers  to  child- 
specific  immunization  records  and  will 
assist  with  immunization  recall  either 
by  telephone  or  mail  reminders. 

In  summary,  our  data  document 
suboptimal  immunization  rates  for 
Houston/Harris  County  children  and 
describe  potential  immunization  barri- 
ers that  will  require  intervention  to 
implement  successfully  a countywide 
immunization  enrichment  campaign. 
Identified  harriers  vary  in  complexity 
and  demand  collaboration  of  commu- 
nity leaders  and  health  organizations 
(public  and  private)  to  realize  the 
promise  of  improved  preventive  health 
care  for  children  in  Harris  County. 
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Prevalence  of  HIV  in  a largely  indigent  obstetric 
population  of  Tarrant  County,  Texas 


To  establish  the  seroprevalence  of  the 
human  immunodeficiency  virus  (HIV)  in 
our  county  hospital  obstetric  patients,  and 
to  assess  the  predictive  value  of  screening 
questionnaires  for  high-risk  behaviors 
attributing  to  HIV  infection,  we  con- 
ducted written  surveys  and  blinded  HIV 
testing  over  a 4-month  period  ending  Feb- 
ruary 1993.  Blinded  HIV  antibody  test- 
ing was  performed  on  1348 patients  upon 
admission  to  labor  and  delivery  The  coded 
blood  samples  were  matched  to  similarly 
coded  surveys  of  patient  demographics  and 
behaviors  implicated  in  HIV  transmis- 
sion. The  overall  HIV  prevalence  in  our 
regional  population  remains  virtually 
unchanged  at  a rate  of  0.22%  (2.2  per 
1000  patients).  Questionnaires  regarding 
health  history  ivere  not  predictive  for  HIV 
infection  in  our  patients.  Universal  screen- 
ing questionnaires  cannot  predict  HIV 
infection.  Similarly,  routine  mandatory 
testing  for  HIV  performed  on  obstetric 
patients  on  the  day  of  delivery  are  not  cost- 
effective  and  do  not  provide  clinically 
meaningfid  information  needed  to  alter 
management  protocols. 


Drs  Berry,  LoCoco,  and  Kinch,  the  Depart- 
ment of  Obstetrics  and  Gynecology,  and  Dr 
Branch,  the  Department  of  Pathology,  John 
Peter  Smith  Hospital,  Fort  Worth,  Tex.  Send 
reprint  requests  to  Dr  Berry,  Department  of 
Obstetrics  and  Gynecology,  John  Peter  Smith 
Hospital,  1500  S Main  St,  Fort  Worth,  TX 
76104. 


David  L.  Berry,  MD 
Salvatore  J.  LoCoco,  MD 

The  human  immuno- 
deficiency  virus  (HIV)  and 
resulting  sequelae  of  oppor- 
tunistic infections  associated  with 
acquired  immune  deficiency  syn- 
drome (AIDS)  provide  a substantial 
threat  to  women.  HIV  in  pregnancy 
has  recently  become  an  issue  of 
increasing  importance  because  of  the 
success  of  antepartum  administration 
of  zidovudine  (AZT)  in  reducing  the 
vertical  transmission  of  the  virus  to 
the  neonate  (1).  The  reproductive-age 
female  accounts  for  79%  of  all  women 
with  AIDS  (2).  Due  to  this  apparent 
high  risk,  women  of  childbearing  age 
have  been  targeted  as  a sentinel  group 
for  epidemiologic  study  to  track  het- 
erosexual transmission  (3). 

Seroprevalence  of  HIV  varies 
greatly  according  to  location  and  pop- 
ulation subgroups.  The  Centers  for 
Disease  Control  and  Prevention 
(CDC)  has  surveyed  childbearing 
women  nationally  using  newborn 
metabolic  screening  blood  samples  to 
detect  the  HIV  antibody,  which 
reflects  maternal  infection  at  the  time 
of  delivery.  As  of  1990,  the  national 
seroprevalence  for  pregnant  women 
was  1.5  per  1000,  and  the  Texas  sero- 
prevalence was  estimated  to  be  0.7  per 
1000  (4).  The  Texas  Childbearing 
Women  HIV  Surveys  revealed  an 
essentially  unchanged  seroprevalence 
of  0.90  per  1000  childbearing  women 
of  Texas  for  1991,  and  1.14  per  1000 
in  1992.  The  1991  seroprevalence 
noted  for  Tarrant  County  in  1991  was 
0.89  per  1000  pregnant  women  and 
0.98  per  1000  in  1992  (3). 

As  a major  provider  of  obstetric  ser- 
vices to  Tarrant  County  and  its  popu- 
lation of  1.1  million  people,  our  staff 
strives  to  identify  and  actively  treat 
HIV-infected  gravidas  through  a mul- 
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tidisciplinary  approach  utilizing  the 
infectious  disease  and  maternal-fetal 
medicine  divisions  of  the  Tarrant 
County  Hospital  District.  However, 
mandatory  serum  testing  had  not  been 
implemented  into  routine  prenatal 
care  prior  to  the  legislative  mandate 
beginning  January  1,  1996.  Despite 
voluntary  testing,  the  actual  seropreva- 
lence of  HIV  in  our  largely  indigent 
population  was  unknown.  The  corre- 
lation of  low  socioeconomic  status 
with  such  high-risk  behaviors  as  pros- 
titution and  drug  abuse  led  us  to  the 
hypothesis  that  our  institutional  sero- 
prevalence was  significantly  higher 
than  that  reported  countywide,  but 
that  most  of  those  patients  who  were 
HIV  positive  were  screened  adequately 
by  outpatient  questionnaires. 

Methods 

During  the  4-month  period  ending 
February  28,  1993,  all  obstetric 

patients  admitted  to  the  labor  and 
delivery  area  through  the  OB  Triage 
unit  underwent  anonymous  question- 
naire evaluation.  The  written  survey 
assessed  patient  demographics  includ- 
ing age,  race,  gravidity,  and  parity. 
Inquiry  was  made  also  as  to  any  past 
history  of  HIV  exposure.  Specifically, 
the  survey  queried  for  a history  of  trans- 
fusions of  blood  or  blood  products, 
intravenous  drug  use,  a sexual  partner 
who  was  a known  user  of  intravenous 
drugs,  and  the  number  of  sexual  part- 
ners in  the  previous  year.  The  question- 
naires were  assigned  an  encrypted 
four-digit  code  based  on  the  seven-digit 
hospital  identification  number,  thus 
generating  10,000  possible  code  num- 
bers. Each  patient  could  be  identified 
only  at  the  study’s  conclusion  as  1 of 
1000  patient  hospital  numbers  having 


such  a code.  By  this  method  of  coding, 
complete  patient  anonymity  was  pre- 
served during  and  after  the  study.  Each 
patient  included  in  the  survey  was 
given  written  information  and  an 
opportunity  to  undergo  voluntary  HIV 
testing  free  of  charge. 

At  the  time  patients  were  admitted 
from  the  OB  Triage  unit  to  labor  and 
delivery,  blood  studies  were  drawn  rou- 
tinely as  part  of  the  admitting  labora- 
tory work.  Regardless  of  admitting 
diagnosis,  all  obstetric  patients  had 
complete  blood  counts  and  rapid 
plasma  reagin  tests  performed  rou- 
tinely. During  the  4-month  study,  one 
additional  tube  of  blood  was  drawn 
from  each  patient  but  was  not  labeled 
with  the  routine  hospital  identification 
number.  Both  the  blood  sample  and 
the  questionnaire  were  labeled  only 
with  the  assigned  four-digit  code.  Each 
tube  of  blood  was  submitted  to  our 
institutional  blood  bank  for  qualitative 
screening  for  antibodies  to  HIV  types  1 
and  2 using  in  vitro  enzyme-linked 
immunosorbant  assay  (ELISA) 
[HIVAB  HIV1/HIV2  (rDNA)  ELA  — 
Abbott  Laboratories,  Abbott  Park,  111], 
Repeatedly  reactive  specimens  were 
sent  to  a regional  reference  laboratory 
for  western  blot  confirmation,  labeled 
only  with  the  four-digit  code.  The  HIV 
results  for  each  sample  were  reported 
only  to  the  lead  author  at  the  comple- 
tion of  the  study.  At  that  time,  the  sur- 
veys were  compared  to  the  serum 
sample  results.  Duplicate  testing  in  the 
above  protocol  was  possible  if  a patient 
was  admitted  more  than  once  prior  to 
delivery  (eg,  successfully  tocolysed 
preterm  labor  or  possible  preeclamp- 
sia). Therefore,  to  assess  true  preva- 
lence, duplicated  blood  specimens  and 
surveys  based  on  the  coding  system 
were  not  included  in  the  final  statistics. 


Table  1.  Prevalence  of  HIV  in  Tarrant  County  by  survey  year. 


Year 

HIV+/Sample  Size 

Prevalence  per  1000 

P 

1988 

6/6187 

0.97 

0.17  (NS) 

1989 

3/5984 

0.50 

0.31  (NS) 

1990 

2/6234 

0.32 

0.13  (NS) 

1991 

6/6764 

0.89 

0.13  (NS) 

1993* 

3/1348 

2.22 

0.15  (NS) 

1988 

6/6187 

0.97 

NS  = not 

statistically  significant 

* Current 

study  shown  in  boldface. 

Comparisons  are  between  consecutive  annual  statistical  prevalences.  The  present  study  is  com- 
pared to  the  most  recent  and  the  most  remote  prevalences  available. 


Also,  on  rare  occasion,  the  encrypted 
code  was  not  complete  or  not  legible. 
These  samples  and  surveys  were  also 
not  used  for  final  analyses.  Statistical 
analysis  was  performed  using  the  two- 
tailed  students’  /-test  and  Fisher’s  exact 
test.  The  study  design  followed  the 
research  design  of  the  United  States 
Department  of  Health,  Centers  for 
Disease  Control  and  Prevention,  and 
was  approved  for  research  on  human 
subjects  by  the  hospital  institutional 
review  board.  The  costs  of  the  serotest- 
ing  were  provided  by  the  Department 
of  Pathology,  and  no  additional 
expense  was  paid  by  the  patients. 

Results 

During  the  4-month  study,  1389 
blood  samples  were  collected  and  ana- 
lyzed for  the  presence  of  HIV  anti- 
body. Duplication  of  a sample 
number  or  mislabeling  occurred  in  41 
serum  samples  (3.0%),  none  of  which 
tested  positive  for  HIV.  Of  the 
remaining  1348  nonduplicated  sam- 


ples, 3 were  confirmed  as  HIV  posi- 
tive (0.22%,  or  2.2  per  1000).  Match- 
ing of  surveys  to  serum  results 
occurred  in  1188  cases  (88%).  All  of 
the  HIV-positive  samples  were  repre- 
sented in  this  group.  The  1 2%  of 
unmatched  questionnaires  resulted 
from  lack  of  completion  or  from  mis- 
labeling of  the  survey  instrument. 

The  overall  sero prevalence  of  HIV 
in  our  obstetric  population  (2.2  per 
1 000)  was  compared  to  the  results  of 
the  Texas  Department  of  Health  sta- 
tistics in  Tarrant  County  gravidas  in 
1988  through  1991  (see  Table  1). 
Although  the  prevalence  was  greater  at 
our  institution  when  compared  with 
Tarrant  County  at  large,  the  difference 
is  not  statistically  significant  (P  = 
0.13).  In  fact,  we  found  no  statistical 
significance  countywide  when  we 
compared  our  data  to  1988  statistics. 

Patient  demographics  are  pre- 
sented in  Table  2.  Racial  distribution 
of  our  sample  population  is  presented 
in  Table  3.  The  prevalence  of  admitted 
high-risk  behaviors  and  potential 
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Table  2.  Demographics  of  the  sample  population  of  obstetric  patients. 


HIV  Negative 

Mean  (Range) 

HIV  Positive 

Mean  (Range) 

P 

Age  (years) 

23.6 

(12-42) 

27.0  (25-30) 

0.15  (NS) 

Gravidity 

2.6 

(1-12) 

1.7  (1-2) 

0.11  (NS) 

Term  births 

1.1 

(0-9) 

0.3  (0-1) 

0.14  (NS) 

Preterm  births 

0.1 

(0-6) 

0.0  (0) 

— (NS) 

Abortions  (spontaneous 
or  elective) 

0.3 

(0-7) 

0.3  (0-1) 

0.97  (NS) 

Living  children 

1.1 

(0-10) 

0.3  (0-1) 

0.13  (NS) 

NS  = not  statistically  significant 

Table  3.  Racial  distribution  of  the 

sample  population 

of  obstetric  patients. 

Race 

HIV  Negative,  % 

(n  = 1185) 

HIV  Positive,  % 

(n  = 3) 

P 

Hispanic 

47.7 

0 

— (NS) 

Caucasian 

25.7 

66.7 

0.16  (NS) 

Black 

23.9 

33.3 

0.56  (NS) 

Oriental 

1.0 

0 

— (NS) 

Other 

1.5 

0 

— (NS) 

NS  = not  statistically  significant 

Table  4.  Admitted  high-risk  behaviors  in  the  sample  population  of  obstetric 

patients. 

Risk  Factor 

HIV  Negative,  % 
(n  = 1185) 

HIV  Positive,  % 

(n  = 3) 

p 

Intravenous  drug  use 

3.2 

0 

— (NS) 

Blood  transfusion 

3.3 

0 

— (NS) 

Partner  with  intravenous 

drug  use 

4.3 

33 

0.13  (NS) 

Two  or  more  sexual  partners/year 

12.0 

0 

— (NS) 

Three  or  more  sexual  partners/year  3.7 

0 

— (NS) 

Desired  HIV  testing 

26.1 

0 

— (NS) 

NS  = not  statistically  significant 


exposures  are  presented  in  Table  4. 
The  demographics  of  the  three  cases 
identified  as  HIV  positive  did  not  dif- 
fer significantly  from  the  background 
population.  No  risk  factors  were  iden- 
tified in  two  of  the  three  patients  who 
were  HIV  positive.  The  single  excep- 
tion was  significant  because  a previous 
sexual  partner  was  a known  user  of 
intravenous  drugs.  All  HIV-positive 
patients  reported  only  one  sexual  part- 
ner within  the  previous  year,  and  all 
were  nulliparous.  None  of  the  HIV- 
infected  patients  admitted  to  a history 
of  blood  product  transfusion  or  previ- 
ous intravenous  drug  use. 

The  potential  costs  for  patients  for 
this  4-month  survey  were  $29,743.50, 
reflecting  an  annual  additional  expense 
of  approximately  $90,000  to  $100,000 
based  on  4500  to  5000  deliveries  per 
year  for  our  institution.  These  expenses 
do  not  account  for  antepartum  HIV 
testing,  which  is  encouraged  at  all  new 
clinic  visits  for  obstetric  outpatients. 

Discussion 

The  prevalence  of  HIV  has  been 
shown  to  depend  largely  on  region 
and  population.  The  largest  identified 
pools  of  HIV  infection  reside  in  the 
homosexual  male  and  intravenous 
drug  users  of  large  urban  areas  (6). 
However,  the  horizontal  sexual  trans- 
mission to  women  of  childbearing  age 
and  the  resulting  risk  of  perinatal 
transmission  to  the  newborn  are  of 
substantial  concern  to  obstetricians. 
The  findings  of  the  Pediatric  AJDS 
Clinical  Trials  Group  076  study  on 
prevention  of  vertical  transmission  to 
the  neonate  have  recently  created 
increasing  legislative  interest  in 
mandatory  HIV  testing  of  all  preg- 
nant women.  As  of  January  1,  1996, 
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all  pregnant  women  in  Texas  must  be 
tested  for  HIV  on  two  occasions, 
unless  patients  specifically  refuse  (7). 
Although  such  antenatal  testing  may 
prove  to  change  therapy  and  reduce 
transmission  to  the  newborn  infant, 
we  know  of  no  maternal  or  neonatal 
benefit  to  repeat  testing  at  the  time  of 
delivery,  other  than  for  epidemiologic 
reasons.  As  our  findings  indicated,  a 
substantial  amount  of  money  would 
be  spent  for  no  ultimate  change  in 
therapy  in  an  inherently  unchanging 
low-risk  population. 

Note  the  remarkable  stability  of 
HIV  prevalence,  both  in  Tarrant 
County  and  throughout  the  state 
from  1988  until  the  time  of  this  sur- 
vey. In  1988,  the  entire  state  of  Texas 
reported  only  81  of  86,180  childbear- 
ing women  as  positive  for  the  HIV 
antibody,  or  0.94  per  1000.  The  1 991 
state  figure  for  the  same  group  is  87 
out  of  96,894,  or  0.90  per  1000 
patients  surveyed  (5).  Similar  epi- 
demiologic studies  including  serotest- 
ing  women  at  reproductive  health 
clinics  have  reinforced  the  regional 
statistics.  Between  1988  and  1990,  a 
Dallas  reproductive  health  clinic 
reported  1 per  1000  patients  surveyed 
as  HIV  positive  (8).  Nationally,  over 
the  same  period,  estimates  of  HIV 
positivity  in  childbearing  women 
ranged  from  0.1  per  1000  in  New 
Mexico,  Colorado,  and  Utah  to  6.7 
per  1000  in  New  York  (4).  Therefore, 
the  results  found  in  our  county, 
region,  and  state  cannot  be  extrapo- 
lated to  a national  trend  without  con- 
tinued regional  surveillance. 

Since  the  initiation  of  HIV  surveil- 
lance in  1982,  the  total  number  of 
cases  of  AIDS  in  Tarrant  County  was 
1139  at  the  time  we  completed  our 
study.  Only  89  of  these  cases  (7.8%) 


represented  the  diagnosis  of  AIDS  in 
females  (6).  These  figures  all  support 
the  relatively  low-risk  status  of  females 
in  our  region.  Despite  the  perceived 
expanding  epidemic  of  HIV  in 
women  of  childbearing  age,  no 
regional  statistics  since  1988  can  sup- 
port this  notion. 

Our  survey  of  the  obstetric  popula- 
tion indicates  that  neither  demo- 
graphics, previous  exposures,  nor 
other  high-risk  behaviors  commonly 
screened  for  by  questionnaires  are  use- 
ful in  predicting  HIV  status.  Two  of 
the  three  of  our  patients  positive  for 
HIV  had  no  identifiable  risk  factor. 
Although  one  did  admit  to  previous 
exposure  to  a sexual  partner  with  a 
history  of  IV  drug  use,  this  finding 
was  not  statistically  significant  when 
compared  to  the  4.3%  of  the  1185 
HIV-negative  patients.  Therefore, 
screening  questionnaires  alone  are  also 
inadequate  in  assessing  HIV  infection 
in  our  population. 

In  conclusion,  questionnaire  screen- 
ing of  an  obstetric  population  is  inade- 
quate in  predicting  infection  with  HIV. 
Although  blinded  serum  screening  at 
the  time  of  delivery  has  proved  useful 
as  an  epidemiologic  tool,  appropriate 
alterations  in  patient  management  can- 
not improve  the  outcome  for  either  the 
mother  or  the  newborn  if  the  diagnosis 
is  made  concomitantly  with  the  onset 
of  labor.  Therefore,  despite  legislation 
to  the  contrary,  we  can  only  recom- 
mend that  all  pregnant  women  seek 
prenatal  care  as  early  as  possible  and 
urge  them  to  he  tested  for  HIV  on 
their  first  prenatal  visit. 
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MUSCULOSKELETAL  INJURY 


Slipped  capital  femoral  epiphysis 


The  Musculoskeletal  Injury  Series,  an 
occasional  feature  in  Texas  Medicine,  is 
presented  by  the  Department  of 
Orthopaedics  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 
Peter  L.J.  McGanity,  MD,  serves  as 
guest  editor  of  the  series. 


Robert  S.  Wolf,  MD 
Robert  M.  Campbell,  Jr,  MD 

During  adolescence,  the  combina- 
tion of  a weakened  proximal  physis 
and  shear  force  from  increased  body 
weight  may  produce  anterosuperior 
translation  ol  the  femoral  neck  on  the 
capital  epiphysis,  known  as  slipped 
capital  femoral  epiphysis  (1).  This  dis- 
order occurs  most  commonly  in  obese 
black  adolescent  males  and  is  bilateral 
in  25%  of  patients  (1—4).  The  clinical 
picture  is  dictated  by  the  chronology 
ol  the  slip  (acute,  chronic,  acute-on- 
chronic,  or  pre-slip),  and  manage- 
ment is  based  on  the  slip  type  and 
radiographic  severity  (mild,  moderate, 
or  severe)  (1—4).  Operative  treatment 


is  generally  necessary,  and  precautions 
must  be  taken  to  prevent  further  slip- 
page prior  to  stabilization. 

Case  presentation 

A 1 4-year-old  obese  Hispanic  male 
presented  with  a complaint  of  right 
knee  pain  noted  after  falling  while 
playing  basketball  1 week  earlier.  He 
denied  any  swelling,  locking,  clicking, 
or  giving-way  of  the  knee.  However, 
on  further  questioning,  he  admitted 
to  having  had  vague  discomfort  in  the 
anteromedial  aspect  ol  his  right  knee 
for  6 months.  The  pain  was  exacer- 


Send  reprint  requests  to  Anne  Little,  Depart- 
ment of  Orthopaedics,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284-7774 

Fig  1.  A 14-year-old  Hispanic  male  with  his- 
tory of  SCFE  of  the  left  hip,  treated  opera- 
tively 2 years  earlier,  presented  with  right  knee 
pain.  On  physical  examination,  he  exhibited 
Percy’s  sign  when  seated,  with  external  rotation 
of  both  hips  (curved  arrows),  right  greater  than 
left,  and  legs  and  ankles  rolled  towards  each 
other  (straight  arrows). 
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bated  by  activity  and  had  no  known 
initiating  event.  The  patient’s  history 
was  significant  for  an  acute  slipped 
capital  femoral  epiphysis  (SCFE)  of 
the  left  hip  that  had  been  pinned  per- 
cutaneously  2 years  earlier.  On  exami- 
nation, the  right  knee  exhibited  no 
erythema,  edema,  effusion,  tender- 
ness, or  ligamentous  laxity  and  had 
full  range  of  motion  with  normal 
motor  function.  Bilateral  slipped  cap- 
ital femoral  epiphysis  was  suggested 
by  Percy’s  sign,  an  external  rotation 
contracture  of  the  hip  seen  when  the 
patient  is  seated  (Fig  1).  In  addition, 
the  patient  complained  of  pain  with 
[attempted  flexion  or  internal  rotation 
of  the  hip.  Radiographic  evaluation  of 
the  right  knee  was  normal,  but  an 
anteroposterior  (AP)  radiograph  of 
the  pelvis  and  a lateral  radiograph  of 
the  right  hip  showed  a mild  SCFE 
with  apparent  remodeling  of  the 
femoral  neck  (Fig  2,  A-D). 

Management 

An  acute-on-chronic  SCFE  of  the 
right  hip  was  diagnosed,  and  the 
patient  was  admitted  to  the  hospital 
and  placed  on  strict  bed  rest.  The  fol- 
lowing day,  a single  cannulated  screw 
was  placed  percutaneously  across  his 
right  femoral  neck  into  the  epiphysis 
for  stabilization  without  any 
attempted  reduction  (Fig  2 E).  The 
patient  was  started  on  range-of- 
motion  exercises  on  the  day  after 
surgery  and  was  discharged  to  go 
home  on  three-point  toe-touch 
[weight  bearing  with  crutches.  Six 
i weeks  later,  partial  epiphyseal  plate 
i closure  was  evident,  and  the  patient 
Iwas  allowed  to  ambulate  without 
crutches.  Four  months  after  pin  place- 
ment, radiography  showed  complete 
epiphyseal  plate  closure,  and  the 


Fig  2.  Radiographic  chronology  of  bilateral 
SCFE  in  1 4-year-old  subject.  A,  On  antero- 
posterior radiograph  taken  in  1992,  right  hip 
appeared  normal,  but  left  hip  showed  subtle 
signs  of  SCFE  with  decreased  percentage  of 
femoral  head  above  line  drawn  along  the  supe- 
rior border  of  the  femoral  neck  (Klein’s  line, 
large  arrow)  and  widening  of  the  physis  (small 
arrow). 


Fig  2 B,  Lateral  radiograph  confirmed  grade  I 
SCFE  (arrow)  with  the  femoral  head  posterior 
to  a line  drawn  up  to  the  center  of  the  femoral 
neck;  the  SCFE  was  later  stabilized  surgically. 
Contralateral  hip  was  normal  on  lateral  radi- 
ograph, and  the  patient  was  asymptomatic. 


Fig  2 C,  Two  years  later,  patient  presented  with 
onset  of  aching  of  right  medial  thigh  and  knee. 
Anteroposterior  radiograph  shows  diminished 
percentage  ol  femoral  head  above  Klein’s  line. 
Crescent  sign  is  seen  with  posterior  edge  of 
epiphysis  overlying  the  metaphysis  (small 
arrow),  and  the  medial  epiphyseal  plate  is  infe- 
rior to  the  acetabulum  (large  arrow). 
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Fig  2 D,  Lateral  radiograph  shows  grade  II 
SCFE  (arrow).  Posterior  femoral  neck  has 
remodeled  partially  under  the  slipped  epiph- 
ysis. Once  again,  the  femoral  head  is  posterior 
to  a line  drawn  up  to  the  center  of  the  femoral 
neck. 


Fig  2 E,  A single  cannulated  screw  with  a 
washer  was  placed  into  center  of  epiphysis. 


patient  was  released  to  full  activities. 
At  1 year  postoperatively,  the  patient 
had  no  evidence  of  slip  progression, 
chondrolysis,  or  avascular  necrosis.  He 
was  asymptomatic  except  for  a resid- 
ual limitation  of  internal  rotation  of 
the  right  hip. 

Discussion 

Slipped  capital  femoral  epiphysis  is  a 
disorder  of  uncertain  etiology  in 
which  the  femoral  neck  displaces 
anterosuperiorly  through  the  zone  of 
hypertrophy  of  the  femoral  physis 
with  posteromedial  displacement  of 
the  capital  epiphysis  (4).  The  femoral 
head  is  generally  maintained  within 
the  acetabulum,  and  its  resultant  pos- 
terior position  may  lead  to  the  appear- 
ance of  a varus  deformity  on  the  AP 
radiograph  with  displacement  best 
seen  on  the  lateral  film  (1,2). 

This  disorder  occurs  most  com- 
monly in  black  male  adolescents, 
although  it  may  be  seen  in  any  race  and 
either  sex,  and  is  bilateral  in  25%  of 
patients  (1-4).  The  incidence  is 
approximately  2 cases  per  100,000  peo- 
ple, and  the  peak  period  of  onset  is  dur- 
ing maximal  skeletal  growth,  with  cases 
being  seen  rarely  in  females  following 
menarche  (1).  Although  the  exact  etiol- 
ogy is  unknown,  SCFE  has  been  associ- 
ated with  trauma,  with  endocrine 
disorders  including  hypothyroidism, 
hypogonadism,  hyperparathyroidism, 
and  elevated  levels  of  growth  hormone, 
and  with  renal  failure,  nutritional  defi- 
ciencies, radiation  therapy,  and  obesity. 
The  disorder  appears  also  to  have  a 
genetic  component,  being  autosomal 
dominant  with  variable  penetrance  (5). 

The  disease  is  classified  by  clinical 
criteria  as  being  acute,  chronic,  acute- 
on-chronic,  or  pre-slip.  A slip  classi- 
fied as  acute  has  been  symptomatic  for 


Fig  3.  Radiograph  shows  chondrolysis  of  left  hip  (arrow),  present  prior  to  treatment,  complicat- 
ing bilateral  SCFE  in  1 4-year-old  black  male. 
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3 weeks  or  less  with  radiographic  con- 
firmation. A chronic  slip  has  been 
symptomatic  for  a duration  longer 
than  3 weeks  and  up  to  several  years; 
it  exhibits  remodeling  of  the  femoral 
neck  on  roentgenograms.  An  acute- 
on-chronic  slip  has  had  a clinical  pro- 
drome of  hip  or  knee  pain  for  more 
than  3 weeks  with  a recent  traumatic 
exacerbation  and  radiographic  confir- 
mation of  a slip.  A pre-slip  SCFE  has 
a history  of  weakness  or  pain  in  the 
hip  or  knee  with  widening  of  the 
physis  visible  on  a roentgenogram  but 
no  actual  displacement  (1-4).  The 
SCFE  is  further  classified  radiograph- 
ically by  the  percentage  of  displace- 
ment of  the  femoral  head  on  the  neck 
of  the  femur  as  follows:  mild  or  grade 
I,  0%  to  33%;  moderate  or  grade  II, 
33%  to  50%;  severe  or  grade  III, 
greater  than  50%  (2—4).  A new  system 
proposed  by  Loder  et  al  divides  SCFE 
into  stable  and  unstable  classes  based 
on  the  patient’s  ability  or  lack  thereof 
to  ambulate  on  the  affected  hip.  This 
system  may  be  more  valuable  in  pre- 
dicting the  likely  clinical  course  of  a 
SCFE  than  previous  schemes  (6). 

The  clinical  presentation  of  SCFE  is 
usually  a variable  period  of  vague  pain 
in  the  groin,  anteromedial  thigh,  or 
knee,  which  is  exacerbated  by  activity 
and  may  or  may  not  be  related  to 
trauma.  This  pain  is  referred  to  the 
thigh  and  knee  via  cutaneous  branches 
of  the  obturator  and  femoral  nerves, 
two  of  the  articular  nerves  of  the  hip 
j (7).  The  patient  will  usually  have  lim- 
, ited  internal  rotation  and  flexion  of  the 
hip,  and  in  severe  cases  will  present 
with  a shortened  and  externally  rotated 
! affected  extremity.  When  seated,  the 
patient  cannot  let  the  affected  leg  hang 
vertically  because  of  the  external  rota- 
tion contracture  of  the  hip,  so  he  rolls 


the  leg  and  ankle  medially  toward  the 
contralateral  side  (Percy’s  sign)  (8). 
Although  palpation  of  the  anterior  hip 
may  produce  tenderness,  it  must  be 
emphasized  that  thigh  or  knee  pain 
may  be  the  only  presenting  symptom. 
Unless  a high  index  of  suspicion  is 
maintained,  this  disorder  will 
undoubtedly  be  overlooked  (7,9). 

When  SCFE  is  suspected,  an  AP 
pelvis  and  true  lateral  radiograph  of 
the  affected  hip  should  be  obtained  to 
confirm  the  diagnosis.  The  frog-leg 
(or  Lauenstein)  view  should  be 
avoided  because  placing  the  patient  in 
this  position  may  lead  to  further  dis- 
placement (2).  The  AP  view  may 
show  inferior  displacement  of  the  epi- 
physis in  that  a line  drawn  along  the 
superior  portion  of  the  femoral  neck 
(Klein’s  line)  does  not  pass  through 
the  femoral  head,  as  in  a normal  hip 
(Fig  2 C)  (2,10).  Widening  and  irreg- 
ularity of  the  physis  and  the  metaphy- 
seal blanch  sign,  a crescent-shaped 
area  of  increased  density  in  the  proxi- 
mal metaphysis,  may  also  be  present. 
The  slip  may  be  seen  only  on  the  lat- 
eral radiograph,  where  the  epiphysis  is 
rotated  posteriorly,  so  that  it  is  imper- 
ative to  obtain  this  view  in  addition  to 
the  AP  view  of  the  pelvis  (1,2). 

Treatment  of  SCFE  should  include 
strict  bed  rest  until  the  condition  is 
addressed  definitively  by  an  orthopedic 
surgeon.  The  patient  should  not  be 
instructed  to  walk  for  inspection  of  gait 
or  undergo  vigorous  or  repeated  range 
of  motion  testing  of  the  affected  hip 
because  some  authors  feel  that  these 
practices  may  increase  the  risk  of  sub- 
sequent chondrolysis  and  avascular 
necrosis  (1,2).  After  the  appropriate 
roentgenograms  have  been  taken  (AP 
pelvis  and  true  lateral  views  of  both 
hips),  the  patient  should  be  placed  on 


bed  rest,  given  analgesics,  and  placed  in 
skin  traction  on  the  affected  side  (1). 

Although  some  physicians  choose 
closed  treatment  with  traction  and  hip 
spica  immobilization  (11),  operative 
management  is  generally  preferred; 
placement  of  one  or  more  cannulated 
screws  across  the  femoral  neck  into 
the  head  is  the  favored  means  of  stabi- 
lization (1,2,3,5,12).  Other  options 
include  bone-peg  epiphysiodesis, 
osteotomy,  and  placement  of  multiple 
screws  or  pins;  however,  each  of  these 
procedures  has  disadvantages  that 
have  made  single  screw  stabilization 
the  most  common  method  used  (1-3, 
5).  The  SCFE  should  be  pinned  in 
situ,  without  attempted  reduction  or 
realignment,  as  this  has  been  shown  in 
most  circumstances  to  give  the  best 
long-term  results  in  regard  to  overall 
function,  delay  in  development  of 
degenerative  arthritis,  and  prevention 
of  avascular  necrosis  (1,5). 

The  most  significant  complications 
associated  with  SCFE  are  chondrolysis 
and  avascular  necrosis  of  the  femoral 
head.  Chondrolysis,  a rapid,  progressive 
narrowing  of  the  joint  space  secondary 
to  articular  cartilage  degeneration,  has 
an  incidence  of  approximately  8%  in 
SCFE  (Fig  3)  (1-3).  Chondrolysis  has 
been  associated  most  closely  with 
chronic,  severe  slips,  prolonged  cast 
immobilization,  valgus  osteotomy,  and 
chronic  penetration  of  fixation  pins  into 
the  joint  space  (1).  The  natural  history 
may  follow  either  a benign  course,  with 
restitution  of  joint  space  and  return  of 
full  range  of  motion  over  1 to  2 years,  or 
a recalcitrant  course,  with  progressive 
loss  of  joint  space  and  degenerative 
arthrosis  (1).  In  the  recalcitrant  scenario, 
treatment  consists  of  traction,  physical 
therapy,  intraoperative  manipulation, 
and  possibly  soft  tissue  release.  Despite 
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these  treatments,  the  condition  may 
progress  and  require  eventual  arthrodesis 
or  total  hip  arthroplasty  to  provide  for 
function  and  pain  relief  (1-3).  Avascular 
necrosis  is  more  common  in  cases 
treated  with  certain  osteotomies  or  with 
attempted  reduction  and  manipulation, 
and  is  rarely  seen  in  untreated  cases. 
Avascular  necrosis  can  result  in  severe 
destruction  or  deformation  of  the 
femoral  head,  necessitating  arthrodesis 
or  total  hip  arthroplasty,  as  in  recalci- 
trant chondrolysis  (1-3). 

The  risks  of  each  of  these  complica- 
tions can  be  greatly  reduced  by  early 
recognition  and  appropriate  treatment 
of  SCFE.  A recent  chart  review  of  1 16 
children  with  SCFE  showed  that  29% 
were  misdiagnosed  originally,  with 
26%  of  those  misdiagnosed  presenting 
with  knee  pain  and  44%  with  thigh 
pain  among  their  symptoms  (7).  If  a 
high  index  of  suspicion  is  maintained 
when  examining  a child  with  these 
symptoms,  the  pitfalls  of  misdiagnosis 
can  be  averted,  and  definitive  manage- 
ment can  be  instituted.  By  avoiding 
manipulation  and  by  using  stabiliza- 
tion techniques  such  as  single  screw  in 
situ  fixation,  long-term  outcomes  in 
these  patients  may  be  optimized. 
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sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  6410  Fannin  ArenaTower  II  #755 

Houston  77076  Houston  77030  Houston  77074 

Tel.  (713)  MIGRAINE  or  (713)  694-8188,  FAX  (713)  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 
7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6,  Dallas,  Texas  75230; 

(214)  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 
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Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
(214)  879-6299 


Orthopedic  Spinal  Surgery 

JOHN  A.SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  FAX  (817)  468-7676 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave„  Dallas,  Texas  75204-2383;  (214)  220-2468;  FAX  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316,  (800)  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 
Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas,  Texas  75230;  (214)  661-7010 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierncr,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal,  MD 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061 , (214)  254-8000 


Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  (214)  492-1334 

Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX  75150,  (214)  682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 


1010  N.  Beltline  Road,  Suite  101 , Mesquite,  TX  75149,  (214)  288-4429 


Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021 , (817)  267-4492 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco.  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  (214)  265-7175 
Charles  Cook,  MD 

James  Guess,  MD 
Bruce  Douthit,  MD 


4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 


Kevin  Gill,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months'  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 


Emergency  Medicine 


EMERGENCY  MEDICINE 


Practices  made  perfect  in  the  Texas  Panhandle! 


LUBBOCK:  Seeking  BP/BC  emergency  medicine  or  primary  care  physician  for 
400-bed  teaching  facility.  Level  1 trauma  center.  40,000  annual  ED 
volume,  12  hour  shifts  (double/triple  coverage).  $210,000  plus  incentives. 

B0RGER:  45  miles  northeast  of  Amarillo.  99-bed  facility  with  8000  annual  ED 
volume.  12-48  hour  maximum  shift.  $128,000  medical  directorship. 
$116,000  clinical  position. 

VERNON:  40  miles  northwest  of  Witchita  Falls.  98-bed  facility  with  7000  annual 
ED  volume.  12-60  hour  maximum  shift.  $123,000  annual  remuneration. 

PAMPA:  50  miles  northwest  of  Amarillo.  1 15-bed  facility  with  9,600  annual 
ED  volume.  12-48  hour  maximum  shift.  $128,000  annual  remuneration. 


DUMAS:  40  miles  north  of  Amarillo.  1 12-bed  facility,  6,500  annual  ED  volume. 
12-60  hour  maximum  shift.  Supplemental  position. 


Opportunities  offer  flexible  scheduling,  no  on-call, 
malpractice  insurance  procurement  program 


COASTAL 

PHYSICIAN  SERVICES 

OF  THE  WESTTNC. 


For  more  information,  please  contact 

Doreen  Waxon  at  1-800-745-5402 

or  send  CV  to  Coastal  Physician 
Services  of  the  West,  Inc . . 

3010  LBJ  Freeway,  Suite  1300 
Dallas,  TX  75234 
or  fax  to  214-241-4917 


HOUSTON.TX  AREA  - 1 mmediate  opening  for  Medical 
Director.  EM  opportunity  for  BC  or  BE/EM  or  IM.  191- 
bed  facility  near  Gulf  Coast.  14,000  annual  ED  visits  in 
modern  hospital.  Good  back-up,  state-of-the-art  equip- 
ment. ED  is  only  one  year  old.  Remuneration  at  $205,440 
including  stipend.  Employee  benefits  and  40 IK  program 
offered.  Professional  liability  procurement  available.  For 
confidential  consideration,  please  contact  Pat  Weidman  at 
(800)  745-5402  or  fax  CV  to  (214)  484-3739. 

TYLER,  TX  AREA  - Enjoy  living  in  safe,  value-oriented 
community.  Wonderful  place  to  raise  a family.  Approximately 
90  minutes  from  Dallas  yet  close  to  shopping,  university  and 
outdoor  sports.  ED  annual  volume  14,000.  Superb  nursing 
and  physician  staff.  Physician  fees  are  competitive,  exceeding 
150K  with  productivity  incentive.  No  state  income  tax.  All 
interested  physicians,  please  fax  CV  to  (214)  241-6318  or  call 
Sally  Smith  Williams  at  (800)  745-5402. 

BROWNSVILLE,  TX  - Emergency  department  director 
needed.  BP/BC  EM  or  PC.  Volume  22,500-24,000  annu- 
ally. Located  less  than  one  hour  from  South  Padre  Island. 
Ability  to  communicate  in  Spanish  a plus.  Incentive  and 
stipend  (at  168  hours/month)  $205,000.  Contact  Sue 
Simin  at  (800)  745-5402.  Visit  our  web  site  at 
http://www.medconnect.com. 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry's  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


DALLAS/FT.  WORTH, TX  AREA  - Suburban  hospital  35 
minutes  from  Metroplex.  Expanding  ED  with  annual  vol- 
ume of  1 5,000.  Excellent  nurses  and  back-up  staff.  Close  to 
shopping,  city  amenities  and  family  recreation  areas.  Remu- 
neration based  on  productivity  and  quality  of  care  with 
guarantee  in  180K  range.  No  state  income  tax.  All  inter- 
ested physicians,  please  fax  CV  to  (214)  241-6318  or  call 
Sally  Smith  Williams  at  (800)  745-5402. 


EMERGENCY  MEDICINE 


BC/BE:  EM,  FP,  &/or  IM/PED  Physicians 
to  staff  Central  Texas  Rural  Hospital 
Emergency  Department  full  and  part  time, 
6000  visits  per  annum.  Generous  com- 
pensation package.  For  information,  con- 
tact: Paul  K.  Nolan,  MD,  Emergency 
Department  Medical  Director,  Fayette 
Memorial  Hospital,  543  N.  Jackson,  La 
Grange,  TX  78945.  Call  (409)  968-3166 
or  fax  C.V.  to  (409)  968-8259. 


TEXAS:  WE  ARE  A MULTI-HOSPI- 
TAL GROUP  committed  to  providing 
extraordinary  medical  care  and  leadership  in 
the  field  of  emergency  medicine.  Several 
opportunities  available  in  the  Dallas/Fort 
Worth  area  as  well  as  North  and  East  Texas. 
Annual  ED  volumes  range  from  I 1,000  to 
30,000.  Compensation:  $150  - $200K/year 
plus  productivity  incentive  and  paid  malprac- 
tice insurance.  Medical  Directorship  training 
and  ownership  options  available.  CONTACT: 
Carl  Hunt,  Metroplex  Emergency  Physician 
Associates,  PA,  14651  Dallas  Parkway  Ste.  # 
700,  Dallas,  Texas  75240;  800/346-6687  or 
2 1 4/774-8238;  or  FAX  CV  to:  2 1 4/789-0339. 


RIO  GRANDE  VALLEY,  TX  - Emergency  medicine  physi- 
cians needed  for  18,000  annual  visit  emergency  department 
located  in  the  Rio  Grande  Valley  of  Texas.  Ability  to  communi- 
cate in  Spanish  a plus.  Excellent  opportunity.  Guarantee  plus 
incentive  $201,000.  Contact  Sue  Simin  at  (800)  745-5402. 
Visit  our  web  site  at  http://www.medconnect.com. 

Family/General  Practice 

FP’S  BEST  OPPORTUNITY!  BEST  demand  regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $140K+,  loan 
repayment.  Call  Mary  Latter  at  (800)  520-2028!  Job 
#0143FAF 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 

AUSTIN, TEXAS  - BC/BE  FAMILY  PHYSICIANS 

needed  for  rapidly  expanding,  primary  care  network.  Physi- 
cian-directed and  managed.  Call  1:4  or  better.  Salary, 
bonus,  benefits.  Call  or  send  CV  with  cover  to:  Jane  Vogt, 
(800)  546-0954,  I.D.  #4020,  222  S.  Central,  Ste  700,  St. 
Louis,  MO  63105.  Fax:  (314)  726-3009. 
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Family/General  Practice 


MEFORAMOVE? 

BE/BC  FP,  IM,  OB/GYN,  PEDS 


YOU  ONLY  NEED  TO  MAKE  1 CALL 

We  Do  All  Of  The  Work 


2750  HOSPITALS  & 4500  GROUPS 

Actively  searching  for  physicians 
Every  community  in  Texas  and  the  country  . . 


Amarillo 

Cincinnati 

Tampa 

Dallas 

Boston 

Dayton 

Houston 

Kansas  City 

Springfield 

San  Antonio 

St.  Louis 

Cleveland 

El  Paso 

Indianapolis 

Detroit 

Beaumont 

Norwich 

Milwaukee 

Austin 

Columbus 

Rockford 

Ft.  Worth 

Richmond 

Chicago 

Tyler 

Ft.  Wayne 

Greenwood 

Wichita  Falls 

Rochester 

Phoenix 

Corpus  Christi  Syracuse 

Minneapolis 

Bay  City 

Birmingham 

Atlanta 

Texarkana 

Tallahassee 

Lincoln 

Traditional,  no  call,  no  inpatient,  loan 
forgiveness,  signing  bonuses  and  more 

NEW  OPENINGS  DAILY 
CALL  MARY  LATTER! 
The  Curare  Group,  Inc. 
(800)520-2028 

rBf§T  Fax  (504)  867-8308 
X^Slr  M-F  9-8pm  Sat  1-5  EST 

M193MAF 


Considering  a practice  change? 


NOW  YOU  HAVE  A CHOICE!  MPS  is  a UNIQUE  nation- 
wide Physician  Recruiting  Firm.  We  work  ONE-ON-ONE 
with  the  Physician  to  identify  both  the  practice  setting 
and  location  that  YOU  desire.  Compare  the  following: 

1)  Upfront  evaluation  of  your  objectives  AND  we  so 
advise  if  we  feel  that  we  cannot  deliver  your  choices; 

2)  Biweekly  updates; 

3)  Confidential  treatment-no  mass  mailing  of  your  CV; 

4)  Never  a charge  to  you. 

LET  US  DEMONSTRATE  [be  difference  we  make  in  your 
search.  If  we  don't  already  have  what  you  need,  WE 
WILL  FIND  IT  FOR  YOU 
MAIL  OR  FAX  YOUR  CV: 

MEDICAL  PROFESSIONAL  SERVICES, 
16800  Imperial  Valley  Dr,  Ste  325,  Houston,  TX  77060. 
Fax:  713/847-1587,  Phone:  800/578-5061 


AMBULATORY  FAMILY  PRACTICE 


The  City  of  Fort  Worth  Health  Department  is  seeking  a BE/BC  family 
practice  or  public  health/preventive  medicine  physician.  Will  work  in 
areas  of  pediatrics,  family  planning,  STD  control  and  HIV  services. 

Consider  a full-time  public  health  career  with  no  office  overhead,  no 
night  call,  flexible  hours,  research  opportunities  and  excellent  benefits. 

Send  CV  to:  Alecia  A.  Hathaway,  MD,  MPH 
Fort  Worth/Tarrant  County  Health  Departments 
1800  University  Drive,  Suite  204 
Fort  Worth,  TX  76107 
(817)  871-7208 
Jax  (817)  871-8589 


H Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

A variety  of  exciting  opportunities  for  family 
practitioners  to  staff  new  Family  Health 
Centers  as  well  as  join  established  practition- 
ers. Base  salary  plus  incentive  bonus  and  a 
comprehensive  benefit  package  offered. 
Facilities  and  medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for-ser- 
vice,  and  participation  in  managed  care  plans. 

PEDIATRICS 

Two  established  “solo”  pediatricians  seek  a 
full-time  or  part-time  associate  to  join  them 
in  their  busy  practices  where  new  patients 
are  being  turned  away  daily!  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter.  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas,  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)947-4501. 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth 
and  Houston.  Low  stress,  office  based  practice.  No  nights, 
no  emergencies,  and  no  hospital  work.  Paid  malpractice. 
M-F.  Lucrative  salary  and  benefits.  Call  Lisa  Cole  at 
(800)  254-6425,  or  fax  CV  to  (214)  258-0838. 


MEDICAL  DIRECTOR 


The  City  of  Austin,  Health  and  Human 
Services  Department,  Primary  Care 
Division,  has  a full-time  position  available 
for  Medical  Director  of  its  Northeast 
Health  District.  This  physician  will  be 
responsible  for  directing  and  delivering 
healthcare  to  the  under-served  population 
of  Austin  and  Travis  County. 

Prefer  previous  administrative/leadership 
experience,  and  2 years  clinical  experi- 
ence. Must  have  completed  a three  year 
residency  program  in  either  FP  or  IM  and 
be  either  Board  Certified  or  Eligible. 
Excellent  salary  and  benefits,  including 
12  vacation  days/year,  11  holidays/year, 
medical  liability,  membership  in 
TMA/Travis  County  Medical  Society  and 
CME  time  and  allowance. 

Contact:  Philip  Brown 
Health  and  Human  Services  Department 
2100  E.  St.  Elmo  Austin,  TX  78744 
(512)  707-3288  (800)  299-0265 
(512)  707-5403  FAX 
EOE/M/F/D 


Spanish-speaking  PR’s  needed  throughout  Texas,  Okla- 
homa, Florida,  Arizona,  Ohio,  and  Chicago.  High  income 
guarantees,  full  benefits,  call  coverage.  Call  Mary  Latter  - 
(800)  520-2028.  Job  #M  1 15FAF 

DALLAS  and  HOUSTON  METRO  AREAS  - Family 
Practice.  Outpatient  and/or  inpatient  positions  with 
CIGNA  Healthcare.  Excellent  call  schedule.  Contact: 
Dave  Duncan,  (800)  678-7858,  222  S.  Central,  Suite  400, 
St.  Louis,  MO  63105.  FAX:  (314)  726-0026. 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 


Academic  Positions  (in 
FP,  IM  and  Pediatrics) 
Cardiology 

Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Gastroenterology 

Hematology/Oncology 

Internal  Medicine 

Obstetrics/Gynecology 

Pediatrics 

Child  Psychiatry 

Radiology 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  SEARCH 


STAFFING  NEEDS  ASSESSMENT 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Plano, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 

1 Can  l QQO  71  (17 

l i 

GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convement  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 

1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


FAMILY  PRACTICE  PHYSICIAN  FOR  STATE-OF 
THE  ART  MEDICAL  CENTER.  At  physician-owned  Lib- 
erty Healthcare  Corporation,  we  have  formed  a partnership 
with  one  of  the  nation’s  largest  corporations.  Located  in  SW 
Kansas,  our  new  ambulatory  care  clinic  provides  high  qual- 
ity family  medicine  to  both  employees  and  families  of  this 
progressive  Fortune  500  corporation.  Join  our  group  of  ded- 
icated professionals  and  enjoy  excellent  compensation,  gen- 
erous paid  time  off  and  the  stability  of  a 40-hr.,  Mon-Fri 
schedule.  Call  Connie  Grazel,  (800)  331-7122,  ext  157  or 
24-hr  line,  (610)  617-3699,  ext  157.  For  immediate  consid- 
eration, fax  CV  to  (610)  667-5559  or  send  to  Liberty 
Healthcare  Corporation,  401  City  Ave.,  Suite  820,  Bala 
Cynwyd,  PA  19004.  EOE. 

FULL-TIME  PRIMARY  CARE  PHYSICIAN  needed 
immediately  in  Hidalgo  County,  Texas.  Texas  license  must. 
Fax  CV  tojanie,  (210)  972-0549. 
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Family/General  Practice 


F Primary  Care i 

East  Texas  Medical  Center  Regional 
Healthcare  System  wants  you  to  join 
their  rapidly  expanding  family.  Located  1 00 
miles  east  of  Dallas  with  immediate  access  to 
the  big  city  but  none  of  the  hassles.  Practice 
specialties  most  needed: 


Internal  Medicine 
Family  Practice 
Pediatrics 


Opportunities  to  be  a part  of  a dynamic 
healthcare  system  with  outstanding,  award- 
winning medical  facilities.  You  can  have  blue 
skies,  beautiful  lakes  surrounded  by  forests, 
rolling  hills  and  green  pastures.  You  will  find 
a level  of  health  care  in  East  Texas  that  equals 
our  quality  of  life. 


If  you  are  a BE/BC  physician  that  would  like  to 
hear  more  about  the  opportunities,  call  our  toll- 
free  number  or  fax  your  C.V.  to  (903) 


597-6387. 


0 

BB00 

BB00 


ETMC 


East  Texas  Medical  Center 
Regional  Healthcare  System 


Le  Schmidt  or  Anita  Odom 
1000  S.  Beckham  • Tyler,  TX  75701 
1-800-251-5636 


Immediate  Opening  for: 

BC/BE  PHYSICIAN 

(Internal  Medicine  or  Family  Practice) 

Located  in  northeast  Texas,  the  Sam 
Rayburn  Memorial  Veterans  Center  is 
seeking  high  quality  physicians  for  its 
Primary  Care  Program.  Enjoy  the 
benefits  of  an  actively  growing  rural 
community,  together  with  the  opportu- 
nities provided  by  the  nearby  Dallas 
Metropolitan  Area. 

Excellent  salary  and  benefits. 
Professional  liability  coverage 
included.  Occasional  on-call  duties. 

Interested  candidates  should  call 
or  send  a CV  to: 

James  L.  Robbins,  MD 
Chief  of  Staff 
VA  Medical  Center 
1201  E.  9th  Street 
Bonham,  TX  75418 

Phone  ....  (903)  583-6360 

Fax  (903)  583-6688 

Internet  jamier@onramp.net 

AN  EQUAL  OPPORTUNITY  EMPLOYER 


CLASSIFIED  ADVERTISING  CATEGORIES 

Aller.  & Immuno. 

Hematology 

Ophthalmology 

Entertainment 

Anesthesiology 

Internal  Medicine 

Ortho/Ortho  Surg. 

Medical  Equip. 

Cardiology 

Locum  Tenens 

Otolaryngology 

Office  Space 

Dermatology 

Neonatology 

Pathology 

Practices 

Emergency  Medicine 

Neurology 

Pediatrics 

Property 

Endocrinology 

Neurosurgery 

Phys.  Med./Rehab 

Travel 

Family/Gen  Pract. 

Occup.  Medicine 

Plastic  Surgery 

Vacation  Homes 

Gastroenterology 

Ob/Gyn 

Psychiatry 

Cont.  Education 

Geriatrics 

Oncology 

Radiology 

Business  & Financial 

Rheumatology 

Services 

Urology 

AUSTIN,  TEXAS 
The  City  of  Austin, 
Texas/Travis  County 
Health  and  Human 
Services  Department 


Has  excellent  opportunities  for  Family 
Physicians  to  provide  care  in  Women’s 
Health,  Pediatric,  and  Adult  in  commu- 
nity based  clinics.  Benefits  include 
vacation,  sick,  and  holiday  pay,  paid 
malpractice  insurance,  memberships 
and  CME  allowance. Contact: 

Phil  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 


Internal  Medicine 

PRIMARY  CARE  PHYSICIAN:  Excellent  opportunities 
await  for  a BE/BC  Internal  Medicine/Family  Practice  physi- 
cian at  an  outpatient  clinic  for  the  Department  of  Veterans 
Affairs.  Regular  office  hours,  competitive  salary  and  excel- 
lent package  of  health,  life,  retirement  and  leave  benefits. 
Contact  Joanne  Malina,  MD,  Chief  Medical  Officer,  VA 
Satellite  Outpatient  Clinic,  2901  Montopolis  Drive, 
Austin,  TX.  (512)  389-7118  or  Fax:  (512)  389-7145. 


C 


PHYSICIAN  - HIV  SERVICES: 


The  City  of  Austin,  Health  and  Human 
Services  Department  is  seeking  a 
person  who  is  dedicated  to  providing 
medical  care  to  the  under-served 
population  who  are  HIV  positive  at  our 
David  Powell  Clinic.  Will  be  working 
with  an  experienced  team  of 
physicians  and  support.  Must  have 
completed  a three  year  residency 
program  and  be  Board  Eligible  or 
Board  Certified  in  Internal  Medicine  or 
Family  Practice.  Excellent  salary, 
benefits,  and  working  environment. 

Please  contact: 

Philip  Brown,  Recruiter,  Health  and 
Human  Services  Department, 

2100  E.  St.  Elmo,  Austin,  TX  78744. 
(512)  707-3288,  (800)  299-0265  or 
(512)  707-5403  FAX.  EOE/M/F/D  J) 
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Internal  Medicine 


SAIM  ANTONIO,  TEXAS  - Outstanding 
opportunity  for  BC/BE  internist  in  beautiful  San 
Antonio.  Presently  adding  to  staff  of  multispe- 
cialty clinic  with  satellite  office.  Adjacent  to 
m<\jor  hospital  center.  Fee-for-service  and  sever- 
al managed  care  plans.  Contact:  Leroy  Kitch, 
Skinner  Clinic,  124  Dallas  S.,  San  Antonio,  TX 
78205.  PH:  210-224-1771. 


DALLAS,  TEXAS  - Established  single-specialty  group 
practice.  Prosperous  suburban  community.  Growing  area 
needs  additional  internists.  Exceptional  income  potential. 
Full  partnership.  Contact  Patrick  Schmidt  (800)  338-7107 
or  fax  (414)  783-0893. 

BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 


NORTH  DALLAS  Internal  Medicine  Group  Practice, 
opening  for  March-April;  Local  physician  owned  with  man- 
aged care  emphasis,  (214)  682-01 13. 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE,BOARD  CERTIFIED  OR 
BOARD  ELIGIBLE,  UNIQUE 
OPPORTUNITY  WITH  PRIMARY 
CARE  GROUP  to  provide  hospital  inpa- 
tient care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  Other  attractive 
opportunities  in  suburban  areas  of 
Dallas/Fort  Worth.  Very  attractive  compen- 
sation package  includes  salary,  plus  bene- 
fits to  include  professional  liability  insur- 
ance, major  medical  and  term  life  insur- 
ance, paid  vacation,  one-week  paid  CME 
time,  a $2000  CME  allowance,  a retire- 
ment program,  and  financial  incentives  to 
promote  individual  achievement  and  group 
goals.  This  is  a physician-managed  group. 
For  additional  information,  contact  Brenda 
Lancaster,  Texas  Primary  Care,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201; 
214/71 2-201  8 or  800/527-2 1 45. 


IM’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $120K+,  loan 
repayment.  Call  Mary  Latter  at  (800)  520-2028!  Job 
#01441 IAF 


METRO  TEXAS:  BC  IM  needed 
immediately.  Full  hospital  support 
and  call  coverage,  $150,000  guar- 
antee. Call  Mary  Latter  today  - 
800-520-2028.  Job#183IAF 

Locum  Tenens 


SAVE  YOUR  LEAP  OF  FAITH 
FOR  THE  BUNGEE  JUMP. 


When  you  practice  medicine  as  part  of  the 
CompHealth  locum  tenens  physician  network, 
all  the  options  are  yours.  Because  we  have 
more  practice  opportunities  in  more  places 
than  anyone  else.  Full-time  or  part-time.  For 
a week  or  a year.  To  seriously  explore  your 
opportunities,  or  just  enjoy  sidestepping  the 
administrative  headaches  and  politics  that  can 
take  all  the  fun  out  of  practicing  medicine. 

We  have  outstanding  short-  and  long-term 
locum  tenens  assignments,  trial  practice 
options,  and  permanent  placement  opportuni- 
ties available  all  across  the  country.  And  our 
personal  service  makes  it  easy.  Call  today  to 
hear  more  about  your 
options.  Take  the 
plunge! 

800-328-3051  Your  Health  Care  Resource 


Staff 


the  staffing  solution 
a DSI  company 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

• Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)  405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


TEXAS  MEDICINE 

CLASSIFIED 

DIRECTORY  DEADLINES 

ISSUE 

DEADLINE 

May  1 996 

April  1,  1996 

June  1996 

May  1,  1996 

July  1996 

May  31,  1996 

August  1996 

July  1,  1996 

September  1996 

August  1,  1996 
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Locum  Tenens 


Intrim 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  today / 

1-800-531-1122 


Obstetrics/Gynecology 

Texas  Department  of  Health 

Medical  Director 
Women's  Health 
Austin,  Texas 

Where  People  Make  A Difference!! 

Licensed  to  Practice  Medicine 
in  Texas*  - Board  Certified 
or  Eligible  OB/Gyn  or  Family 
Practice  Physician 

DEVELOP  ★ IMPLEMENT  ★ EVALUATE 

Clinical  Policy  and  Protocols  for 
Obstetrics,  Family  Planning  and 
Midwifery  Services 

Serve  as  Assistant  Division  Director 
and  Quality  Assurance  Supervisor 

$7083/month  plus  benefits 

May  be  eligible  for  state  tuition  reimbursment 

For  application  and  job  description 
please  contact: 

Texas  Department  of  Health 

J.  Scott  Simpson,  MD,  Director 
Women's  Health  Division 
1 100  W.  49th  Street 
Austin,  TX  78756 

(512)  458-7700 

Job  Posting  number  96-TDH-0582 
closes  3/29/96 

*For  information  on  Licensure  in  Texas 
please  call  the  Texas  State  Board 
of  Medical  Examiners 

(512)  305-7019 


Occupational  Medicine 

DALLAS,  TEXAS.  M.D.  physician,  anesthesiologist,  and 
neurologist  needed  for  a rehab/medical  office.  Office  only. 
No  nights  or  holidays.  Regular  office  hours.  Please  send 
C.V.  to  P.O.  Box  35327,  Dallas,  TX  75235. 
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Oncology 

HEMATOLOGY/ONCOLOGY  - TEXAS  - METRO- 
POLITAN AREA  - Cancer  Center  needs  fifth  Hem/Onc. 
Outstanding  facility,  respected  colleagues,  salaried  position, 
good  income  potential  in  stable  environment.  Strong  quality 
and  patient  focus.  Call  Melissa  McMurray  at  (800)  546-0954, 
I.D.  #4088  for  details. 

Pediatrics 

AUSTIN,  TX  - BC/BE  pediatrician  needed  for  busy, 
established  practice.  Call  1:4.  Salary,  plus  bonus,  leading  to 
partnership.  Call  or  send  C.V.  with  cover  to:  Jane  Vogt, 
(800)  546-0954,  I.D.  #3691,  222  S.  Central  Ave.,  Ste  700, 
St.  Louis,  MO  63105.  Fax:  (314)  726-3009. 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  sroup,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


TEXAS  - BC/BE  pediatric  subspecialist  needed  for  expan- 
sion of  pediatric  program  with  approved  residency.  Quali- 
fied persons  needed  in  nephrology,  ambulatory  pediatrics, 
and  hematology/oncology.  Driscoll  Children’s  Hospital  is  a 
private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 

BC/BE  Pediatrician  for  teaching/clinical  position  in  the 
large  and  active  Division  of  Community  and  General  Pedi- 
atrics at  The  University  of  Texas  at  Houston.  Help  promote 
primary  care  in  Texas  by  teaching  medical  students  and  resi- 
dents in  one  of  our  many  clinical  settings.  Research  oppor- 
tunities available.  Contact:  Virginia  Moyer,  MD,  MPH, 
Department  of  Pediatrics,  5656  Kelley  St.,  Houston,  TX 
77026.  Phone  (713)  636-4540,  fax  (713)  636-5844.  The 
University  of  Texas  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply. 
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Preventive  Medicine 


Radiology 


Physicians...  is  J)ttotniioe  /litbicint  fat  yen? 

Is  your  practice  hassle  free ? 

Do  you  work  nights  or  weekends? 

Is  your  salary  in  the  top  1/3  of  medical  practices? 

Ultrafit  preventive  medicine 

insect  OHMveri. 

Our  benefits  include  malpractice  insurance , paid 
vacations,  stock  options  and  much  more! 

Ultrafit'  S concept  is  simple. 

We  use  a combination  of  diet,  exercise  and  stress 
mangement  to  help  our  patients  to  happier,  healthier 
lifestyles. 

Ultrafit  is  lee  kin  tf  fat  meiicnl  ) it  octets 

to  expand  our  clinic  base  throughout  Texas  and  the  Nation. 
Ultrafit  prefers  B.C./B.E.,  I.M.  OR  F.P.  Duties  include  stress 
testing,  general  practice  and  nutritional  counseling. 


If  you  are  interested  in  joining  Ultrafit,  please  Fax  your 
CV  to  Ultrafit  Centers,  Inc.,  to  210/495-0567 


It  Works  Wonders. 


We  cover  you r. 


RADIOLOGY 


1-800-523-9955 


Other  Opportunities 

DALLAS  MEDICAL  ASSOCIATES,  P.A.  is  seeking  a 
Neurologist,  Orthopedist  and/or  Physiatrist  for  an  office- 
based  practice.  No  hospital  or  on-call  responsibilities.  Com- 
petitive compensation  with  opportunity  for  rapid  advance- 
ment. Paid  malpractice,  vacation  and  personal  time.  Call 
W.  Max  Frankum,  MD,  Medical  Director  at  (214)  484-8008. 

Positions  Wanted 

DIAGNOSTIC  RADIOLOGIST  seeks  full  or  part  time 
position.  U.S.  trained;  board  certified.  Qualified  in  all  diag- 
nostic modalities  including  MR,  mammography,  and  most 
interventional  procedures.  Available  Summer  96.  Please 
respond  to  Ad  Box  860,  Texas  Medicine , 401  W.  15th  St., 
Austin,  TX  7870 1 . 
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Other  Opportunities 


Sb 

HENDRICK 

MEDICAL 

CENTER 


Leading  medical  center  in 
Texas  Midwest  offers  you  an 
exciting  opportunity  in  the 
following  specialties: 


• Family  Practice 

• Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 
■ Nephrology 

• Urology 

• Endocrinology 


Send  C.Vto  Laura  Minor 
Physician  Recruitment  Coordinator 
Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)670-3528 
Fax  (9 15)  670-2293 


BIOMEDICAL 
RESEARCH 
GROUP,  INC. 


MEDICAL 

DIRECTOR 


Biomedical  Research  Group, 

Inc.,  located  in  the  beautiful  hill 
country  of  central  Texas,  is  a 
Contract  Research  Organization 
with  twenty  (20)  years  of 
experience  that  is  seeking  a 
full-time  Medical  Director  for 
Clinical  Research.  This  position 
requires  a Doctorate  of  Medicine 
degree  (M.D.).  Previous  clinical 
research  experience  is  highly 
desirable.  Primary  responsibili- 
ties would  include  managing  the 
medical  operations  of  BRG’s 
Clinical  Research  Center  in 
conducting  PK/PD,  bioavailabil- 
ity and  dose  ranging  analgesic 
clinical  trials.  Direct  patient 
care  will  be  required  in  associa- 
tion with  clinical  trials  and  a 
Texas  Medical  License  is 
mandatory.  This  candidate  must 
possess  the  ability  to  interact 
with  pharmaceutical  companies 
and  work  with  a well  trained 
research  staff.  Competitive 
compensation  and  benefit 
package  available. 

Send  curriculum  vitae  and 
salary  history  to: 

BIOMEDICAL  RESEARCH 
GROUP,  INC. 

Attn:  Human  Resources 

3200  Red  River,  Suite  300 
Austin,  Texas  78705 
1-800-486-9955 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  713-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  7 13-493-2234 


Reuben 

Bronstein 

& Associates 


UNIVERSITY  HEALTH  SERVICE 
PHYSICIAN  WANTED 


Campus  of  25,000  seeks  physician  to  provide 
primary  medical  care  to  students.  Onsite  lab- 
oratory, x-ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  and  health  education  services 
also  available.  40  hour  work  week  with  no 
call  or  weekends.  Salary  is  $75,000  - $80,000 
plus  benefits,  based  on  years  of  experience. 
BC/BE  preferred  but  not  essential. 

Contact:  Dee  Jackson,  Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER ^ 

FOR  SALE  OR  LEASE 

Equipment 

DRAGER  BREATHALYZER  7410  evidentiary  breath 
testing  instrument.  DOT  approved,  ON-SITE  training 
available.  Portable  and  cost  effective.  Lease  program  avail- 
able. Your  Drager  distributor.  Phone  (800)  472-3384. 

FOR  SALE:  MEDICAL  GRAPHICS  CAD/NET  1070 

automated,  computerized,  PF  analyzer,  cost  38K,  86  - 
under  maintenance  contract.  Best  offer.  (915)  695-4421 
(10-12/2-5  CST). 

Practices  For  Sale 

PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Gunther 
(214)  353-5118 
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BUSINESS  AND  FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  LOANS 


Borrow  up  to  $50,000  unsecured  through 
Physicians  Service  Association,  a division 
of  SunTrust  Bank,  Atlanta.  Since  1891, 
SunTrust  Bank,  Atlanta  has  continued  its 
heritage  of  steady  growth  by  extending 
consistently  prompt,  courteous  and  profes- 
sional service  to  our  customers.  Simply 
call  to  check  the  features  of  our  Physicians 
Signature  Loan  Program.  (Special  interest 
only  payments  for  in-training  and  new 
practitioners-may  qualify  for  up  to  6 years 
to  repay.)  (800)  241-6905  Atlanta,  GA 


MD  MONEY  ADVISORS 
& 

KANTI  S.  PATEL,  M.D;  M.B  A 

Registered  Principal 

Securities  Offered  Through 

NORTHEAST  SECURITIES.  INC. 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  * Bonds  • Mutual  Funds  • Pension  • 
Plans  • IRA’s  • Trusts  • Keogh’s  • 
Professional  Money  Management 


805  West  Wadley  ( 800 ) 9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 


TRAVEL  & LEISURE 


CRESTED  BUTTE,  COLORADO 

A jewel  in  the  heart  of  the  Rockies.  Ski,  Golf, 
Fish,  Hunt,  and  Hike  in  this  spectacular  moun- 
tain setting.  Lots,  condominiums,  homes, 
ranches.  For  further  information,  please  call 
or  write  Bob  Kray,  Coldwell  Banker  Bighorn 
Realty,  RO.  Box  100,  Crested  Butte,  CO  81224. 
Phone:  (970)  349-5313. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  lor  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  advertising 
office  will  not  contact  ad  box  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to  race,  color,  religion, 
sex,  national  origin,  or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  1st  of  the  month  (or  the 
closest  business  day)  preceding  publication.  Send  copy  to 
Melissa  McAdoo,  Assistant  Advertising  Manager,  Texas 
Medicine , 401  West  1 5th,  Austin,  Texas  78701 . 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 50 
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Medical  Association  of  the  product  or  service  involved. 


VOLUME  92  ★ NUMBER  3 


93 


Texas  Medicine 


Educational  Opportunities 


ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8302  Tybor 
Street,  Houston,  TX  77074. 


Clinical  Cardiology  Management  and  Diagnostic 
Dilemmas.  April  17-19,  1996;  Santa  Fe,  New  Mexico. 
Sponsored  by  American  College  of  Cardiology.  Program 
Director  John  D.  Rutherford,  MB,  ChB,  FACC.  13-5  Cat- 
egory 1 credit  hours.  For  information  call  (800)  257-4739; 
fax  (301)  897-9745. 


American  College  of  Occupational 
and  Environmental  Medicine 

PRESENTS 

55th  Annual 

American  Occupational 
Health  Conference 

‘‘Prevention  Today  for  Better 
Health  Tomorrow" 

April  26-May  3,  1996 

Henry  B.  Gonzalez  Convention  Center 
San  Antonio,  Texas 


43  concurrent  scientific  sessions  • 45 
postgraduate  seminars  • 350  technical 
exhibits  • pre-  and  post-conference 
training  • Guest  and  youth  programs 
• Employment  referrals 

For  advance  program: 

ACOEM,  55  W.  Seegers  Rd., 
Arlington  Heights,  IL  60005 
Call  847/228-6850,  XI 92,  or  Fax  847/228-1856 


PAN  AMERICAN  ALLERGY  SOCIETY 

40th  Annual  Training  Course  & Seminar 
March  27-31,  1996 

Wyndham  San  Antonio  San  Antonio,  TX 
Program  Director:  Dor  W.  Brown,  Jr.,  MD 
Basic  course  in  quantitative  skin  testing  tech- 
niques designed  with  the  primary  care  physician 
and  allied  health  care  professionals  in  mind 
Offering  33  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  P.O.  Box  947, 
Fredericksburg,  TX  78624.  (800)  997-9853 
FAX:  (210)  997-8625 


PINEHURST,  N.C. 

Reducing  Practice  Hassles  - 1996  • June  27-29,  1996 
Hiring  and  retaining  superstar  employees.  Employee 
embezzlement  and  termination.  9 hours  Individual 
Enrichment  Activity  CME  Credit  - AAFP.  $299  fee. 
Pinehurst  Resort  and  Country  Club 
Pinehurst,  North  Carolina 
Dynamic  Practice  Management,  Inc. 

720  Lawrence,  Tomball,  TX  77375 
(71  3)  255-6572  FAX  (71  3)  255-301  6 


The  45th  Annual  Pediatric  Review  and  Update, 

June  20-22,  1 996,  presented  by  The  University  of  Texas 
Medical  Branch  at  Galveston,  Department  of  Pediatrics. 
14  Category  1 and  AAP  credit  hours.  To  be  held  at  The 
San  Luis  Resort  and  Conference  Center,  Galveston,  TX.  For 
information,  call  1 -800/437  7 1 86  or  409/772-7834. 


CME  INTHE  ROCKIES 


CRASH  96  - COLORADO  REVIEW 
OF  ANESTHESIA 

March  1-8,  1995  Vail,  CO 

RECONSTRUCTIVE  SURGERY  OF 
THE  HIP  AND  KNEE 

March  17-22,  1996  Aspen,  CO 

INTERNAL  MEDICINE  PROGRAM 

July  7-12,  1996  Estes  Park,  CO 

RENAL  DISEASE  PROGRAM 

July  22-25,  1996  Aspen,  CO 

Sponsored  by  the  University  of  Colorado 
School  of  Medicine.  Category  1 AMA  cred- 
it offered.  Information:  J.  Bauer,  Office  of 
Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 


FOR  PRIMARY  CARE  PHYSICIANS 

NATIONAL  PEDIATRIC  INFECTIOUS 
DISEASE  SEMINAR  (N.P.I.D.S.) 
16th  Annual  Four  Day  Course  on 
Infections  in  Children  - Complete 
Clinical  Update 

April  10-13,  1996  • New  Orleans,  LA 

Full  C.M.E.  Credits  - AMA  - AAP  - AAFP- 
ACER  - APCE  (U.T.  Southwestern  Medical 
Center,  Dallas).  For  brochure,  call  (317)  578- 
3075  or  Telefax  (317)  578-3802  - give  name 
& mailing  address. 


[I  AMERICAN  SOCIETY  OF 
I TRANSPUNT  PHYSICIANS  I 


15th  ANNUAL  MEETING 

I Scientific  Sessions  & 

I Business  Meeting 

j May  26-30,  1996 

Wyndham  Anatole  Hotel 
; Dallas,  Texas 

Jointly  Sponsored  with 
Vanderbilt  University  School 
| of  Medicine 

| For  more  information  and  to  ; 
: register,  call 

I (609)  848-6205  ext.  208/213 
fax#  (609)  251-0278 
email:  astp@slackinc.com 
Slack,  Incorporated 
6900  Grove  Road 
Thorofare,  NJ  08086 

sJ— — Ml U 


Baptist 

Memorial 

Healthcare 

System 

SPRING  CONFERENCE 

Saturday,  May  4,  1996 
7:30  AM  - 5 PM 
La  Mansion  Del  Rio  Hotel 
San  Antonio,  Texas 

Second  Annual  “Contemporary  Issues  in 
Flealthcare  Ethics."  Featuring  Topics  in 
Managed  Care  with  Keynote  Speaker  Daniel 
Callahan,  PhD.  Fee.  7 Category  1 Hours  for 
Physicians.  8 Nursing  CEU’s  pending. 

The  Baptist  Memorial  Healthcare  System  is 
accredited  by  the  Texas  Medical  Association 
to  sponsor  continuing  medical  education  for 
physicians.  For  information,  call  Dept  of 
Educ.  Resources/CME  - (210)  302-4294. 
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W 

Spohn  Health  System 

4TH  ANNUAL  ONCOLOGY  CONFERENCE 


“CURRENT  MANAGEMENT  OF  CANCER” 

SATURDAY,  MARCH  16,  1996 
Marriott  Bayfront  Hotel  - Corpus  Christi, Texas 

Luncheon  Speaker 

Legislative  Reform/Update 
Daniel  H.  Johnson,  MD 
AMA  Incoming  President  - 1996 


Malignant  Melanoma 
Charles  M.  Balch,  Ml) 

MD  Anderson  Cancer  Center 

Head  & Neck 
H.  Bryan  Neel,  MD,  PhD 
Mayo  Clinic 


Brain  Tumors  in  Children 

Uirry  E.  Kun,  MD,  FACR 

St  Jude  Children’s  Research  Hospital 

Lymphoma 

Fredrick  B Hagemeister,  MD 
MD  Anderson  Cancer  Center 


Breast 

John  Retting,  MD 

Johns  Hopkins  Oncology  Center 

Bladder 

Guido  Dalbagni,  MD 
Memorial  Sloan-Kettering 


Cancer  Screening/Prevention 
Martin  Brown,  Ph  D 
National  Institutes  of  Health 

Neurogenic  Pain 
C.  Stratton  Hill, Jr.,  MD 
MD  Anderson  Cancer  Center 


Accreditation:  This  continuing  medical  education  activity  meets  the  criteria  for  six  hours  in 
Category'  I of  the  Physicians’  Recognition  Award  of  the  American  Medical  Association,  and 
six  prescribed  hours  by  the  American  Academy  of  Family  Physicians. 


Contact:  Carolyn  Arnold,  Office  of  Continuing  Medical  Education,  Spohn  Health  System,  600 
Elizabeth  Street,  Corpus  Christi, TX  78404.(512)  881-3166;  Fax  (512)  887-7948. 

Physician  Oncology 


Education  Program 


U T 


SOUTHWESTER 


At  X<tie 

Uiftvby 

University 

//#.</«>«/ 


Announcing  the  First  in  the  1996 
Series  of  Advanced  Seminars: 

RHEUMATOLOGY  UPDATE  FOR 

PRIMARY  CARE  PHYSICIANS: 

A Didactic  & Skills  Symposium 

Peter  Lipsky,  M.D.  — Course  Director 
iWarch  23,  1996  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Education 
2 14/648-2 166;  1 -800/688-8678;  FAX  2 14/648-231 7 


Southwestern 


An  equal  opportunity  institution 


MID-AMERICA 

ORTHOPAEDIC  ASSOCIATION 
14th  Annual  Meeting 

April  24-28,  1996 
Hyatt  Regency  Hill  Country  Resort 
San  Antonio,  Texas 

DISTINGUISHED  GUEST  SPEAKERS: 

Charles  H Epps,  Jr,  MD 
Washington,  DC 
Michael  J.  Coughlin,  MD 
Boise,  ID 

Kenneth  E.  DeHaven,  MD 
Rochester,  NY 
James  R.  Urbaniak,  MD 
Durham,  NC 

HIGHLIGHTS: 

Symposium:  “The  Female  Athlete” 

• 4 Optional  Instructional  Courses 
• 8 Plenary  Session  Papers 

• 6 Controversy  Panels 
• 15  Break-Out  Sessions 

• Multimedia  Education 
Exhibitors,  Scientific  Posters,  Spouse  & 

Social  Program,  GolfTTennis  Tournaments 

CONTACT: 

Sue  McKinley,  Executive  Secretary 
Mid-America  Orthopaedic  Association 
201  First  Avenue  SW,  Ste  411 
Rochester,  MN  55902 
Phone: (507) 281-3431 
Fax:  (507)  281-0291 

Jointly  sponsored  by  the  AAOS  for 
CME  credit  (up  to  25  hours  of  Category 
One  AMA/PRA  credit). 


Texas  College  of  Emergency  Physician!' 

1996  Annual  Meeting! 

April  1S  -21, 1996  ton  Antonio,  Texas 

This  year's  Annual  Meeting  will  be  held  at  the 
Wyndham  Hotel,  where  the  latest  information 
on  acute  care  and  emergency  medicine  issues 
will  be  provided  by  expert  faculty  in  each  area. 
1 -800/T EX-AC EP  (839-2237) 
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Question 

What’s  the  most  interesting 
museum  exhibit  you’ve  visited? 


hen  I was  a young  child,  1 was  fascinated  by  a 
three-legged  chicken  at  the  Oregon  Museum  of 
Science  and  Industry  in  Portland.  Phis  first  exposure  to  mor- 
phologic abnormality  culminated  in  a career  in  pathology." 

Rosemary  E.  Detweiler,  MD,  38 

pathology,  Fort  Worth 


66v  he  most  interesting  exhibit  would  have  to  be  the 
'J  Barnes  collection  exhibit  at  the  Kimbell  Art 
Museum  in  Fort  Worth.  It  was  phenomenal  if  you're  into 
impressionists." 


Charles  M.  Richart,  MD,  37 

general  surgery,  Fort  Worth 


“It 


| y favorites  have  been  the  National  Anthropol- 
ogy  Museum  in  Mexico,  which  had  exhibits  on 
pre-Colombian  art  and  the  Mayas,  and  the  Smithsonian’s 
section  on  aviation  and  engineering." 


66 


lelvingrove  Art  Gallery  and  Museum,  Glasgow, 
i Scotland  (escorted  by  high  school  teacher).  Royal 
Museum  of  Scotland,  Chambers  Street,  Edinburgh,  Scotland 
(ditto).  The  University  of  Edinburgh  anatomy  museum,  with 
a skeleton  of  one  of  the  ‘resurrectionists'  of  Burke  and  Flare 
fame  at  the  entrance  (as  a medical  student).” 


Peter  M.  Gardiner,  MD,  78 

family  practice,  geriatric  medicine,  Paducah 


66V  he  King  Tut  exhibit  in  New  Orleans.  It  really 
H sticks  in  my  mind  even  though  it  was  nearly  20 


years  ago.  The  history  surrounding  that  culture  and  how 
the  tomb  was  found  is  just  so  interesting.  The  riches  that 
surrounded  it  were  fascinating.  And  King  Tut  was  only, 
what,  about  16  when  he  died?  It’s  just  amazing  how  it  was 
discovered  after  so  many  years." 


Gregory  L.  Jackson,  MD,  49 

pediatrics,  Dallas 


Carlos  J.  Quintanilla,  MD,  73 

ptdmonary  diseases,  retired,  McAllen 


66V  he  British  Museum  in  London,  when  I was  doing 
I research  on  family  history.  The  British  are  still 
hell  on  protocol,  but  armed  as  I was  with  a letter  from  Sir 
Geoffrey  Keynes,  they  let  me  see  almost  anything." 


66V  he  most  spectacular  exhibit  I have  ever  seen  is  the 
H Gold  Museum  in  Bogota,  Colombia,  which 


holds  the  largest  collection  of  pre-Colombian  artistic  gold 
in  the  world." 


Benjamin  Edery,  MD,  51 

dermatology,  Houston 


Henry  A.  Hooks,  MD,  65 

general  practice,  Kountze 


*6  it  a kid,  I loved  the  Chicago  Museum  of  Science 


Land  Industry.  As  an  adult,  my  favorite  is  the 
British  Museum,  where  I could  spend  hours  happily  look- 
ing at  their  books.” 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians’  opinions  on  a topic  of  interest.  Physi- 
cians are  choseri  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  IX  78701,  or  fax  them  to 
(512)  370-1632. 


Robert  M.  Rakita,  MD,  38 

infectious  diseases,  Houston 
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Tort  reform  • Restructuring  your  practice  • Fighting  gag  rules  • Pathologists  look  back 
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For 


Ten 


Years 


All  We’ve 


Cars. 


After  10  years  in  practice , you  're  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Texas  Dental  Association.  So,  call  an  Autoflex 
leasing  specialist  today. 
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TexasMedical 

Association 


Antoflex 
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*7 

Call  1 -800-678-FLEX 
(3359) 
or  817-234-1234 


FACE  THE  FACTS. 


Fact: 

Physicians  direct  TMAIT. 

TMAJT  is  endorsed  by  the 
TMA,  and  fellow  TMA 
physicians  oversee  decisions 
affecdng  insurance  coverage. 


Fact: 

TMAIT  is  financially  sound. 

Our  stabilization  fund  is 
underwritten  by  The  Prudential 
Insurance  Company  of 
America. 


Fact: 

TMAIT  means  convenience. 

You  only  have  to  submit  one 
claim  form  each  year,  saving 
you  time  and  paperwork. 


Fact: 

TMAIT  coverage  is  portable. 

Retain  your  TMA  membership 
and  keep  TMAIT  insurance  if 
you  relocate  or  change  your 
practice. 


With  more  than  21,000  members  and  40  years 
of  experience,  Texas  Medical  Association 
Insurance  Trust  (TMAIT)  remains  your  silent 
partner-  providing  reliability,  financial  stability, 
safety,  excellent  service  and  peace  of  mind. 

If  you  are  a TMA  member,  you  are  eligible  for  TMAIT  coverage  for 
yourself,  your  family  and  your  staff.  TMAIT  can  provide  you,  the 
physician,  with  comprehensive  coverage  including  Major  Medical, 
Life  Insurance,  Disability,  Office  Overhead,  and  Personal  Accident 
Insurance.  We  provide  your  family  with  Major  Medical,  Life  and 
Personal  Accident  Insurance,  and  your  staff  w-ith  Major  Medical  and 
Life  Insurance  coverage. 

Today,  health  care  is  about  choice  and  control  of  costs.  Now,  TMAIT 
offers  the  Group  Plus  Point-of-Service  (POS)  Plan,  giving  you  a 
choice  between  the  cost  benefits  of  a contemporary  style  plan  or  the 
flexibility  of  the  more  traditional  indemnity  products. 

Facts  worth  facing.  Forty  years  of  teamwork.  TMAIT  and  you. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


^ Tex; 


Texas  Medical 
Association 


1-800-880-8181 

P.O.  Box  1707,  Austin,  Texas  78767-1707  • In  Austin  370-1776  • In  Houston  224-5309  • Fax  (512)370-1799 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
Prudential  Plaza,  Newark,  NJ  07102 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 


TexasMedicine 


Chantal  Ricaud  Harrison,  MD,  pro  fessor  of  pathology  at  The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  discusses  therapeutic  plasmapheresis  with  patient  Maria  Rodriguez. 
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COVER  STORY 


Cover  illustration  by  BRIAN  CAIRNS 


Surf’s  up 

It’s  instant  access  to  seemingly  endless  medical  information.  It’s 
around-the-world  consultations  with  the  click  of  a mouse.  It’s 
fascinating  and,  for  most  of  us,  a little  overwhelming.  If  you’re 
not  on  the  Internet,  it’s  time  to  get  connected.  Find  out  how 
your  colleagues  are  using  this  powerful  medium.  Learn  what 
you  need  to  know  of  the  history  and  jargon.  And  log  on  to  the 
Texas  Medical  Associations  very  own  home  page. 

BY  R.U.  STEINBERG 
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Editor’s  Mote 


It’s  been  a year  since  we 
started  work  on  an  article  about  the 
Internet,  and  I’m  amazed  at  how 
much  has  changed.  Back  then,  most 
physicians  using  the  Net  were  at  uni- 
versities or  government  agencies.  Now, 
with  easier  access  to  the  Internet  and 
the  exponential  growth  of  medical  sites, 
more  and  more  physicians  are  logging 
on  at  private  offices  or  from  home. 

When  the  TMA  Council  on  Com- 
munication met  last  May,  most  discus- 
sion about  the  Internet  centered  on 
theoretical  uses.  When  the  council 
gathered  in  February,  members  were 
exchanging  e-mail  addresses  and 
favorite  Web  sites.  Granted,  physicians 
on  the  council  would  be  expected  to 
stay  ahead  of  the  curve  on  communica- 
tion technology.  But  as  our  feature  arti- 
cle points  out,  physicians  of  all 
backgrounds  are  turning  to  the  Inter- 
net to  satisfy  their  hunger  for  medical 
information  and  to  communicate  with 
their  colleagues. 

Austin  freelance  writer  R.U.  Stein- 
berg was  the  obvious  choice  to  do  this 
story.  He’s  an  accomplished  writer  on 
medical  issues,  including  several  first- 
rate  pieces  for  this  magazine,  and  he’s  an 
unabashed  computer  geek.  Most  impor- 
tantly, R.U.  is  great  at  translating  all  the 
technical  jargon  for  those  of  us  who  still 
think  a mouse  is  a small  rodent. 

The  article  begins  on  p 36.  And 
don’t  feel  at  a disadvantage  if  you  don’t 
have  a computer  yet.  When  you  buy, 
you’ll  get  a lot  more  for  a lot  less  than 
the  rest  of  us  did. 
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Letters 


Article  on  virtues  of 
managed  care  ‘irresponsible’ 

I READ  WITH  INTEREST  YOUR 
recent  article  stating  that  managed 
care  was  not  “all  bad’’  ( Texas  Medi- 
cine, February  1996,  pp  38—42). 
Surely  Hitler  was  not  “all  bad,’’  but  I 
personally  would  have  a hard  time 
writing  an  article  extolling  his  virtues. 
This  is  not  to  say  that  managed  care  is 
as  dangerous  or  evil  as  Nazism.  I 
would  estimate  that  managed  care  is 
probably  responsible  for  less  than  half 
the  number  of  deaths  caused  by  the 
Nazi  concentration  camps. 

The  real  problem  is  that  the  judg- 
ments in  your  article  of  whether  or 
not  managed  care  is  “all  bad”  center 
on  payment  issues.  The  major  concern 
seems  to  be  whether  we  will  be  paid  as 
well  under  managed  care  as  under  a 
straight  fee-for-service  system.  This  is 
not  the  issue.  We  should  be  focusing 
on  whether  or  not  the  patients  will 
receive  good  care.  We  must  continue 
to  advocate  lor  our  patients  and  to 
educate  them  that  the  only  virtue  of 
cheaper  health  care  may  be  that  it  is 
cheaper.  People  need  to  realize  that 
there  are  some  managed  care  plans 
that  are  superior  to  others.  These 
plans  are  generally  not  the  cheapest. 

Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  jean  _p@texmed.org.  Please  type  letters  you  submit 
for  publication,  and  keep  the  length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor 
and  editorial  advisors,  and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


Your  editorial  director  pointed  out 
to  me  that  some  of  the  younger  physi- 
cians were  tired  of  the  older  physicians 
“bashing”  managed  care.  Well,  I am  a 
younger  physician,  having  been  in 
practice  for  less  than  5 years.  I am 
familiar  with  managed  care.  To  say 
that  abuses  occurred  under  the  old  sys- 
tem of  fee-for-service  and  that  we  are 
better  off  with  managed  care  is  to 
abdicate  responsibility.  We  have  been 
frightened  by  managed  care  and  by 
trial  lawyers  into  silence  when  we  see 
abuse  occurring.  If  you  know  of 
wrongdoing,  you  may  be  deselected  or 
sued  if  you  give  voice  to  that  knowl- 
edge. Managed  care  has  no  conscience 
and  no  connection  to  the  patient. 
Under  traditional  medicine,  the  physi- 
cians and  institutions  responsible  for 
abuses  were  outcasts  in  the  commu- 
nity. The  abuses  that  occur  under 
managed  care  do  not  face  such  nega- 
tive consequences,  and  have  the  poten- 
tial to  become  the  “standard  of  care" 
through  economics  and  intimidation. 

The  real  problem  with  managed 
care  is  the  barrier  it  establishes 
between  doctors  (primary  care  vs  spe- 
cialty, primary  care  family  practice  vs 
primary  care  internal  medicine)  and 
between  doctors  and  patients.  We 
have  all  seen  sicker  patients  being 
dumped  from  one  primary  care  physi- 
cian to  another  because  sick  patients 
make  doctors  look  more  expensive. 
We  also  know  that  managed  care  con- 
vinces primary  care  doctors  to  post- 
pone or  discourage  referral  to 
specialists.  At  times  this  is  appropri- 
ate. However,  we  all  realize  that  if  a 
managed  care  plan  places  too  much 


emphasis  on  cost  savings,  patients  can 
be  harmed.  This  situation  makes  for 
animosity  between  physicians  at  every 
level.  We  must  remember  that  we  have 
more  that  should  bond  us  together 
than  we  have  to  separate  us. 

We  are  in  the  midst  of  a misinfor- 
mation campaign.  Managed  care  is 
accusing  us  of  having  been  “wasteful” 
and  “overpriced.”  To  write  an  article 
with  a generally  favorable  spin  on 
managed  care  is  irresponsible.  We  will 
see  this  article  quoted  and  misquoted 
from  now  until  the  end  of  time.  In  an 
era  when  managed  care  is  eating  my 
lunch  (and  the  government  is  trying 
to  see  if  anything  is  left  for  dessert),  I 
am  looking  for  ways  to  cut  costs.  I 
have  to  wonder  if  continuing  to  sup- 
port an  organization  that  publishes 
information  that  will  be  used  to  the 
detriment  of  my  colleagues,  my 
patients,  and  my  profession  is  really  in 
my  best  interest. 

Keith  D.  Fisher,  MD 

800  5th  Ave 

Fort  Worth,  TX  76104 


Physicians  can  achieve 
high  hopes  for  managed  care 

I AM  A PHYSICIAN  WHO  HAS 
practiced  10  years  in  private  prac- 
tice both  in  fee-for-service  and  in  a 
capitated  system.  For  the  past  6 
years,  1 have  been  in  full-time  employ- 
ment with  a health  maintenance  orga- 
nization (HMO)  in  Austin.  It  is 
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Letters 


gratifying  to  finally  see  something 
positive  printed  about  managed  care 
in  a publication  from  the  Texas  Med- 
ical Association  (TMA).  I have  been  a 
member  of  TMA  for  19  years  and  cur- 
rently serve  as  a TMA  delegate  from 
Travis  County. 

I was  particularly  pleased  to  read 
the  commentary  by  George  Bohm- 
falk,  MD,  as  I believe  in  the  principles 
that  he  espoused  in  this  commentary 
(“High  Hopes  for  Managed  Care,” 
Texas  Medicine,  February  1996,  pp 
20-21).  If  I did  not  feel  the  high 
hopes  he  has  for  managed  care  were 
possible,  I would  not  have  chosen  to 
work  in  the  HMO  industry  and,  par- 
ticularly, would  not  have  chosen  the 
company  that  I am  affiliated  with. 

Because  of  supportive  physicians 
like  Dr  Bohmfalk,  I feel  managed  care 
can  achieve  many  of  these  high  hopes. 
Managed  care’s  ability  to  achieve 
many  of  these  high  hopes  can  cer- 
tainly be  augmented  by  physician  sup- 
port rather  than  by  continued 
opposition  to  any  change  simply 
because  it  is  “change.” 

Thank  you  for  allowing  views  to  be 
expressed  that  represent  those  of  quite  a 
number  of  physicians  in  Texas  regard- 
ing managed  care. 

George  F.  Smith,  MD 

Executive  Director 
PCA  Health  Plans  of  Texas,  Inc 
8303  MOPAC,  Ste  450 
Austin,  TX  78759-8370 


Radiology  aids  psychiatry 

Technical  advances  in 

radiology  have  made  increasing 
contributions  to  the  medical  spe- 
cialty of  psychiatry.  Rontgen  dis- 
covered x-ray  in  1895  and  found  it 
was  possible  to  take  pictures  of  bones 
and  metal  objects  inside  the  body.  X- 
ray  pictures  of  the  calcified  pineal 
gland  helped  in  determining  if  there 
was  a shift  in  midline  structures  of  the 


brain.  Air  contrast  studies  of  the  ven- 
tricles and  carotid  arteriograms  were 
invasive  procedures  that  provided 
information  about  the  brain  and  its 
vascular  supply. 

Bloch  developed  magnetic  reso- 
nance imaging  (MRI)  and  was 
awarded  the  Nobel  Prize  for  physics  in 
1952.  Recent  advances  in  the  MRI 
have  made  it  possible  to  visualize  the 
brain  and  its  coverings  in  exceptional 
contrast.  The  procedure  requires  that 
the  patient  be  confined  and  coopera- 
tive for  a period  of  an  hour.  Without 
contrast,  the  cost  is  about  $1,000  in 
today’s  market. 

In  1970,  the  computer  and  x-ray 
were  combined  by  Hounsfield  and 
Cormack.  It  became  possible  to  take 
pictures  of  cross  sections  through  the 
body  with  computerized  axial  tomog- 
raphy (CAT  or  CT)  scans.  Prior  to 
1970,  brain  lesions  associated  with 
psychiatric  illness  were  frequently  first 
discovered  at  brain  cutting  during 
autopsy.  As  psychiatric  patients  did 
not  usually  die  of  their  illnesses,  many 
lived  for  years  with  the  treating  psychi- 
atrist only  making  an  educated  guess 
as  to  what  the  eventual  diagnosis 
would  be.  Now  brain  atrophy,  brain 
infarcts,  demyelinating  diseases,  con- 
tusions of  the  brain,  subdural 
hematomas,  arterial  aneurysms,  brain 
abscess,  and  brain  tumors  can  be  diag- 
nosed with  the  CT  scan.  It  is  available, 
accurate,  fast,  and  can  be  used  with 
even  uncooperative  and  critically  ill 
patients.  A CT  scan  without  contrast 
costs  about  $500.  Sinclair  reported 
seven  indications  for  ordering  a CT 
scan  and  the  percent  of  positive  find- 
ings for  each  indication.  In  his  series, 
coma  had  54%  positive;  focal  weak- 
ness, 46%;  acute  trauma,  37%;  altered 
mental  status,  32%;  headache,  26%; 
and  late  trauma,  22%. 

Positron  emission  tomography 
(PET)  scans  of  the  brain  require  that 
the  patient  be  injected  with  glucose 
treated  with  radioactive  tracers.  The 
PET  scanner  and  the  computer  pro- 
duce color  images  indicating  varying 


degrees  of  biochemical  activity  in  dif- 
ferent parts  of  the  brain.  At  this  time, 
the  PET  scan  is  only  available  for 
research  at  medical  centers,  but  in  the 
future  it  holds  promise  for  both 
research  and  clinical  use. 

The  CT  scan  and  the  MRI  are  cur- 
rently helpful  to  psychiatry  in  provid- 
ing images  of  pathology  in  the  brain 
and  surrounding  tissues.  Findings 
from  these  studies  can  be  correlated 
with  findings  of  the  mental  status 
examination.  These  procedures  help 
the  psychiatrist  obtain  information 
about  the  patient  that  is  necessary  to 
provide  the  treatment  the  patient 
needs  for  emotional  stability  and  opti- 
mal function. 

Horace  A.  DeFord,  MD 

PC)  Box  29588 
Dallas,  TX  75229 
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3/ease  see  brief  summary  of  Prescribing  Information  on  following  page.  *Data  on  file,  Bayer  Corporation,  Pharmaceutical  Division. 
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INDICATION  AND  USAGE:  ADALAT  CC  is  indicated  for  the  treatment  of  hyperten- 
sion. It  may  be  used  alone  or  in  combination  with  other  antihypertensive  agents. 
CONTRAINDICATIONS:  Known  hypersensitivity  to  nifedipine. 

WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive 
effect  of  nifedipine  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive 
and  poorly  tolerated  hypotension.  These  responses  have  usually  occurred  during  initial 
titration  or  at  the  time  of  subsequent  upward  dosage  adjustment,  and  may  be  more 
likely  in  patients  using  concomitant  beta-blockers. 


Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in 
patients  who  received  immediate  release  capsules  together  with  a beta-blocking  agent 
and  who  underwent  coronary  artery  bypass  surgery  using  high  dose  fentanyl  anesthe 
sia  The  interaction  with  high  dose  fentanyl  appears  to  be  due  to  the  combination  of 
nifedipine  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with  nifedipine  alone, 
with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic  anal- 
gesics cannot  be  ruled  out.  In  nifedipine  treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  of  these  potential 
problems  and,  if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours) 
should  be  allowed  for  nifedipine  to  be  washed  out  of  the  body  prior  to  surgery 
Increased  Angina  and/or  Myocardial  Infarction:  Rarely,  patients,  particularly 
those  who  have  severe  obstructive  coronary  artery  disease,  hove  aevelopea  well  docu 
mented  increased  frequency  duration  and/or  severity  of  angina  or  acute  myocardial 
infarction  upon  starting  nifedipine  or  at  the  time  of  dosage  increase.  The  mechanism  of 
this  effect  is  not  established. 


Beta-Blocker  Withdrawal:  When  discontinuing  a beta-blocker  it  is  important  to  taper 
its  dose,  if  possible  rather  than  stopping  abruptly  before  beginning  nifedipine.  Patients 
recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  increased 
angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of  nifedipine 
treatment  will  not  prevent  this  occurrence  and  on  occasion  has  been  reported  to  increase  it. 
Congestive  Heart  Failure:  Rarely,  patients  (usually  while  receiving  o beta-blocker) 
have  developed  heart  failure  after  beginning  nifedipine  Patients  with  tight  aortic  steno- 
sis may  be  at  greater  risk  for  such  an  event,  as  the  unloading  effect  of  nifedipine  would 
be  expected  to  be  of  less  benefit  to  these  patients,  owing  to  their  fixed  impedance  to 
flow  across  the  aortic  valve. 


PRECAUTIONS:  General  - Hypotension:  Because  nifedipine  decreases  peripheral  vas- 
cular resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and 
titration  of  ADALAT  CC  is  suggested  dose  observation  is  especially  recommended  for  patients 
already  taking  medications  mat  are  known  to  lower  blood  pressure  (See  WARNINGS) 
Peripheral  Edema:  Mild  to  moderate  peripheral  edema  occurs  in  a dose-dependent 
manner  with  ADALAT  CC  The  placebo  subtracted  rate  is  approximately  8%  at  30  mg,  12% 
at  60  mg  and  19%  at  90  mg  daily  This  edema  is  a localized  phenomenon,  thought  to  be 
associated  with  vasodilation  of  dependent  arterioles  and  small  blood  vessels  ana  not  due 
to  left  ventricular  dysfunction  or  generalized  fluid  retention.  With  patients  whose  hyper 
tension  is  complicated  by  congestive  heart  failure,  care  should  be  taken  to  differentiate 
this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction. 
Information  for  Patients:  ADALAT  CC  is  an  extended  release  tablet  and  should  be 
swallowed  whole  and  taken  on  an  empty  stomach  It  should  not  be  administered  with 
food.  Do  not  chew,  divide  or  crush  tablets. 

Laboratory  Tests:  Rare,  usually  transient,  but  occasionally  significant  elevations  of 
enzymes  such  os  alkaline  phosphatase,  CPK,  LDH,  SGOT,  and  SGPT  have  been  noted.  The 
relationship  to  nifedipine  merapy  is  uncertain  in  most  cases,  but  probable  in  some.  These 
laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms,  however, 
cholestasis  with  or  without  jaundice  has  been  reported.  A small  increase  (<5%)  in  mean 
alkaline  phosphatase  was  noted  in  patients  treated  with  ADALAT  CC  This  was  an  isolated 
finding  and  it  rarely  resulted  in  values  which  fell  outside  the  normal  range  Rare  instances 
of  allergic  hepatitis  have  been  reported  with  nifedipine  treatment  In  controlled  studies, 
ADALAT  CC  dia  not  adversely  affect  serum  uric  acid,  glucose,  cholesterol  or  potassium. 
Nifedipine  like  other  calcium  channel  blockers,  decreases  platelet  aggregation  in  vitro. 
Limited  clinical  studies  have  demonstrated  a moderate  but  statistically  significant 
decrease  in  platelet  aggregation  and  increase  in  bleeding  time  in  some  nifedipine 
patients.  This  is  thought  to  be  a function  of  inhibition  of  calcium  transport  across  the 
platelet  membrane.  No  clinical  significance  for  these  findings  has  been  demonstrated. 
Positive  direct  Coombs'  test  with  or  without  hemolytic  anemia  has  been  reported  but  a 
causal  relationship  between  nifedipine  administration  and  positivity  of  this  laboratory 
test,  including  hemolysis,  could  not  be  determined 

Although  nifedipine  has  been  used  safely  in  patients  with  renal  dysfunction  and  has  been 
reported  to  exert  a beneficial  effect  in  certain  cases  rare  reversible  elevations  in  BUN  and 
serum  creatinine  have  been  reported  in  patients  witn  pre-existing  chronic  renal  insufficien- 
cy. The  relationship  to  nifedipine  therapy  is  uncertain  in  most  coses  but  probable  in  some. 
Drug  Interactions:  Beta-adrenergic  blocking  agents:  (See  WARNINGS). 


ADALAT  CC  was  well  tolerated  when  administered  in  combination  with  a beta  blocker  in 
187  hypertensive  patients  in  a placebo-controlled  clinical  trial.  However  there  have 
been  occasional  literature  reports  suggesting  that  the  combination  of  nifedipine  and 
beta-adrenergic  blocking  drugs  may  increase  the  likelihood  of  congestive  heart  failure, 
severe  hypotension,  or  exacerbation  of  angina  in  patients  with  cardiovascular  disease 
Digitalis:  Since  there  have  been  isolated  reports  of  patients  with  elevated  digoxin  levels 
and  there  is  a possible  interaction  between  digoxin  and  ADALAT  CC,  it  is  recommended 
that  digoxin  levels  be  monitored  when  initiating,  adjusting,  and  discontinuing  ADALAT  CC 
to  avoid  possible  over-  or  under-digitalization. 

Coumorin  Anticoagulants:  There  have  been  rare  reports  of  increased  prothrombin  time 
in  patients  taking  coumarin  anticoagulants  to  wnom  nifedipine  was  administered 
However,  the  relationship  to  nifedipine  therapy  is  uncertain. 

Quinidine:  There  hove  been  rare  reports  of  an  interaction  between  quinidine  and 
nifedipine  (with  o decreased  plasma  level  of  quinidine). 

Gmetidine:  Both  the  peak  plasma  level  of  nifedipine  and  the  AUC  may  increase  in  the  pres 
ence  of  cimetidine  Ranitidine  produces  smaller  non  significant  increases.  This  effect  of  cime- 
tidine may  be  mediated  by  its  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  nifedipine.  If  nifedipine  thera- 
py is  initiated  in  a patient  currently  receiving  cimetidine,  cautious  titration  is  advised. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Nifedipine  was  adminis- 
tered orally  to  rats  for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to 
rats  prior  to  mating,  nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times 
the  maximum  recommended  human  dose.  In  vivo  mutagenicity  studies  were  negative. 
Pregnancy:  Pregnancy  Category  C.  In  rodents,  rabbits  and  monkeys,  nifedipine  has 
been  shown  to  have  a variety  of  embryotoxic,  placentotoxic  and  fetotoxic  effects, 
including  stunted  fetuses  (rats  mice  and  rabbits)  digital  anomalies  (rats  and  rabbits), 
rib  deformities  (mice)  deft  palate  (mice),  small  placentas  and  underdeveloped  chorion- 
ic villi  (monkeys),  embryonic  and  fetal  deaths  (rats,  mice  and  rabbits),  prolonged  preg- 
nancy (rats;  not  evaluated  in  other  species),  and  decreased  neonatal  survival  (rats;  not 
evaluated  in  other  species).  On  a mg/kg  or  mg/m?  basis,  some  of  the  doses  associated 
with  these  various  effects  are  higher  than  the  maximum  recommended  human  dose 
and  some  are  lower,  but  all  are  within  an  order  of  magnitude  of  it. 

The  digital  anomalies  seen  in  nifedipine-exposed  rabbit  pups  are  strikingly  similar  to 
those  seen  in  pups  exposed  to  phenytoin,  and  these  ore  in  turn  similar  to  the  pha- 
langeal deformities  that  are  the  most  common  malformation  seen  in  human  children 
with  in  otero  exposure  to  phenytoin. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ADALAT  CC  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers:  Nifedipine  is  excreted  in  human  milk.  Therefore,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother 

ADVERSE  EXPERIENCES:  The  incidence  of  adverse  events  during  treatment  with 
ADALAT  CC  in  doses  up  to  90  mg  daily  were  derived  from  multi-center  placebo-controlled 
clinical  trials  in  370  hypertensive  patients.  Atenolol  50  mg  once  daily  was  used  concomi- 
tantly in  1 87  of  the  370  patients  on  ADALAT  CC  and  in  64  of  the  1 26  patients  on  placebo 
All  adverse  events  reported  during  ADALAT  CC  therapy  were  tabulated  independently  of 
their  causal  relationship  to  medication. 

The  most  common  adverse  event  reported  with  ADALAT®  CC  was  peripheral  edema  This 
was  dose  related  and  the  freguency  was  18%  on  ADALAT  CC  30  mg  daily,  22%  on 
ADALAT  CC  60  mg  daily  and  29%  on  ADALAT  CC  90  mg  daily  versus  10%  on  placebo 
Other  common  adverse  events  reported  in  the  above  placebo-controlled  trials  include: 
Headache  (19%,  versus  13%  placebo  incidence);  Flushing/heat  sensation  (4%,  versus 
0%  placebo  incidence);  Dizziness  (4%,  versus  2%  placebo  incidence);  Fatigue/asthenia 
(4%,  versus  4%  placebo  incidence);  Nausea  (2%,  versus  1%  placebo  incidence); 
Constipation  (1%,  versus  0%  placebo  incidence). 

Where  the  frequency  of  adverse  events  with  ADALAT  CC  and  placebo  is  similar,  causal 
relationship  cannot  be  established 

The  following  adverse  events  were  reported  with  an  incidence  of  3%  or  less  in  daily 
doses  up  to  90  mg: 

Body  as  a Whole/Svstemic  chest  pain,  leg  pain  Central  Nervous  System: 
paresthesia,  vertigo  Dermatologic:  rash  Gastrointestinal:  constipation 
Musculoskeletal:  leg  cramps  Respiratory:  epistaxis,  rhinitis  Urogenital:  impo 
tence,  urinary  frequency 

Other  adverse  events  reported  with  an  incidence  of  less  than  1.0%  were: 

Body  as  a Whole/Systemic:  cellulitis,  chills,  facial  edema,  neck  pain,  pelvic  pain, 

Sain  Cardiovascular:  atrial  fibrillation,  bradycardia,  cardiac  arrest,  extrasystole, 
ypotension,  palpitations,  phlebitis,  postural  hypotension,  tachycardia  cutaneous  ang- 
iectases  Central  Nervous  System:  anxiety,  confusion,  decreased  liaido,  depression, 
hypertonia,  insomnia,  somnolence  Dermatologic:  pruritus,  sweating 
Gastrointestinal:  abdominal  pain,  diarrhea,  dry  mouth,  dyspepsia  esophagitis,  flatu 
lence,  gastrointestinal  hemorrhage,  vomiting  Hematologic:  lymphadenopathy 
Metabolic:  gout,  weight  loss  Musculoskeletal:  arthralgia,  artnritis,  myalgia 
Respiratory:  dvspnea,  increased  cough,  rales,  pharyngitis  Special  Senses:  abnor 
mal  vision,  amblyopia,  conjunctivitis,  aiplopia,  tinnitus  Urogenital/Reproductive: 
kidney  calculus,  nocturia,  breast  engorgement 


The  following  adverse  events  have  been  reported  rarely  in  patients  given  nifedipine  in 
other  formulations:  allergenic  hepatitis  alopecia  anemia,  arthritis  with  ANA  (+), 
depression,  erythromelalgia,  exfoliative  dermatitis,  fever,  gingival  hyperplasia,  gyneco- 
mastia, leukopenia,  mood  changes,  muscle  cramps,  nervousness,  paranoid  syndrome, 
purpura,  shakiness,  sleep  disturbances,  syncope,  taste  perversion,  thrombocytopenia, 
transient  blindness  at  the  peak  plasma  level,  tremor  and  urticaria. 
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NEWSMAKERS 


Houston  pathologist  Frederick  F. 
Becker,  MD,  received  the  Princess 
Chulabhorn  Gold  Medal  of  Merit  in 
Science  in  Bangkok,  Thailand. 

Dallas  orthopedic  surgeon  Phil  H. 
Berry,  Jr,  MD,  was  named  recipient  of 
the  1996  Max  Cole  Leadership  Award 
by  the  Dallas  County  Medical  Society. 

Pathologist  Louis  Maximilian  Buja, 

MD,  has  been  named  dean  ol  The  Uni- 
versity of  Texas  Medical  School  at 
Houston,  effective  April  15.  He  suc- 
ceeds Cheves  M.  Smythe,  MD,  who 
served  as  dean  pro  tern. 

Retired  cardiovascular  disease  specialist 
Don  W.  Chapman,  MD,  was  recognized 
as  the  1996  John  P.  McGovern  Com- 
pleat  Physician,  the  highest  honor  of 
the  Houston  Academy  of  Medicine. 
He  pledged  his  $5,000  award  to  the 
Museum  of  Health  & Medical  Science 
and  The  Doctors’  Club. 

Dermatologist  Marvin  E.  Chernosky, 

MD,  and  gynecologist  Richard  Z. 
Hundley,  MD,  were  honored  as  1995 
Distinguished  Physicians  by  Her- 
mann Hospital  in  Houston. 

Houston  cardiovascular  surgeon  Michael 

Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632;  e-mail  johanna_f@texmed.org. 


E.  DeBakey,  MD,  was  inducted  into  the 
1996  Health  Care  Hall  of  Fame  in 
March. 

Temple  ophthalmologist  J.  Paul  Dieck- 
ert,  MD,  was  elected  to  the  Board  of 
Trustees  of  the  Scott  & White  Memo- 
rial Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation. 

Burton  C.  Einspruch,  MD,  Dallas,  was 
appointed  to  represent  the  American 
Psychiatric  Association,  the  Texas  Med- 
ical Association,  and  the  American 
Medical  Association  at  the  Symposium 
on  Ethics  sponsored  by  the  Holocaust 
Museum  in  Washington,  DC. 

Houston  cardiovascular  surgeon  Rafael 
Espada,  MD,  has  received  the  1995  Dis- 
tinguished Service  Award  from  the 
Press  Association  of  Guatemala. 

Austin  anesthesiologist  Earl  L.  Grant, 
MD,  was  presented  the  Gold-Headed 
Cane  Award  and  named  Physician  of 
the  Year  by  the  Travis  County  Medical 
Society. 

Corpus  Christi  obstetrician-gynecolo- 
gist Bill  N.  Griffin,  MD,  was  elected  to 
the  Scientific  Advisory  Board  for  the 
Society  of  Clinical  Densitometry. 

George  G.  Hughes  III,  MD,  Houston, 
assumed  the  presidency  of  the  Hous- 
ton Dermatological  Society. 

Wichita  Falls  internist  George  L. 
LeBeau,  Jr,  MD,  received  the  Distin- 
guished Service  Award  from  the 
Wichita  County  Medical  Society. 


Michael  E.  DeBakey,  MD  Earl  L.  Grant,  MD 


Bill  N.  Griffin,  MD  Martin  L.  Nusynowitz,  MD 


M.  David  Low,  MD,  PhD,  president  of 
The  University  of  Texas  Medical 
School  at  Houston,  was  named  chair  of 
the  health  professions  education  advi- 
sory committee  to  the  Texas  Higher 
Education  Coordinating  Board. 

Dennis  J.  Lynch,  MD,  Temple,  was 
elected  vice  president  of  the  Board  of 
Directors  of  the  American  Society  of 
Plastic  and  Reconstructive  Surgeons. 

Austin  cardiovascular  disease  specialist 
Charles  B.  Mullins,  MD,  has  been  named 
holder  of  the  newly  established  J.  Fred 
Schoellkopf,  Jr,  Chair  in  Cardiology  at 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas. 

Martin  L.  Nusynowitz,  MD,  Galveston, 
was  installed  as  1996  president-elect 
of  the  American  College  of  Nuclear 
Physicians. 
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Working  With 
Consultants 

In  today’s  rapidly  changing  health-care  environment, 
you  may  find  you  need  services  and  advice  you  didn’t 
necessarily  need  in  a fee-for-service  practice. 
Selecting  consultants  and  managing  their  work 
can  be  frustrating,  and  mistakes  are  costly. 

Turn  to  TPSO 

Call  (800)  523-TPSO  for  assistance  with: 

• Identifying  when  you  should  seek  a consultant 

• Locating  the  most  appropriate  advisers 

• Receiving  the  most  from  your  consulting  engagement 

• Avoiding  common  mistakes 

New! 

TPSO  has  developed  the  Advice  on  Getting  Advice 
handbook.  Call  today  to  receive  your  free  copy. 
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People 

Austin  internist  Jane  H.  Preston,  MD,  is 
director  of  the  newly  created  Men- 
ninger  Center  for  Telepsychiatry  in 
Topeka,  Kan.  Dr  Preston  also  has 
been  named  acting  clinical  director  of 
the  International  Consortium  on 
Telepsychiatry. 

Wichita  Falls  Medicine  magazine  was 
among  the  recipients  of  the  Mental 
Health  Association’s  1995  Media 
Award.  Anesthesiologist  V.C.  Saied, 
MD,  is  editor  of  the  publication; 
pathologist  Susan  M.  Strate,  MD,  is 
executive  editor;  and  Carol  Nowell  is 
managing  editor. 

Pathologist  David  H.  Walker,  MD,  was 

appointed  inaugural  holder  of  the 
Carmage  and  Martha  Walls  Distin- 
guished Chair  in  Tropical  Diseases  at 
The  University  of  Texas  Medical 
Branch  at  Galveston. 


DEATHS 


Amiris  Armando  Alcover,  MD,  70; 

Houston;  University  of  Havana- 
Cuba,  1959;  died  April  27,  1995. 

Rafael  Lazaro  Cepero,  MD,  70; 

Odessa;  University  of  Havana-  Cuba, 
1951;  died  January  27,  1996. 

Charles  Eugene  Dobbs,  MD,  73;  Hous- 
ton; Baylor  College  of  Medicine, 
1946;  died  January  21 , 1996. 

Ramiro  P.  Estrada,  MD,  79;  San  Anto- 
nio; The  University  of  Texas  Medical 
Branch  at  Galveston,  1944;  died 
December  29,  1995. 

Norris  Gilfillan,  MD,  65;  Fort  Worth; 
University  of  Iowa  College  of  Medi- 
cine, 1956;  died  January  10,  1996. 

Ray  Lynn  Green,  MD,  67;  Plainview; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1961;  died  Jan- 
uary 13,  1996. 
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People 

Lewis  Michael  Heifer,  MD,  89;  San 

Antonio;  University  of  Illinois  College 
of  Medicine,  1934;  died  January  14, 
1996. 

Haden  Edwards  McKay,  Jr,  MD,  87; 

Humble;  University  of  Health  Sci- 
ences/Chicago Medical  School,  1936; 
died  January  13,  1996. 

William  Carl  Nowlin,  MD,  73;  Little- 
field; The  University  of  Texas  South- 
western Medical  School,  1946;  died 
December  20,  1995. 

Louis  Stapleton  Riley,  Jr,  MD,  67;  Web- 
ster; Baylor  College  of  Medicine, 
1958;  died  December  4,  1995. 

Jake  Shapira,  MD,  80;  Midland;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1939;  died  January  3,  1996. 

William  Aaron  Shields,  Jr,  MD,  71; 

Corpus  Christi;  The  University  of 
Texas  Southwestern  Medical  School, 
1951;  died  January  27,  1996. 

Charles  W.  Sisk,  MD,  61;  Pampa;  Uni- 
versity of  Illinois  College  of  Medicine, 
1960;  died  January  14,  1996. 

William  Skokan,  MD,  83;  Fort  Worth; 
University  of  Nebraska  College  of  Med- 
icine, 1942;  died  January  31,  1996. 

J.  Edward  Stern,  MD,  88;  El  Paso; 
Columbia  University  College  of 
Physicians  and  Surgeons,  1 930;  died 
July  29,  1995. 

David  Robert  Weakley,  MD,  62;  Dallas; 
Johns  Hopkins  University  School  of 
Medicine,  1957;  died  December  13, 

1995. 

Fred  G.Wright,  MD,  49;  Lubbock;  The 
University  of  Texas  Medical  School  at 
San  Antonio,  1973;  died  January  13, 

1996. 


Sick  Over  Malpractice 
Insurance  Premiums? 

Rejected,  cancelled  or  non-renewed? 

In  a high-risk  specialty? 
El  Dorado  has  the  cure! 

Licensed  and  admitted  carrier  with 
S&P  rating  of  A+  for  claims  paying  ability. 

W Cost-saving  policy  with  premium 
financing  available. 

'*  Risk  Management  Program  to  help 
you  return  to  a standard  policy. 

W Coverage  for  all  specialties  and 
an  alternative  to  the  JUA  program. 

El  Dorado  is  dedicated  to  the  unique 
needs  of  the  medical  professional. 

For  more  information, 
call  Claudia  Cox  or  Boh  King  at 
(800)  221-3386  or  (713)  521-9251, 
or  Fax  (713)  521-0125. 

EL  DORADO 

INSURANCE  AGENCY,  INC. 


‘INSURANCE  PI. US” 


. SINCE  1968 


P.O.  Box  66571  • Houston,  Texas  77266-6571 

© 1996,  El  Dorado  Insurance  Agency,  Inc. 


^ERMATOPATHOLOGY 


.a 


BORATOMES 


FREEMAN  B COCKERELL 


DERMATOPATHOLOGY  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAY  J.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 
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Ask  a neighbor. 


A house  is  made  of  walls  and 
beams,  but  a home  is  built  with 
hopes  and  dreams. 

We  couldn’t  agree  more, 
because  for  more  than  75  years 
we’ve  been  helping  people 


discover  life’s  simpler  pleasures 
in  the  country.  We  re  your 
loca  ■ly  -owned  and  operated 
Federal  Land  Bank  Association. 

You  won’t  find  a deeper 
appreciation  for  your  hopes,  a 


1-800-922-5263 


Call  now  for  information,  or  to  apply  for  a loan  to  buy  land 


Tell  a friend. 


better  understanding  of  your 
hnancial  n eeds,  or  a stronger 
commitment  to  be  your  lender, 
whether  you’re  looking  to 
purchase  land,  or  to  buy,  build, 
improve,  or  refinance  a home. 


Just  as  k th  e more  than  90 
percent  of  our  customers  who  d 
recommend  us  to  a friend  or 
neighbor.  When  it  comes  to 
serving  your  financial  needs,  we 
open  doors. 


LAND BANK 

0&f» 'otxa/UffK/ 


Part  of  the  fabric  of  rural  life. 


or  the  home  of  vour  dreams  in  the  country. 
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Enjoy  educational  and 
recreational  activities  at 
TMA  Annual  Session 
in  San  Antonio 


The  San  Antonio 
Riverwalk  plays  host 
to  the  many  special 
features  of  the  Texas  Med- 
ical Association’s  129  th 
Annual  Session  May  9-12. 
TMA  members  can  attend 


the  general  session  on 
genetic  therapies,  choose 
from  230  hours  of  continu- 
ing medical  education 
(CME),  and  catch  up  on 
cutting-edge  medical  issues 
and  procedures  with  the  10 


ongoing  symposia  and  20 
clinical  section  meetings. 

On  p 18  is  a partial  cal- 
endar of  the  meeting’s 
events,  which  include  ses- 
sions of  the  TMA  House  of 
Delegates.  Reference  com- 
mittees on  Public  Health, 
Socioeconomics,  Medical 
Education  and  Scientific 
Affairs,  Constitution  and 
Bylaws,  and  Financial  and 
Organizational  Affairs  will 
hold  open  hearings  on  May 
9 to  address  numerous 
issues,  including  managed 
care,  public  health,  envi- 
ronmental health,  and 
CME.  Friday’s  highlights 
include  scientific  programs 
on  sleep  disorders,  the  pre- 
vention of  societal  violence, 
and  physicians  and  spiritu- 
ality, as  well  as  the  Women’s 


Health  Review  1996.  A 
program  on  the  McKenzie 
approach  to  the  care  of  low- 
back  and  neck  pain  is 
planned  for  Saturday  and 
Sunday. 

A joint  installation  and 
reception  Friday  evening 
honors  incoming  TMA 
President  Hugh  Lamens- 
dorf,  MD,  of  Fort  Worth, 
and  incoming  TMA 
Alliance  President  Barbara 
Chapman,  of  Dallas. 

More  than  30  nation- 
ally recognized  speakers 
will  offer  their  expertise 
during  scientific  programs 
and  panel  discussions. 
Problem-solving  panels 
will  highlight  topics  such  as 
the  link  between  stress  and 
disease,  emerging  infec- 
tions in  the  workplace,  and 
depression  in  children  and 
adolescents. 

About  250  scientific 
and  technical  exhibits  will 
be  on  display  in  the  North 
Exhibit  Hall  of  the  Henry 
B.  Gonzalez  Convention 
Center  from  8 am  to  5:30 
pm  on  Thursday  and  Fri- 
day, and  from  8 am  to 
2:30  pm  on  Saturday.  The 
exhibits  will  include  med- 
ical student  poster  presen- 
tations and  opportunities 
for  attendees  to  explore 
Medline  free  of  charge 
using  the  Grateful  Med 
software  at  the  Library 
Information  Center. 

The  TMA  Alliance  is 
holding  its  convention  at 
the  La  Mansion  del  Rio 
Hotel  in  conjunction  with 
annual  session.  Texas  First 
Lady  Laura  Bush  will  par- 
ticipate in  the  Awards  Cele- 
bration Reception  on 
Thursday.  Other  alliance 
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events  include  the  House  of 
Delegates  meeting,  a recep- 
tion honoring  Supreme 
Court  candidates  and  rec- 
ognizing San  Antonio  legis- 
lators, and  a political  action 
seminar.  Trinity  University 
Professor  John  Stoessinger, 
PhD,  will  deliver  the 
keynote  address,  “Good 
People  in  Dark  Times,”  at 
the  closing  luncheon  on 
Friday.  The  TMA  Alliance 
has  also  planned  tours  of 
San  Antonio  sites  such  as 
the  Southwest  Craft  Cen- 
ter, the  Japanese  Tea  Gar- 
den, and  the  King  William 
District. 

The  TMA  Annual  Ses- 
sion is  headquartered  at  the 
Henry  B.  Gonzalez  Con- 
vention Center.  Attendees 
will  have  opportunities  to 
relax  between  meetings 
with  a golf  tournament, 
power  walks  on  the  river, 
and  tours  of  San  Antonio. 
The  TMA  Foundation’s  “A 
Lone  Star  Affair:  Takin’ 
Care  of  Texas”  is  an  oppor- 
tunity to  dance  the  night 
away  in  denim  and  dia- 
monds, as  well  as  raise 
funds  to  meet  the  health 
challenges  of  Texas. 

For  more  information, 
contact  TMA’s  annual  ses- 
sion and  meeting  manage- 
ment department  at  (800) 
880-1300,  ext  1452,  or 
(512)  370-1452. 


Correction 

Dennis  J.  Factor,  MD, 
practices  obstetrics-gyne- 
cology in  Dallas,  not  Fort 
Worth,  as  stated  in  the 
March  issue  (p  19).  Texas 
Medicine  regrets  the  error. 


Expect  Texas-sized  fun  at 
THA  Foundation  benefit 


Come  alone  or  form  a posse! 

Either  way,  you’re  bound  to 
have  a good  time  at  the  TMA 
Foundation’s  third  annual  benefit  on 
Friday,  May  10,  from  7 to  1 1:30  pm, 
during  annual  session  in  San  Antonio. 
The  Foundation  is  “Takin'  Care  of 
Texas”  with  proceeds  raised  at  its  cele- 
bration, “Texas  — A Lone  Star  Affair.” 

The  Grand  Ballroom  of  the  Mar- 
riott Rivercenter  will  be  transformed 
into  a scenic  Texas  panorama  — the 
Hill  Country,  Rio  Grande  Valley,  and 
West  Texas  prairie.  Mariachis  will  sere- 
nade while  you  enjoy  a sumptuous 
Texas  buffet,  watch  the  tricks  of  a pro- 
fessional roper,  or  have  your  photo 
taken  on  a “bull.”  After  dinner,  you  can 
twist,  two-step,  or  tango  to  the  sounds 
of  the  Oh  So  Good  Band,  a San  Anto- 
nio favorite.  And  if  you  don’t  know 
how  to  dance,  line-dance  instructors 
will  show  you  how. 

Celebrate  Texas  long  after  the 
evening  is  over  by  winning  a Lone  Star 
treasure  at  the  silent  auction.  Ponder 


this  preview  and  prepare  to  bid:  Amer- 
ican Airline  tickets  for  two  to  the 
Caribbean  or  to  anywhere  in  the  con- 
tinental United  States;  an  evening  of 
comedy  and  dining  in  Austin;  a day  of 
fishing  at  Baffin  Bay;  handcrafted  jew- 
elry; and  more. 

Proceeds  support  the  TMA  Founda- 
tion and  its  mission  of  funding  initia- 
tives to  meet  the  health  challenges  of 
Texas.  Priority  areas  for  funding  include 
violence  and  child  abuse  prevention; 
preventive  medicine  and  the  Healthy 
Patient  2000  campaign;  tuberculosis 
and  other  communicable  diseases;  and 
special-population  concerns,  including 
border  health  and  teen  pregnancy. 

If  you  purchase  a Friendship  spon- 
sor ticket  at  $100  (charitable  contri- 
bution is  $60),  you  will  be  recognized 
in  the  benefit  program  and  Founda- 
tion newsletter.  Regular  tickets  are 
$75  each,  with  a $35  charitable  con- 
tribution. Call  (800)  880-1300,  ext 
1663,  or  (512)  370-1663  to  purchase 
your  tickets. 
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Annual  Session  at  a Glance 

1 29th  Annual  Session  • May  9-12,  1996  • San  Antonio 

WEDNESDAY  - May  8 

Ophthalmology 

Allergy,  Asthma  and 

Golf  Tournament  (tee  off  1:30) 

(8-noon;  l;30-5:30) 

Clinical  Immunology 

Otolaryngology 

Colon  and  Rectal  Surgery  ; 

THURSDAY  - May  9 

Plastic,  Reconstructive  & 

(9-noon) 

Maxillofacial  Surgery 

Internal  Medicine  (8-5) 

8-9:30  am 

Psychiatry 

Neurological  Surgery 

House  of  Delegates 

Public  Health 

(8:30-noon) 

Surgery 

Neurology  (9-5:15) 

8 am-5:30  pm 

Ophthalmology  (8-noon) 

Exhibits 

Symposia 

Ophthalmology  Legislative 

Diabetes  ( 1 :30-5) 

and  Political  Workshop  ; 

9 am-5  pm 

Pain  (1-5) 

(noon-2:30)  ; 

Texas  Academy  of 

Physicians  and  Spirituality 

Ophthalmology  OMIC 

Family  Physicians 

(9-noon) 

Workshop  (3-5:30) 

The  Prevention  of  Societal 

Otolaryngology  (9-noon) 

10  am-l  pm 

Violence  (2-5) 

Pathology  (9-noon) 

Reference  Committees 

Rheumatic  Diseases  (1  l-noon) 

Pediatrics  (8-noon) 

Sleep  Disorders  (American 

Physical  Medicine  and 

Scientific  Sections 

Sleep  Disorders  Assn / 

Rehabilitation  (8-2) 

Digestive  Diseases  (8:30-noon) 

Diseases  of  the  Chest)  (2-5) 

Plastic,  Reconstructive  & 

Sports  Medicine  (8-noon) 

Maxillofacial  Surgery  (8-2) 

Symposia 

Women’s  Health  Review 

Symposia 

Emergency  Medicine  (9-1) 

1 996/Obstetrics  and 

Medicine  and  the  Law  (9-12:30) 

Gynecology  (8-5  ) 

Addictions  (8-5) 

Rheumatic  Diseases  (1  l-noon) 

Cardiovascular  Diseases 

Transfusion  Medicine  for 

Specialty  Societies 

(9-5:15) 

Primary  Care  Physicians  (2-5) 

Texas  Dermatological  Society 

Diabetes  (8:30-noon)  j 

(1:30-5) 

Geriatrics  (8:30-5) 

1:30-4  pm 

Texas  Orthopaedic  Assn / 

Modern  Strategies  in  the  Care 

General  Session: 

Texas  Society  of  Sports 

of  Low  Back  and  Neck  Pain  j 

Genetic  Therapies  — 

Medicine  (1:30-5) 

(8-5) 

Present  and  Future 

2-5  pm 

Rheumatic  Diseases  (1  l-noon) 

After  6 pm 

Risk  Management  Workshop 

8:30  am- 12:30  pm 

Alumni  Events 

Grateful  Med 

County  Medical  Society 

5:15-7  pm 

House  of  Delegates  Sections 

Receptions 

TMA/TMAA  Presidents’ 

Specialty  Society  Functions 

Installation  and  Reception 

Organized  Medical  Staff 

Medical  Student 

FRIDAY  - May  10 

7-1  1:30  pm 

Resident  Physician 

8 am-5:30  pm 

TMA  Foundation  Benefit 

Young  Physician 

Exhibits 

SATURDAY  - May  1 1 

After  6 pm 

Alumni  Events 

9 am-noon;  1:30-3  pm 

8 am-2:30  pm 

Specialty  Society  Functions 

House  of  Delegates 

Exhibits 

SUNDAY -May  12 

Scientific  Sections 

Specialty  Societies 

9 am-noon;  2-5  pm 

Texas  Dermatological  Society 

Specialty  Societies 

Diseases  of  the  Chest 

(9-4:30) 

Texas  Dermatological  Society  ! 

(9-noon) 

Texas  Orthopaedic 

(9-noon) 

Endocrinology  (8-12:30) 

Association  (8:30-1:45) 

Family  Practice 

Texas  Society  of 

Symposia 

Neurological  Surgery  (8:30-5) 

Anesthesiologists  (7:50-4:45) 

Modern  Strategies  in  the  Care 

Neurology 

of  Low  Back  and  Neck  Pain 

Occupational  Medicine 

Scientific  Sections 

(8:30-4) 

(8:15-5) 

9 am-noon;  2-5  pm 

Concealed  handgun 
law  has  safety, 
legal  implications 
for  physicians 

By  Carly  L.  Price 
Editorial  intern 

The  Texas  Concealed 
Handgun  Permit 
Law,  which  went 
into  effect  at  the  begin- 
ning of  this  year,  changes 
the  way  many  physicians 
must  deal  with  safety  and 
liability  issues  in  the  office. 
The  new  law,  which  allows 
licensed  individuals  to 
carry  concealed  handguns 
in  many  places  they  could 
not  before,  is  accompanied 
by  new  safety  regulations 
and  increased  liability  for 
employers.  By  learning 
these  safety  rules,  you  can 
help  protect  your  practice, 
patients,  and  employees. 

While  the  new  law  does 
allow  licensees  to  carry 
their  weapons  in  more 
places,  it  does  not  give 
them  a general  right  to 
carry  handguns,  nor  does  it 
weaken  the  rights  of  prop- 
erty owners,  landlords,  ten- 
ants, or  employers.  These 
individuals  retain  the  right 
to  exclude  people  carrying 
handguns  from  owned  or 
leased  property,  and  the 
right  to  impose  conditions 
on  their  employees.  Con- 
cealed handguns  are  not 
permitted  in  hospitals  or 
nursing  homes,  which  may 
give  some  automatic  pro- 
tection to  physicians  who 
practice  in  these  locations. 

Employers  are  specifi- 
cally allowed  to  forbid 
employees  from  carrying 
concealed  handguns  at 
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work.  Physicians  can  imple- 
ment a strict  policy  against 
concealed  handguns  on 
their  premises  by  having 
each  employee  sign  a state- 
ment that  he  or  she  has  read 
and  understood  the  policy. 
If  there  is  no  proof  of  the 
policy  and  it  is  not  fully 
enforced,  a practice  may  still 
be  liable  in  the  event  that  an 
employee  injures  or  kills 
someone  with  a concealed 
weapon  while  on  the  job. 

Alternatively,  a practice 
also  has  the  right  to  allow 
concealed  handguns  at 
work,  but  may  be  liable  il 
an  employee  injures  or  kills 
someone  on  the  premises, 
and  il  the  victim  alleges  the 
employer’s  supervision  or 
hiring  of  the  employee  was 
negligent. 

In  addition  to  limiting 
employees’  rights  to  carry 
concealed  weapons,  prop- 
erty owners,  tenants,  and 
employers  can  also  prohibit 
patients  or  visitors  from 
carrying  such  weapons  on 
their  property.  Anyone 
who  breaks  this  rule  is  sub- 
ject to  prosecution  for 
criminal  trespass,  provided 
that  a visible  and  conspicu- 
ous sign  has  been  posted  to 
inform  all  visitors  of  the 
rule.  The  Department  ol 
Public  Safety  (DPS)  has 
published  rules  on  signs  in 
areas  where  handguns  are 
prohibited,  such  as  hospi- 
tals, nursing  homes,  and 
establishments  where  alco- 
hol is  served.  The  following 
guidelines,  based  on  the 
DPS  rules,  are  offered  for 
physician  offices. 

• The  sign  must  appear 

in  contrasting  colors 


with  block  letters  at 
least  1 inch  high. 

• rhe  sign  must  be  dis- 
played in  a conspicuous 
manner  and  should  be 
clearly  visible  from  the 
outside  or  immediately 
inside  each  public  and 
employee  entrance. 

• Physicians  are  not 
required  to  post  signs 
by  fire  exits,  interior 
entrances,  or  entrances 
to  individual  rooms. 

• I he  following  wording 
for  signs  has  been 
approved  by  the  Depart- 
ment ol  Public  Safety: 
“Possession  of  a hand- 
gun under  authority  of 
Texas  Concealed  Hand- 
gun Permit  Law,  Texas 
Civil  Statutes,  Article 
44l3(29ee),  is  prohib- 
ited in  this  building.” 
Or  it  may  read  “Posses- 
sion of  a handgun  ...  is 
prohibited  beyond  this 
point.” 

Although  there  may  be 
other  ways  to  post  a no- 
handgun policy,  these 
guidelines  are  intended  to 
help  physicians  ensure  that 
proper  notice  has  been 
provided.  And  a practice’s 
landlord  may  also  prohibit 
concealed  handguns  if  the 
lease  says  the  landlord  can 
do  so. 

Physicians  should  not 
prohibit  anyone  from  car- 
rying concealed  handguns 
in  parking  lots,  as  occu- 
pants and  visitors  will  need 
a place  to  keep  their  hand- 
guns while  in  the  building. 
The  legislature  specifically 
allows  concealed  handguns 
in  parking  lots  of  hospitals, 
bars,  and  other  places 


where  concealed  handguns 
are  banned.  Otherwise, 
those  who  carry  handguns 
would  have  to  leave  them  at 
home  or  park  in  a remote 


area,  which  could  result  in 
liability  for  the  practice  if 
an  individual  was  injured 
as  a result  of  either  of  these 
circumstances. 


EVP  Robert  G.  Mickey 
announces  plan  to  retire 

Executive  Vice  Presi- 
dent Robert  G. 
Mickey  has  an- 
nounced his  plan  to  retire 
from  Texas  Medical  Asso- 
ciation service  effective 
December  3 1 of  this  year. 

A veteran  member  of 
theTMA  staff,  Mr  Mickey 
will  complete  29  years  of 
service  later  this  year.  He 
has  been  the  executive  vice 
president  and  chief  execu- 
tive officer  for  10  years. 

A native  of  Austin,  Mr 
Mickey  graduated  from 
The  University  of  Texas  at 
Austin  with  a degree  in 
mathematics  and  econom- 
ics. His  wife,  Anita,  also 
graduated  from  UT-Austin 
with  a business  degree. 
Their  daughter  and  son-in- 
law,  Elizabeth  and  Greg 
Lisso,  graduated  from  Texas 
A&M  University  and  live 
in  Lufkin.  Son  Robert  is  a 
Brown  University  graduate 
now  working  on  his  PhD 
in  international  relations  at 
Harvard  University. 

Prior  to  his  TMA  ser- 
vice, Mr  Mickey  served  as 
executive  director  of  the 
Dallas  County  Unit  of  the 
American  Cancer  Society. 
He  was  a naval  officer  with 
the  7th  Fleet  during  the 
Korean  War. 


During  his  29  years  of 
TMA  service,  Mr  Mickey 
held  a number  of  manage- 
ment positions  prior  to  his 
selection  as  executive  vice 
president  in  fall  1986.  He 
also  was  executive  director 
ofTEXPAC  for  9 years. 

Board  of  Trustees  Chair 
Alan  C.  Baum,  MD,  has 
expressed  the  Board’s 
appreciation  for  Mr 
Mickey’s  innovative  and 
faithful  service  to  the  asso- 
ciation. 

The  Board  of  Trustees 
has  organized  and  com- 
menced a search  for  a suc- 
cessor. The  selection  will 
be  made  later  this  year. 
Individuals  who  have  a 
record  of  top  management 
service,  preferably  in  the 
medical  association  field, 
should  submit  resumes  to 
Dr  Baum  no  later  than 
May  1 at  the  association’s 
headquarters,  401  W 15th 
St,  Austin,  TX  78701. 
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TEXAS  MEDICINE  HOUNDS 


By  Teri  Lee  Jones 

Pathology 

Body  business 


SINCE  THE  FIRST  RECORDED  NECROPSY 
was  performed  in  1341  to  determine  the  cause  of 
death,  pathology  has  long  been  associated  largely 
with  autopsies  - — at  least  in  the  public’s  view.  But  as 
medicine  knows,  these  consultants  to  clinicians,  who  are 
often  referred  to  as  “the  doctor’s  doctor,”  do  much  more. 
In  the  United  States,  physicians  began  identifying  them- 
selves as  pathologists  as  early  as  1914,  and  pathology  has 
branched  into  a dozen  subspecialties  in  the  50  years  since 
becoming  a board-certified  specialty.  The  Texas  Society 
of  Pathologists,  the  nation’s  first  state  pathology  society, 
celebrates  its  75th  anniversary  this  year. 

Number  of  pathologists  in  Texas:  1 ,364 

Number  in  the  nation:  17,781 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  29.4%  of  those  physicians  who  had  described 
pathology  as  their  primary  specialty  between  1981  and 
1994. 

Texas  average  income  range:  $100,000  to  $250,000. 

Key  concerns:  “Commoditization”  of  laboratory  medi- 
cine; potential  for  communication  breakdowns  as  speci- 
mens are  routed  to  ever-larger  laboratories,  sometimes  far 
from  patients  and  their  attending  physicians;  increasing 
administrative  burdens  and  government  regulations. 


What  pathologists  like  most  about  their  specialty:  Its  sci- 
entific focus;  the  variety  of  cases  and  the  challenge  of  dif- 
ficult ones;  a relatively  predictable  schedule;  abundant 
opportunities  to  organize  and  use  management  skills. 

What  pathologists  often  don’t  like  about  their  specialty: 

Administrative  problems  over  which  they  have  no  con- 
trol but  for  which  they  are  held  responsible;  abundant 
regulations;  the  public’s  misconceptions  of  the  specialty. 

Pathologists  have  to:  Love  science  — anatomy  and  his- 
tology; deal  with  more  people  than  they  are  generally 
thought  to  have  to  deal  with;  be  able  to  organize  people 
and  tasks;  communicate  well. 

Personality  traits:  Analytical;  serious;  detail-oriented; 
compulsive;  tendency  to  be  aloof. 

Pathologists’  pet  peeves:  “Quincy  Jones  ’ stereotype;  per- 
ception that  they  don’t  have  to  be  on  call  like  other  physi- 
cians; not  being  considered  “real”  doctors. 


Sources:  Texas  State  Board  of  Medical  Examiners,  Texas  Society  of 
Pathologists,  American  Medical  Association,  College  of  American 
Pathologists,  American  Board  of  Pathology 


1921  — Texas  Society  of  Patholo- 
gists founded.  Membership  totals 
S85. 

1922  — American  Society  of 
Clinical  Pathologists  founded. 
Physician  membership  totals 

1 1,800.  Membership  including 
other  medical  laboratory  profes- 
sionals totals  72,500. 

1936  — American  Board  of 
Pathology  approved.  In  1995, 
there  were  1 9,403  American  and 
Canadian  physicians  board  certi- 
fied in  anatomic  or  clinical 
pathology. 

1947  — College  of  American 
Pathologists  founded.  Member- 
ship totals  15,000. 
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Survey  reveals  more 
medical  school  graduates 
are  staying  in  Texas 

The  Texas  Medical 
Association  has  com- 
pleted surveys  of  the 
1995  Texas  medical  school 
graduates  and  of  the  resi- 
dents and  fellows  complet- 
ing training  in  the  state. 
The  graduate  survey  reflects 
responses  from  734  of  the 
nearly  1,200  graduates, 
while  the  resident  survey 
reflects  the  responses  ol  854 
ol  an  estimated  1,100  resi- 
dents and  fellows.  There  are 
more  than  5,200  residents 
and  fellows  training  in 
Texas  at  any  given  time. 

The  two  studies  are 
among  four  being  con- 
ducted byTMA.  The  other 
two  involve  the  state’s 
physician  workforce  and 
graduate  medical  educa- 
tion programs,  and  will  be 
published  later  this  year. 

Among  the  findings  of 
the  first  two  surveys  are: 


• More  medical  school 
graduates  are  remaining 
in  Texas  for  residency 
training,  a critical  step 
in  retaining  them  for 
Texas’  physician  work- 
force. Sixty  percent  ol 
the  respondents  selected 
Texas  graduate  medical 
education  programs,  a 
reversal  from  the  1980s 
when  60%  left  Texas 
because  it  did  not  have 
enough  first-year  resi- 
dency positions. 

• Thirty-five  percent  of 
the  graduates  are  wo- 
men. Women  repre- 
sented 40%  ol  the  1994 
medical  school  entrants. 
Sixty-four  percent  of 
the  residents  and  fellows 
are  men,  while  36%  are 
women.  Nationally,  wo- 
men accounted  for 
42.2%  ol  the  entering 
class  at  allopathic  med- 
ical schools  and  36.3% 
at  osteopathic  schools. 
If  this  trend  continues, 
the  share  of  women  in 


the  nation’s  physician 
workforce  will  come 
closer  to  that  of  men  in 
the  next  century. 

• A majority  ol  graduates, 
residents,  and  fellows 
are  choosing  the  gener- 
alist fields  of  family 
practice,  internal  medi- 
cine, and  pediatrics,  as 
well  as  obstetrics-gyne- 
cology. Of  those  re- 
spondents choosing  a 
subspecialty,  1 1%  chose 
cardiovascular  diseases, 
6%  chose  adolescent 
psychiatry,  5%  chose 
nephrology,  and  4% 
chose  gastroenterology. 
Women  residents  and 
fellows  selected  pedi- 
atrics at  3 K times  the 
rate  of  men,  while  men 
selected  anesthesiology 
and  general  surgery  in 
higher  proportion  than 
women. 

• Twenty-two  percent  of 
the  residents  and  fel- 
lows are  international 
medical  graduates. 


• Eighty-six  percent  of 
the  residents  and  fellows 
said  they  intend  to  prac- 
tice direct  patient  care, 
and  47%  said  they  plan 
to  join  a group  practice. 
Forty-seven  percent  said 
they  intend  to  practice 
in  a large  city  or  suburb 
of  a large  city,  and  only 
12%  prefer  a small  city 
or  rural  community. 

• Medical  school  students 
are  getting  older.  Only 
33%  of  those  surveyed 
represented  the  tradi- 
tional medical  student 
who  completes  his  or  her 
degree  by  age  26,  while 
45%  were  between  27 
and  30  when  they  gradu- 
ated. Twenty-two  per- 
cent were  over  30. 

• Despite  programs  de- 
signed to  recruit,  enroll, 
and  retain  minorities, 
only  10%  ol  the  gradu- 
ates were  Hispanic  and 
1 % were  African  Amer- 
ican. 


US  and  Mexico 
fight  tuberculosis 

Texas  Medical  Association 
President  Mark  J.  Kubala,  MD,  left, 
discusses  plans  to  combat  tuber- 
culosis with  Philip  R.  Lee,  MD,  US 
assistant  secretary  for  health, 
center,  and  Roberto  Gamboa 
Mascarenas,  consul  general  of  the 
Mexican  Consulate  in  Austin,  at  a 
tuberculosis  symposium  held  this 
February  atTMA  headquarters  in 
Austin.  Cohosted  by  the  Texas 
Department  of  Health  and  the 
Mexican  Consulate  in  Austin,  the 
symposium  began  an  aggressive 
binational  campaign  to  fight 
tuberculosis  in  the  US-Mexico 
border  region,  where  TB  rates 
persist  well  above  the  national 
levels  of  both  countries. 
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Pathology’s  past  on  display 
in  library  exhibit 

Members  of  the 
Texas  Society  of 
Pathologists  aren’t 
the  only  ones  celebrating 
their  75  years  of  existence. 
Visitors  to  “History  of 
Pathology  in  Texas,”  an 
exhibit  on  display  now 
through  June  30  in  the 
Texas  Medical  Association 
History  of  Medicine  Gal- 
lery, can  also  look  back  at 
the  advances  made  in 
pathology. 

The  exhibit  begins  with 
Robert  Virchow’s  early 
findings  of  cellular  pathol- 
ogy and  continues  through 
today’s  genetic  research 
and  theories  on  the  causes 
of  cancer.  Tools  used 
through  the  years  to  iden- 
tify conditions  and  the 
specific  causes  of  disease, 
such  as  an  early  19th-cen- 
tury microscope,  an  elec- 
trocardiograph machine, 
blood  analysis  equipment, 
and  rare  wax  moulages, 
will  be  on  display.  The 
exhibit  also  includes  arti- 
facts and  photographs  of 
Texas’  pathology  pioneers. 

The  gallery  is  located 
on  the  first  floor  of  the 
TMA  building  at  401  W 
15th  St  in  Austin.  The 
exhibit  can  be  viewed 
from  8:15  am  to  7 pm, 
Monday  through  Friday, 
and  9 am  to  1 pm  on  Sat- 
urday. The  TMA  building 
is  closed  on  major  holi- 
days. For  more  informa- 
tion, contact  Susan  Brock 
in  the  TMA  Library  at 
(800)  880-1300,  ext  1540, 
or  (512)  370-1540. 


A professor  and  his  students  work 
in  a pathology  lab  at  Long  Island 
College  Hospital  in  1883. 


Improve  communication 
with  patients  about  STDs 

One  fourth  of  the 
victims  of  these 
serious  and  some- 
times life-threatening  infec- 
tions are  teenagers,  and  two 
thirds  are  under  25,  accord- 
ing to  the  American  Social 
Health  Association  (ASHA). 
“Sexually  transmitted  dis- 
eases (STDs)  infect  one  in 
four  adults  and  are  spread- 
ing at  the  rate  of  12  million 
new  cases  per  year,”  said 
ASHA  President  Peggy 
Clarke. 

Yet  one  third  of  respon- 
dents in  a recent  Gallup 
survey  of  adults  in  the 
United  States  and  five 
European  countries  could 
not  name  an  STD  other 
than  HIV  or  AIDS.  More 
than  half  of  the  respon- 
dents also  said  that  health- 


care providers  spend  “no 
time  at  all”  discussing 
STDs  with  them,  which 
may  explain  the  public’s 
surprising  inability  to 
identify  them. 

As  National  STD 
Awareness  Month,  April  is 
a good  time  for  physicians 
to  reexamine  their  atti- 
tudes toward  communicat- 
ing about  STDs,  experts 
say,  especially  for  those 
who  deal  with  teenagers. 

“A  lot  of  physicians 
today  weren’t  trained  in 
terms  of  how  to  talk  with 
young  people  about  risky 
behaviors,  including  sexu- 
ality,” said  pediatrician 
Stephen  E.  Barnett,  MD, 
director  for  school  health 
and  community  pediatrics 
at  The  University  of  Texas 
Medical  Branch  at  Galve- 
ston. “But  we’ve  got  to  get 
the  right  message  across  to 


people  early,  and  we’ve  got 
to  do  a better  job  than 
we’re  doing  right  now.” 

An  estimated  40  million 
Americans  have  genital  her- 
pes, 40  million  have  human 
papilloma  virus,  and  1 mil- 
lion are  living  with  HIV  or 
AIDS,  according  to  ASHA. 
Because  chlamydia  often 
goes  undetected,  it  is  the 
most  rapidly  advancing 
STD,  with  4 million  new 
infections  each  year.  And 
gonorrhea  accounts  for 
800,000  new  infections 
annually. 

For  confidential  con- 
sultation or  free  written 
information,  physicians 
may  refer  patients  to  the 
National  STD  Hotline  at 
(800)  227-8922.  Physi- 
cians also  may  call  (800) 
972-8500  to  order  free 
guides  to  sexual  health 
communication. 
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By  Larry  BeSaw 

More  than  60  physicians 
in  West  Texas  have 
formed  Midland  Odessa 
Medical  Healthcare  Part- 
ners, the  largest  fully 
integrated  multispecialty 
physician  group  practice 
in  the  area.  “We  can  do  a 
much  better  job  of  con- 
trolling the  escalating 
costs  of  medicine  as  a 
group  today  than  we  can 
as  individuals,’’  said  Shel- 
ton Viney,  MD,  chair  of 
the  group. 

Two  Texas  health-care 
firms  have  filed  a federal 
antitrust  lawsuit  in  El 
Paso  against  Columbia- 
HCA  Healthcare  Corp, 
accusing  it  of  trying  to 
monopolize  the  home 
health  industry  by  refer- 
ring patients  from  its 
hospitals  exclusively  to 
businesses  owned  or  oth- 
erwise linked  to  the  cor- 
poration. It  also  accuses 
the  company  of  pressur- 
ing staff  physicians  at  its 
hospitals  to  stop  refer- 
ring patients  to  the  plain- 
tiffs’ firms.The  lawsuit, 
which  seeks  unspecified 
damages,  was  filed  by 
Columbia  Health  Ser- 
vices of  El  Paso  Inc  (not 
affiliated  with  Columbia- 


HCA)  and  Shepard’s 
Crook  Nursing  Agency 
Inc,  of  Pampa.  Columbia- 
HCA  had  no  immediate 
comment  on  the  suit. 

Meanwhile,  Columbia- 
HCA  has  chosen  Fort 
Worth  to  be  the  head- 
quarters of  its  nation- 
wide physician  and 
medical  service  referral 
network.  The  referral  ser- 
vice provides  callers  to  a 
toll-free  number  with 
free  referrals  to  Colum- 
bia physicians,  hospitals, 
and  outpatient  centers. 
Columbia  also  has  hired 
a Richmond, Va,  public 
relations  firm  to  launch  a 
multimillion-dollar  adver- 
tising campaign  to  make 
Columbia  as  well  known 
as  it  is  big.  (Fort  Worth 
Star-Telegram) 

An  Interstudy  Publica- 
tions report  lists  Houston 
among  the  top  five  large 
markets  for  health  main- 
tenance organization 
(HMO)  growth  in  the 
country. Two  other  areas 
ofTexas  — Galveston- 
Texas  City  and  Lubbock 
— are  projected  to  be  in 
the  top  five  small  markets 
for  high  HMO  growth. 

Houston’s  Methodist 


Hospital  System  plans  to 
form  its  own  HMO. 
Methodist  officials  say 
they  will  seek  insurance 
companies  as  partners. 
They  say  creation  of  the 
HMO,  currently  known 
as  Methodist  Care,  is 
part  of  a plan  to  expand 
Methodist  beyond  an 
acute  care  hospital  into 
a wider  range  of  medical 
services. Their  goal  is  to 
obtain  the  necessary 
approval  from  state 
insurance  regulators,  and 
recruit  physicians  and 
other  providers  by  late 
this  year.  (Houston 
Chronicle) 

Universal  Health  Ser- 
vices Inc  of  King  of  Prus- 
sia, Penn,  has  agreed  to 
purchase  the  360-bed 
Northwest  Texas  Hospital 
and  related  operations 
and  assets  from  the 
Amarillo  Hospital  Dis- 
trict for  $ 1 20  million. 
Universal  Health  owns 
and  operates  29  medical, 
surgical,  and  behavioral 
health  hospitals  and  25 
ambulatory  surgery  and 
radiation  therapy  centers 
nationwide. 

Austin’s  Healthcare 
America  Inc  has  filed  for 
reorganization  under 


Chapter  I I bankruptcy  in 
hopes  of  eliminating 
most  of  a $225  million 
debt  owed  nine  banks  in 
exchange  for  ownership 
of  the  company.The  firm 
operates  10  psychiatric 
health-care  systems,  2 
rehabilitation  hospitals, 
and  2 acute  care  hospi- 
tals in  7 states.  ( Austin 
American-Statesman ) 

Lubbock’s  two  largest 
hospitals  — the  Lubbock 
Methodist  Hospital  Sys- 
tem and  St  Mary  Hospi- 
tal — have  signed  a letter 
of  intent  to  pursue 
merger  talks.The  new 
entity  would  be  called 
Methodist/St  Mary 
Health  System  and  have 
more  than  $350  million 
in  annual  revenues.  (Mod- 
ern Healthcare) 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub 
mit  items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  401  W 
I Sth  St,  Austin, TX  78701;  fax 
(512)  370- 1 632;  e-mail 
larry  b@texmed.org. 
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Osteoporosis  is  becoming  epidemic  as  the  popula- 
tion ages.  This  disease  affects  more  than  20  million 
women  in  the  United  States  and  has  begun  to 
affect  a significant  number  of  men.  The 
economic  impact  of  osteoporotic  disease  is 
considerable.  Health-care  expenditures  for 
1.3  million  fractures  are  an  estimated  $10 
billion  per  year.  A greater  tragedy  is  the 
pain,  disability,  and  loss  of  independence 
that  our  patients  experience.  Today,  the 
availability  of  accurate,  noninvasive  diag- 
nostic procedures,  combined  with  the 
development  of  effective  therapies,  pro- 
vides an  opportunity  to  focus  on  preven- 
tion of  osteoporotic  fractures. 

Peak  bone  mineral  mass  is  acquired  by 
age  35,  followed  by  gradual  bone  loss  of 
approximately  0.3%-0.5%  per  year.  At 
menopause,  the  rate  of  bone  loss  markedly 
accelerates  in  women.  This  rapid  bone  mass 
loss,  which  is  secondary  to  estrogen  defi- 
ciency, is  referred  to  as  Type  I osteoporosis 
and  involves  mainly  trabecular  bone  (facili- 
tating spinal  fractures).  After  this  period  of 
rapid  bone  loss,  a gradual  decline  resumes 
for  the  remainder  of  a woman’s  lifetime. 

This  gradual  decline,  referred  to  as  Type  II 
osteoporosis,  is  characterized  by  low  bone 
turnover  and  correlates  with  a decline  in  the  function  of  the 
bone-building  osteoblasts  (facilitating  hip  fractures).  Men 
exhibit  this  continual  slow  decline  in  bone  mass  with  age  as 
long  as  their  hormonal  integrity  is  preserved. 

The  accurate  diagnosis  of  osteoporosis  with  bone  min- 
eral density  (BMD)  measurements  has  greatly  enhanced  our 
ability  to  prevent  fractures.  The  World  Health  Organization 
established  the  diagnosis  of  osteoporosis  as  a bone  mineral 
density  of  2.5  or  greater  with  standard  deviations  below  the 
mean  bone  mass  of  a young  adult.  High-risk  patients  can 
now  be  identified  before  fractures  occur. 

Experience  will  determine  the  cost-effectiveness  of  BMD 
testing.  National  guidelines  for  use  are  currently  being 
revised.  Bone  mineral  density  is  not  recommended  for  mass 
screening,  but  is  indispensable  when  used  to  make  thera- 
peutic decisions.  We  can  use  the  data  to  assess  the  need  for 
instituting  estrogen  replacement  in  patients  with  relative 
contraindications.  We  also  can  screen  our  patients  on 
chronic  glucocorticoid  therapy  and  can  institute  measures  to 
prevent  the  severe  bone  loss  so  often  seen  in  this  population. 

New  therapy  for  osteoporosis  has  recently  emerged  as 
well.  Alendronate,  a new  and  better  bisphosphonate,  offers 
enhancement  of  spinal  bone  mineral  density  and  a promise 
of  decreasing  hip  fracture,  providing  a much  needed  alter- 
native for  women  who  are  not  candidates  for  estrogen  ther- 
apy and  for  men  with  osteoporosis.  This  nonhormonal 
therapy  does  not  interfere  with  osteoblastic  function  and  has 


a more  prolonged  effect  than  etidronate.  Calcitonin  is  also 
available  in  a more  usable  and  less  expensive  nasal  spray. 

Currently,  an  estrogen/antiestrogen  class  of  drugs  that 
mimics  estrogen  action  on  bone  without 
causing  endometrial  stimulation  is  in 
development.  These  drugs  should  enhance 
compliance  by  avoiding  the  necessity  of  an 
additional  progestational  agent  to  prevent 
endometrial  carcinoma.  These  antiresorp- 
tive  agents  inhibit  osteoclastic  activity  at 
any  time  but  are  most  effective  in  the  rapid 
turnover  phase  of  osteoporosis. 

Bone-stimulating  agents  that  will  over- 
ride the  remodeling  process  also  are  being 
developed.  Sodium  fluoride  increases  bone 
mineral  mass  through  a direct  stimulation 
of  osteoblasts.  This  drug  is  still  experimen- 
tal but  has  been  shown  to  decrease  spinal 
fractures  without  adversely  affecting  hip 
bone  mineral  mass. 

Prevention  of  this  disease  spans  all  disci- 
plines of  medicine  as  well  as  the  patient’s 
lifetime.  Children  need  early  education 
about  healthy  lifestyle  choices  that  include 
adequate  calcium  intake  to  maximize  peak 
bone  mass.  During  the  perimenopausal 
period,  female  patients  need  monitoring 
and  education  pertaining  to  estrogen 
replacement  therapy  and  other  available  strategies  to  prevent 
bone  mass  loss.  As  all  patients  age,  continual  education  stress- 
ing the  importance  of  adequate  calcium  intake  and  proper 
nutrition  is  essential.  Exercise  will  preserve  muscle  and  bone 
mass  while  enhancing  balance  to  prevent  falls.  Avoiding  alco- 
hol and  medications  that  affect  balance,  as  well  as  correction 
of  vision  problems,  will  help  prevent  falls  as  well.  Rehabilita- 
tion is  helpful  if  the  disease  is  already  established. 

In  summary,  we  can  decrease  fracture  rate  by  assessing  risk 
factors  and  suggesting  lifestyle  changes  to  all  of  our  patients,  as 
we  have  in  the  past.  But  now  accurate  bone  mineral  density 
measurements  are  available  and  are  useful  for  making  an  early 
diagnosis  of  osteoporosis  and  monitoring  the  effectiveness  of 
therapy.  New  medications  will  allow  bone  mass  enhancement 
and  fracture  prevention  in  both  men  and  women. 

For  effective  prevention  and  treatment  to  occur,  the 
patient  must  be  a knowledgeable  member  of  the  team,  thus 
patient  awareness  and  education  are  major  goals.  Last 
month’s  Texas  Medicine  contained  a patient  education  card 
on  osteoporosis  developed  by  TMA’s  Women’s  Health 
Research  Task  Force  in  order  to  help  physicians  and  patients 
achieve  these  goals.  For  copies  of  the  card,  contact  TMA  at 
(800)  880-1300,  ext  1463,  or  (512)  370-1463. 


VERONICA  Piziak,  MD,  PhD,  is  a professor  of  endocrinol- 
ogy at  Texas  A&M  University  and  director  of  the  Division  of  Endo- 
crinology at  Scott  and  White  Clinic  in  Temple. 


Commentary: 
Patient  education 

AND  AWARENESS 
WILL  HELP  PREVENT 
OSTEOPOROTIC 
FRACTURES 
By 

Veronica  Piziak, 
MD,  PhD 

♦ 
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Advice  on  child  care 
can  make  a difference 

Physicians  can  im- 
prove the  health  of 
children  and  families 
in  unexpected  ways.  Child 
development  experts  say 
one  of  those  ways,  which 
takes  little  time  or  effort,  is 
to  give  parents  advice  on 
finding  quality  child  care. 

In  observance  of  Na- 
tional Week  of  the  Young 
Child,  April  20-27,  Daniel 
R.  Terwelp,  MD,  with  the 
Children's  Clinic  of  Austin 
Diagnostic  Clinic,  offers 
physicians  the  following 
suggestions  on  the  subject 
of  child  care: 

• Encourage  parents  to 
choose  a child-care  pro- 
gram that  is  accredited 
by  the  National  Associ- 
ation for  the  Education 
of  Young  Children 
(NAEYC).  A list  of  ac- 
credited centers  by  zip 
code  may  be  obtained 
by  calling  (800)  424- 
2460. 

• Parents  also  can  call  the 


Texas  Department  of 
Protective  and  Regula- 
tory Services  (PRS),  at 
(800)  862-5252,  for 
help  in  choosing  child 
care  and  to  screen 
potential  providers. 
Advise  parents  to  can- 
vass other  parents  using 
child-care  services  and 
to  ask  about  their  expe- 
riences. 

Urge  parents  to  ques- 
tion child-care  providers 
about  child-staff  ratios, 
turnover  rates,  health 
and  safety  policies,  and 
philosophies  on  child 
development.  The  pro- 
gram should  reflect  a 
developmental  approach 
with  age-appropriate  ac- 
tivities. Providers  should 
furnish  parents  with  a 
list  of  references. 

Have  child-care  bro- 
chures and  checklists  in 
your  office  for  parents  to 
take  with  them.  Good 
materials  are  available 
from  NAEYC,  PRS, 
and  the  American  Acad- 
emy of  Pediatrics. 


Dorothy  Patras, 
MD,  and  Wm  Gor- 
don McGee,  MD, 
present  Vernie  A. 
Stembridge,  MD, 
center,  with  a 
solid-gold  past 
president’s  medal- 
lion on  behalf  of 
the  Diamond 
Jubilee  Commit- 
tee of  the  Texas 
Society  of  Pathol- 
ogists. See  related 
story  on  pp  50-52. 


75 

Years  Ago 

in  Texas  Medicine 
April  1921 

State  Medical  Association  of  Texas 
Annual  Convention 
Dallas,  May  10-12,  1921 


The  Dallas  skyline  had  yet  to 
possess  the  sparkle  of  Reunion  Tower, 
and  visiting  physicians  traveled  by  rail- 
road and  paid  a mere  $3.50  for  the  fan- 
ciest hotel  in  town.  Over  the  years,  along  with  the 
development  of  a few  skyscrapers,  physicians  have 
built  a better  understanding  of  many  diseases  and 
ailments  that  were  major  threats  75  years  ago.  The 
following  is  a sample  of  the  topics  discussed  during 
various  section  meetings  of  the  1921  Texas  Medical 
Association  Annual  Session. 

Deficiencies  in  Surgical  Training 
First  Principles  in  the  Treatment  of  Congenital 
and  Acquired  Club  Foot  (with  demonstrations) 
The  Appraisement  of  Disability  in  the  Upper 
Extremity  Resulting  from  Industrial  Injuries 
Useful  Versus  Useless  Public  Health  Measures 
Essential  Factors  in  Successful  Malaria  Control 
Work 

Mosquitoes  and  Minnows 
The  Importance  of  the  Early  Diagnosis  and 
Treatment  of  Syphilis 
Cancer  a Curable  Disease 
Various  Aspects  of  the  Plague  Situation  in  the 
South 

Intraocular  Tension  as  I Have  Seen  It 
Some  Eye  Disturbances  Due  to  Pelvic  Reflexes 
Some  Interesting  Phases  of  the  Nasal  Question 
Some  Headaches  of  Obscure  Origin 
Tuberculosis  in  Pregnant  Women 
Cesarian  Section:  A Reasonable  Procedure 
Incomplete  Abortions 
Roentgen  Treatment  of  Acne  Vulgaris 
The  Aid  of  X-Ray  in  World  War 

(Texas  State  Journal  of  Medicine.  1921;16[12]:552) 
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Dr.  Williams  doesn’t  see  just  anyone. 
Only  those  who  need  him  most. 


As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nation’s  five  largest  community  health 
centers,  Dr.  Williams  oversees  a team 
of  health  care  professionals  that  man- 
aged 153,000  patient  visits  last  year. 


Williams’  career  reflects  his  com- 
t.  He  worked  as  a pharmacist, 
went  back  to  school  and  earned 
his  MD.  He  paid  for  medical  school 
by  committing  to  work  three  years  at ; 
community  health  center  — 
Southside.  Nine  years  later,  he’s  still 
there,  still  giving. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of  fed 
erally  qualified  centers  like  Southside, 
in  support  of  those  who,  like  Dr. 
Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


“I  have  a very  select  practice.” 


DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


We're  part  of  the  cure. 


Legislative  Affairs 


Tort  reform,  round  2 

TMA  lobbyists  examining  likely  medical  liability  issues  for  1 997 

By  Ken  O R T O LON,  Associate  editor 


exas  physicians  won  one  of  their  biggest  victo- 
ries ever  in  the  battle  over  tort  reform  in  1995. 
At  the  urging  of  the  Texas  Medical  Association 
and  other  groups,  lawmakers  enacted  legislation 
requiring  plaintiffs  in  medical  liability  cases  to  post  cost 
bonds  and  expert  reports  showing  their  cases  have  merit. 
Rules  for  expert  witnesses  were  tightened.  And,  physicians 
and  other  defendants  were  given  some  relief  from  joint  and 
several  liability,  which  often  leaves  defendants  who  were 
only  marginally  at  fault  facing  multimillion-dollar  judg- 
ments because  they  have  “deep  pockets.” 

These  and  other  positive  tort  measures  took  effect  last  Sep- 
tember. But  before  their  impact  on  the  frequency  and  severity 
of  medical  liability  cases  can  even  be  measured,  new  trends  in 
malpractice  suits  have  forced  TMA  lobbyists  to  look  at  new 
areas  of  tort  reform  to  be  brought  before  the  Texas  Legislature 
in  1997.  According  to  some  liability  carriers  and 
analysts,  these  new  liability  trends  possibly 
are  being  driven  by  managed  care. 

Managed  care  effect? 

Medical  liability  carriers  in 
Texas  have  proposed  huge 
liability  premium  increases 
in  the  range  of  35%  to 
45%.  And,  they  are  lay- 
ing the  blame  for  these 
increases  squarely  at  the 
feet  of  the  managed  care 
industry. 


All  articles  in  Texas  Medicine  that  men- 
tion Texas  Medical  Associations  stance  on 
state  legislation  are  defined  as  “ legislative  adver- 
tising, ” according  to  Texas  Govt  Code  Ann 
§305.027.  That  law  requires  disclosure  ofi  the  name 
and  address  of  the  person  who  contracts  with  the  printer  to 
publish  the  legislative  advertising  in  Texas  Medicine:  Robert 
G.  Mickey,  Executive  Vice  President,  TMA,  401  W 15th  St,  Austin, 
TX  78701. 


In  a rate  filing  submitted  to  the 
Texas  Department  of  Insurance  (TDI) 
in  January,  Medical  Protective  Com- 
pany — one  of  the  state's  largest  med- 
ical liability  carriers  — cited  the 
so-called  “gatekeeper  effect”  as  a direct 
factor  in  a 37.5%  rate  hike  scheduled 
to  take  effect  May  1 . 

“The  managed  care  environment 
has  encouraged,  and  at  times  required, 
the  primary  care  physicians  to  assume 
a greater  role  in  the  care  of  the  patient 
and  held  them  to  a higher  level  of 
responsibility  before  the  patient  may 
be  referred  for  additional  care,"  the 
company  wrote  in  its  rate  filing.  “These  changes  in  practice 
patterns  have  resulted  in  adverse  shifts  in  loss  experience 
due  to  frequency  shifts  and  significant  severity  increases. 
The  most  significant  shift  in  loss  costs  has  developed  in  the 
area  of  failure  to  diagnose  a specific  condition.” 

Medical  Protective  is  not  alone  in  seeking 
higher  rates.  American  Physicians  Insur- 
ance Exchange  imposed  a 47.8% 
increase  effective  January  1,  and 
CNA  Insurance  Companies 
filed  a 45%  rate  hike  to  take 
effect  April  1 for  two  of  its 
Texas  carriers. 

While  TDI  is  reviewing 
these  filings,  the  liability 
carriers  are  free  to  start 
charging  the  higher  pre- 
miums under  the  depart- 
ment’s “file  and  use”  rate 
policy.  The  new  rates 
likely  will  remain  in  effecr 
unless  TDI  determines 
them  to  be  unreasonable. 
TMA  and  several  specialty 
societies  are  carefully  reviewing 
the  applications  and  preparing 
comments  to  be  submitted  to  TDI. 
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for  Choosing  the  TMAJF  Annual  Fund  Campaign!  ^ 

FUNDING  INITIATIVES  TO  MEET  THE  HEALTH  CHALLENGES  OF  TEXAS 


ff  hank  you  to  the  165  donors  who  raised  nearly  $24,000  for  TMA  Foundation's  first 
annual  campaign!  Your  generosity  is  keeping  the  Foundation's  work  on  track. 

There's  still  room  if  you  haven't  yet  made  a donation.  We're  moving  ahead  with  ambitious 
projects  to  prevent  child  abuse  and  the  spread  of  tuberculosis.  Don't  be  left  standing  at  the 
station! 

You  may  send  your  contribution  to  TMA  Foundation, 

401  West  15th  Street,  Austin,  Texas  78701,  or  call 
(800)  880-1300,  Ext.  1663,  or  (512)  370-1663. 

Your  donation  is  a charitable  contribution,  tax-deductible  under  Federal  income  tax  law.  "F  64  A FOUNDATION 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 

professionals  with  a reputation 
for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of  a 
physician’s  claim  history,  specialty  or 
previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  information , contact: 

David  A.  Butler,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd. , Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


In  meeting  with  actuaries  for  Med- 
ical Protective,  TMA  lobbyists  have 
been  told  there  is  a significant  increase 
in  both  the  frequency  and  severity  of 
liability  cases  involving  failure  to  diag- 
nose. Those  actuaries  suggest  that 
managed  care  is  the  culprit. 

But  TMA  has  questions  as  to 
whether  or  not  the  underlying  data 
support  Medical  Protective’s  claims. 

“Were  not  sure  how  current  the 
data  are  that  Medical  Protective  relied 
on,  particularly  since  managed  care  is  a 
relatively  recent  phenomenon  in  many 
areas  of  Texas,”  said  Harold  Freeman, 
assistant  director  of  legislative  affairs 
for  TMA.  “Were  meeting  with  other 
actuaries  now  to  try  to  determine  if 
managed  care  has  contributed  to  an 
increase  in  failure  to  diagnose  cases  or 
if  managed  care  is  being  used  merely  to 
justify  the  rate  hike.” 

San  Antonio  obstetrician-gynecol- 
ogist Dave  W.  Kittrell,  MD,  acknowl- 
edges that  failure  to  diagnose  has 
become  a significant  problem  in  med- 
ical liability. 

“Certainly,  failure  to  diagnose  is 
one  of  the  biggest  areas  of  lawsuits 
now,”  said  Dr  Kittrell,  who  is  chair  of 
the  Texas  Medical  Liability  Trust  and 
a member  of  the  TMA  Council  on 
Legislation.  “We  worry  that  if  man- 
aged care  has  things  so  tightened 
down  that  physicians  can’t  order  the 
proper  diagnostic  testing,  that  may 
cause  them  to  miss  a diagnosis.” 

TMA  Director  of  Public  Affairs 
Kim  Ross  says  the  burden  for  these 
premium  hikes  and  increased  liability 
risks  is  unfairly  being  shouldered  by 
primary  care  physicians.  “Managed 
care  pressures  have  put  primary  care 
physicians  in  a tough  situation,”  Mr 
Ross  said. 

According  to  a recent  article  in 
American  Medical  News,  the  American 
Medical  Association’s  weekly  news- 
magazine, increased  liability  exposure 
is  a “hidden  danger”  in  many  managed 
care  contracts.  The  article  concluded 
that  physicians  who  accept  utilization 
review  denials  or  delay  care  awaiting 
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authorization  may  be  at  risk.  Also, 
referral  restrictions  and  contracts  that 
expand  the  scope  of  what  the  primary 
care  physician  is  expected  to  do  can 
create  additional  liability  hazards, 
according  to  the  article. 

Indeed,  primary  care  gatekeepers 
are  being  called  on  to  provide  more 
and  more  care  that  used  to  be  handled 
by  specialists.  At  the  same  time,  conti- 
nuity ol  care  may  be  jeopardized  in 
situations  when  referrals  to  specialists 
are  allowed.  Dr  Kittrell  cites  an  exam- 
ple from  his  own  specialty.  “When 
some  of  the  [managed  care]  plans  give 
us  authorization  to  see  a person  in  a 
routine  annual  gynecologic  exam,  I 
can  do  a Pap  smear  and  physical  exam, 
but  I can’t  get  a blood  count,’’  he  said. 
“I  can’t  order  a mammogram;  I have 
to  send  her  back  to  her  primary  care 
physician.  I can’t  order  blood  work;  I 
have  to  send  her  back  to  the  primary 
care  doctor.  It’s  up  to  them  whether 
they  get  it  or  not.’’ 


DISABILITY  CLAIMS? 


♦ REPRESENTING  MEDICAL  PROFESSIONALS  AND  THEIR  PATIENTS 

♦ DISABILITY  INSURANCE  CLAIMS  AND  SOCIAL  SECURITY 

♦ PHYSICAL  OR  MENTAL  DISABILITIES 

♦ FREE  AND  HIGHLY  CONFIDENTIAL  CONSULTATIONS 

♦ SATISFIED  CLIENT  REFERENCES 

WIMER  & JOBE 

Attorneys  & Counselors 
12222  Merit  Drive 
Suite  900 

Dallas,  Texas  75251 
(214)  701-9066 


Not  Certified  by  the  Texas  Board  of  Legal  Specialization. 

No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization  for  a 
certificate  of  Special  Competence  in  this  area.  Mike  Wimer  responsible  for  ad 


Hold  harmless  clauses 

While  greater  gatekeeper  responsibil- 
ity may  be  increasing  physicians’  risk 
of  lawsuits,  physicians  frequently  have 
little  control  over  the  trend.  And,  the 
entities  that  do  often  are  shielded 
from  responsibility,  Mr  Freeman  says. 

“ There  is  an  old  principle  that  you 
can’t  contract  away  your  torts,  but 
that’s  what  some  managed  care  orga- 
nizations may  be  trying  to  do  now,” 
he  said. 

Many  managed  care  contracts 
signed  by  Texas  physicians  include 
“hold  harmless”  clauses  that  thrust 
responsibility  for  any  failure  to  diag- 
nose or  treat  back  on  the  physician 
even  if  the  managed  care  company 
refused  to  pay  for  necessary  tests  or 
treatment.  At  TMA’s  urging,  Insur- 
ance Commissioner  Elton  Bomer  has 
approved  rules  prohibiting  hold 
harmless  clauses  as  part  of  TDI’s 
patient  protection  rules. 

“For  a physician  to  hold  harmless, 
or  indemnify,  a company  that  denies 
services,  about  which  the  physician 


It’s  taken  hard  work  and  determination  to  get  where  you  are  today. 
So  don’t  take  chances  with  your  future.  For  solid  career  opportunities 
call  EmCare  Physician  Staffing  Services. 

• Hospital  Income  Guarantee 

• Group  Practice  with  Partnersh  ip  Opportunity 

• Hospital  Affiliated  ( 501 A ) Practice  with  Full  Benefits 

• Ambulatory  and  Urgent  Care  Centers 

• Community  and  Indigent  Care  Centers 

• HMO 

Take  charge  of  your  career  today.  Call  EmCare  Physician  Staffing 
Services  800/535-9535. 

EmCare 

Physician  Staffing  Services 
The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 
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can’t  do  anything,  certainly  is  unfair,” 
Mr  Freeman  said.  “This  is  an  area 
where  the  system  may  he  imposing 
responsibilities  and  duties  that  make  it 
difficult  to  maintain  the  quality  of 
medicine  that  we’ve  had  before.” 

The  question  of  who  should  be 
responsible  for  a potential  compro- 
mise of  quality  of  care  goes  straight  to 
the  heart  of  the  legislative  remedy 
TMA  likely  will  seek  in  1997. 

“What  should  be  clarified  in  tort 
law  is  whether  the  insurer,  when  its 
policies  result  in  the  denial  or  delay  of 
necessary  care,  and  the  patient  is 
injured,  should  be  culpable  and  held  to 
be  medically  negligent,”  Mr  Ross  said. 

Dr  Kittrell  suggests  additional  leg- 
islation might  require  insurance  com- 
panies to  cover  routine  screening  tests, 
such  as  mammograms.  Pap  smears,  x- 
rays,  and  others. 

Getting  ‘Stowerized’ 

If  the  data  bear  out  liability  carriers’ 
claims  on  managed  care’s  impact  on  lia- 
bility, specific  proposals  to  address  the 
problem  likely  will  be  the  subject  of 
intense  negotiations  between  physi- 
cians, managed  care  entities,  trial 
lawyers,  and  liability  carriers  over  the 
next  several  months.  In  the  meantime, 
while  gatekeeper  liability  represents  a 
new  arena  in  the  tort  reform  debate, 
there  are  several  older  issues  left  over 
from  past  tort  reform  debates  that  still 
are  commanding  TMA’s  attention.  One 
of  those  issues,  the  so-called  “Stowers 
doctrine,”  also  will  be  among  the  asso- 
ciation’s legislative  priorities  in  1997. 

Mr  Freeman  says  the  Stowers  doc- 
trine has  played  a key  role  in  increas- 
ing settlements  in  medical  liability 
cases,  driving  up  liability  premiums, 
and  restricting  competition  among 
liability  carriers. 

The  doctrine  is  a court-imposed 
rule  that  can  hold  a liability  carrier 
liable  for  treble  damages  if  it  fails  to  set- 
tle a claim  against  a physician  defen- 
dant in  good  faith.  In  other  words,  if 
the  plaintiff’s  attorney  makes  an  offer 
to  settle,  the  carrier  refuses,  and  a large 


judgment  results,  the  carrier  may  be 
liable  to  the  defendant  for  damages 
equal  to  three  times  the  ultimate  judg- 
ment, plus  reasonable  attorneys’  fees. 

“It’s  a pretty  big  stick,  and  plaintiff’s 
attorneys  use  it  a lot  to  leverage  settle- 
ments in  cases  that,  perhaps,  shouldn’t 
be  settled,”  Mr  Freeman  said. 

Some  of  the  smaller  liability  carri- 
ers actually  could  be  put  out  of  busi- 
ness if  they  get  “Stowerized”  in  cases 
that  ultimately  end  in  multimillion- 
dollar  judgments,  says  Dr  Kittrell. 

“That’s  one  of  the  reasons  some  of 
these  companies  are  real  pushy  to  set- 
tle,” he  said.  “They  tend  to  encourage 
their  insured  doctors  to  settle  to  the 
point  where  they  almost  force  doctors 
to  settle  who  don’t  want  to.” 

Striking  a balance 

Mr  Freeman  says  TMA’s  goal  in  1997 
will  be  to  strike  a balance  between  pro- 
tecting the  interests  of  physicians  and 
freeing  carriers  from  the  pressure  to  set- 
tle marginal  or  nonmeritorious  claims. 

“It’s  not  our  association’s  responsi- 
bility to  protect  carriers,  but  it  is  our 
responsibility  to  try  to  maintain  an 
affordable  liability  system,”  Mr  Free- 
man said.  “We  want  to  look  at  setting 
guidelines  for  what  good  settlement 
practices  are  and  perhaps  look  at  limi- 
tations on  exposure  to  total  damages 
for  the  carriers.” 

Mr  Ross  says  changes  in  the  Stow- 
ers doctrine  might  have  a greater 
impact  on  frequency  and  severity  of 
lawsuits  against  physicians  than  caps 
on  noneconomic  damages,  a reform 
that  has  been  widely  popular  among, 
and  long  sought  by,  physicians. 

“Our  experts  have  endlessly  dis- 
cussed the  relative  benefits  and  costs 
of  damage  caps  versus  the  Stowers 
doctrine,”  he  said.  “The  tentative  con- 
clusion was  that  you  could  much 
more  readily  demonstrate  the  efficacy 
of  some  form  of  codification  of  the 
Stowers  doctrine  to  make  claims 
severity  more  predictable.  The  rela- 
tionship of  noneconomic  damage  caps 
to  reducing  the  frequency  and  severity 


of  claims  is  far  more  difficult  to  ascer- 
tain. It’s  difficult  to  measure  what  per- 
centage of  medical  liability  claims 
would  be  affected,  and  to  what  degree, 
by  a noneconomic  damage  cap.” 

The  prospect  of  winning  changes 
in  the  Stowers  doctrine  also  are  much 
greater  than  those  for  winning  the 
damage  caps,  Mr  Freeman  says. 

“The  kicker  for  caps  on  noneco- 
nomic damages  is  that  they  have  been 
declared  unconstitutional  for  all  but 
wrongful  death  cases,”  he  said.  “So  you 
have  a constitutional  barrier  to  over- 
come either  in  the  form  of  a constitu- 
tional amendment  or  a very  carefully 
crafted  statute  that  accommodates  con- 
stitutional concerns  about  equal  pro- 
tection and  access  to  the  courts.” 

Enacting  a constitutional  amend- 
ment requires  a two-thirds  vote  of 
each  house  of  the  legislature  and 
approval  of  the  voters.  That  would  be 
a tough,  and  probably  expensive,  bat- 
tle to  win. 

Dr  Kittrell  says  he  would  like  to  see 
the  carriers’  liability  in  Stowers  cases 
reduced  to  the  amount  of  the  judg- 
ment against  a physician  defendant. 
“We  need  to  give  it  some  limits  so,  if 
the  insurance  companies  decide  to 
take  the  risk,  they  shouldn’t  be  liable 
for  more  than  whatever  the  judgments 
end  up  being,”  Dr  Kittrell  said. 

Mr  Freeman  says  TMA’s  Commit- 
tee on  Professional  Liability  is  examin- 
ing that  issue,  but  no  specific  limit  on 
a carrier’s  liability  has  been  proposed 
yet. 

“We  haven’t  settled  on  a figure,  but 
there  should  be  some  limit  where,  on 
a $500,000  or  $1  million  policy,  it 
will  still  be  in  a company’s  best  inter- 
est to  settle  the  suits  it  should  but  not 
be  faced  with  going  out  of  business  if 
it  doesn’t,”  Mr  Freeman  said.  “We 
want  as  many  carriers  out  there  doing 
business  as  possible.  One  of  these  bad- 
faith  claims  can  put  a carrier  out  of 
business.  That  means  less  competi- 
tion, which  usually  means  higher  pre- 
miums.” ★ 
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Especially  For  Texas  Medical 
Association  Members 

$15  Off  Avis  Weekly  Rates! 

Reserve  an  Avis  Intermediate  through  a Full  Size  4-door  car. 
Then  present  this  coupon  at  a participating  Avis  location  in 
the  U.S.  and  receive  $15  off  a weekly  rental.  Subject  to 
complete  Terms  and  Conditions.  For  reservations,  call 
your  travel  consultant  or  an  employee-owner  of  Avis  at: 
1-800-831-8000. 

TERMS  AND  CONDITIONS 

Offer  valid  on  an  Intermediate  (Group  C)  through  a Full  Size  4-door  (Group  E)  car  for 
a 5-day  rental.  Coupon  must  be  surrendered  at  time  of  rental;  one  per  rental  May  be 
used  in  conjunction  with  your  Association  rates  and  discounts.  May  not  be  used  in 
conjunction  with  any  other  coupon,  promotion  or  offer.  Coupon  valid  at  Avis 
corporate  and  participating  licensee  locations  in  the  continental  U.S.  Offer  may  not 
be  available  on  all  rates  at  all  times.  Cars  subject  to  availability.  Taxes,  local 
government  surcharges,  and  optional  items,  such  as  LDW,  additional  dnver  fee  and 
refueling,  are  extra.  Renter  must  meet  Avis  age,  driver  and  credit  requirements. 
Minimum  age  is  25.  See  below  for  expiration  date. 

Rental  Sales  Agent  Instructions 
At  Checkout: 

In  AWD,  enter  number  printed  below 
In  CPN,  enter  number  printed  below. 

Complete  this  information: 


RA*_ 

Attach  to  COUPON  tape. 
©1996  Wizard  Co.,  Inc, 

AWD  #A729800 
CPN  #MUGF941 

Offer  Expires  12/31/96 


.Rental  Location, 
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TexasMedical 
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A V'S 


Wc  try 
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©1996  Wizard  Co.,  inc. 


Avis  features  GM  cars. 


|r 

Benefit  from  your 
membership  in 

Texas  Medical  Association  and  let  Avis  be  your  guide  to  savings, 
value  and  safety!  The  journey  begins  with  savings  of  10%  off 
Avis  SuperValue  Weekly  rates,  5%  off  promotional  rates  and  5% 
off  Avis  Mini-Lease  rate  long-term  rentals  at  all  participating 
locations.  Shop  around.  You’ll  find  Avis  has  some  of  the  lowest 
rates  in  the  industry.  And  with  the  Avis  Wizard  System,  you  can 
receive  our  best  available  rate  when  you  mention  your  Avis 
Worldwide  Discount  (AWD)  number:  A729800. 


We’ve  mapped  out  some  safety  measures  for  you,  too.  Our 
in-car  Satellite  Guidance®  System,  available  in  many  Avis  cars, 
will  help  you  pinpoint  where  you’re  going  and  how  to  get  there. 
And  to  make  your  rental  experience  even  more  pleasureable, 
we  just  introduced  two  new  innovative  services.  The  Avis 
Travelers  Network™  broadcasts  valuable  travel  tips  and  other 
useful  information  at  Avis  locations  in  select  cities.  And  the 
Avis  Cares'  Concierge™  Service,  a unique  800  number  service 
exclusively  for  Avis  customers,  offers  everything  from  advice  on 
restaurants  to  hotel  reservations  and  flight  information. 

So  remember,  you  can  always  count  on  Avis  to  steer  you  in 
the  right  direction.  For  more  information  or  reservations,  call 
an  employee-owner  of  Avis  at:  1-800-831-8000.  And  be  sure 
to  mention  your  Avis  Worldwide  Discount  (AWD)  number: 

A729800 
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Practice  options 

Your  decision  can  be  critical 

By  Larry  Be  Saw,  Associate  editor 


If  Laredo  pediatric  allergist  Gladys  Keene,  MD,  and 
her  husband,  otolaryngologist  Roger  Keene,  MD, 
had  their  druthers,  they  would  maintain  the  solo 
practices  they  have  had  for  the  past  20  years.  But 
they  know  changes  in  the  form  of  managed  care  are  com- 
ing to  the  border  city,  and  medicine  as  they  know  it  will 
never  be  the  same  again.  Preferred  provider  organizations 
have  already  captured  about  20%  of  the  Laredo  market  in 
the  past  2 to  3 years,  and  health  maintenance  organizations 
(HMOs)  and  capitation  are  not  far  behind. 


They  will  eventually  have  to  make  the  same  decision 
that  other  physicians  across  Texas  and  throughout  the 
country  have  already  had  to  make:  how  to  structure  their 
practices  so  they  can  protect  themselves  financially  and  still 
provide  the  highest  quality  of  care  for  their  patients. 

“I’ve  been  practicing  for  20  years,  and  I’m  used  to  prac- 
ticing a certain  way,”  Dr  Keene  said.  “When  you  see  all 
these  changes  in  medicine,  you  worry  how  this  is  going  to 
impact  you,  not  the  financial  part  of  it  as  much  as  not 
knowing  if  you  can  practice  in  this  new  environment  with 
the  new  rules  of  the  game.  It’s 


brought  some  needed  fiscal  responsi- 
bility to  medicine,  she  is  nonetheless 
concerned  about  how  her  patients  will 
fare  when  the  day  comes  that  she  signs 
on  with  an  HMO.  “I  have  dear 
friends  and  people  I know  very  well 
who  are  encountering  some  severe 
problems  in  other  cities,  and  I wonder 
how  I’m  going  to  be  able  to  respond 
to  that.  My  No.  1 role  as  a physician 
is  being  an  advocate  for  my  patients.  I 
have  always  tried  to  do  what  I con- 
sider the  best  lor  the  patient.  It  does 
not  always  mean  the  most  expensive, 
but  at  least  the  most  thorough.” 

She  says  the  impending  arrival  of  managed  care  to  Laredo 
has  physicians  ending  their  traditional  solo  practices  and 
scrambling  to  form  alliances.  “It’s  like  going  from  boutiques 
to  Wal-Mart.”  Since  there  are  only  one  other  allergist  and  one 
other  otolaryngologist  in  town,  she  says,  joining  a multispe- 
cialty group  or  a clinic  without  walls  is  a strong  possibility. 

One  physician  who  has  firsthand  knowledge  of  what  the 
Keenes  are  facing  is  Bohn  Allen,  MD,  an  Arlington  surgeon 
and  chair  of  the  Texas  Medical  Association’s  Council  on 


almost  a question  of  ethics. 
Can  I switch  from  being  a 
patient  advocate  to  being  a 
money  advocate?” 

She  said  the  changes  “are 
placing  the  onus  on  physi- 
cians to  manage  the  money 
instead  of  managing  the  ill- 
ness. Now  that  I have  all  these 
options  open  to  me,  the 
biggest  question  I have  is, 
What  kind  of  responsibility 
does  that  place  on  me?  Can  I 
do  whatever  the  organization 
demands  of  me?” 

While  Dr  Keene  acknowl- 
edges that  managed  care  has 
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Socioeconomics.  He  sympathizes  with 
them.  He  has  been  able  to  maintain  his 
referral  base  by  computerizing  his 
office,  and  by  joining  two  independent 
practice  associations  (IPAs)  and  a 
501(a)  nonprofit  health-care  corpora- 
tion. But  shrinking  reimbursement  has 
forced  him  to  cut  his  office  staff  from 
three  to  two  employees. 

“It’s  a turbulent,  confusing  time  for 
doctors,”  Dr  Allen  said.  “Older  physi- 
cians who  are  closer  to  retirement  are 
hanging  on  until  they  can  retire,  but 
the  ones  who  have  been  in  practice  8 
to  15  years  are  really  frustrated  by  all 
this.  They  know  what  it  was  like  when 
it  was  good,  but  they  still  are  too  far 
from  retirement.  They’ve  built  big 
homes,  bought  big  cars,  and  enrolled 
their  kids  in  private  schools.  They’ve 
got  all  these  obligations,  and  now 
they’re  caught  in  the  trap  of  being  con- 
stantly squeezed  by  not  only  Medicare 
but  by  the  managed  care  companies.” 

Although  they  are  still  in  the  prime 
of  their  careers,  Dr  Keene  says  she  and 
her  husband  would  consider  retire- 
ment if  they  could  afford  it.  “But  we 
can’t,  so  we’re  going  to  work  and  fig- 
ure out  the  best  way  to  survive.” 

Do  the  right  thing 

Single  or  multispecialty  group  practices, 
IPAs,  physician-hospital  organizations 
(PHOs),  clinics  without  walls,  501(a) 
corporations,  and  the  relatively  new 
physician  practice  management  compa- 
nies (PPMCs)  are  ways  physicians  can 
i affiliate  to  gain  bargaining  strength  and 
medical  practice  economies. 

The  latest  wrinkle  in  the  fabric  of 
medical  economics  is  the  advent  of 


PPMCs,  which  offer  to  assume  the 
headaches  of  acquiring  managed  care 
contracts,  claims  processing,  market- 
ing, and  practice  management  in 
return  for  a fee  ranging  from  10%  to 
1 5%  of  the  revenue  earned  by  the  prac- 
tice. Before  signing  up  with  a PPMC, 
physicians  must  decide  if  the  fee  they 
are  paying  the  company  is  worth  the 
services  they  will  receive.  “If  it  cost 
them  14%  to  do  it  themselves  and  they 
weren’t  very  efficient  at  it,  then  maybe 
this  makes  sense,”  said  Louis  J.  Good- 
man, PhD,  director  of  the  TMA  divi- 
sion of  medical  economics. 

PPMCs  are  becoming  increasingly 
popular.  The  Dallas  Morning  News 
reported  recently  that  they  were 
among  the  hottest  stocks  on  Wall 
Street  last  year.  The  average  stock 
appreciation  of  the  19  companies 
traded  publicly  was  more  than  60%. 
The  newspaper  also  reported  that 
Dallas  is  home  to  four  such  compa- 
nies — OccuSystems  Inc,  Physician 
Resource  Group  Inc,  Physician 
Reliance  Network  Inc,  and  EmCare 
Holdings  Inc  — more  than  any  other 
city  in  the  country. 

While  managed  care  is  the  primary 
driving  force  behind  most  physicians’ 
decisions  to  affiliate,  practice  manage- 
ment consultant  Reed  Tinsley,  CPA, 
of  O’Neal,  McGinness  and  Tinsley  in 
Houston,  warns  of  possible  trouble  if 
that  is  their  only  reason. 

“When  doctors  say  they  want  to 
merge,  I always  ask  why.  Number  1 
on  the  list  always  is  leverage  with 
managed  care  or  managed  care  con- 
tracting.” If  managed  care  is  the  only 
reason  physicians  are  looking  to  affili- 


ate, then  Mr  Tinsley  advises  against  it. 
“A  merger  is  a strange  marriage,  and  if 
the  only  glue  in  a marriage  is  managed 
care  contracting,  then  the  other  issues 
of  how  to  split  up  the  money,  how  to 
manage  or  govern,  and  all  of  that  will 
blow  up  right  in  your  face  and  lead  to 
a messy  divorce.” 

Indeed,  says  Dr  Allen,  many  physi- 
cian groups  that  formed  in  the  Dallas- 
Fort  Worth  Metroplex  in  a futile 
attempt  to  stave  off  managed  care  are 
coming  apart,  and  managed  care  con- 
tinues to  acquire  a greater  share  of  the 
market. 

Better  reasons  for  merging,  Mr 
Tinsley  says,  are  reduced  overhead 
expenses  and  enhanced  revenue 
through  common  fee  schedules  (usu- 
ally higher  than  what  the  physician  had 
individually),  better  oversight  of  proce- 
dure coding,  and  a more  tightly  man- 
aged billing  and  collection  process. 

Dr  Goodman  agrees  that  physi- 
cians must  carefully  choose  how  to 
structure  their  practices.  “It  is  critical 
that  the  right  decisions  be  made,  and 
the  only  way  you  can  make  them  is  by 
educating  yourself,  getting  good 
information,  and  talking  to  the  right 
consultant,”  he  said. 

He  advises  physicians  to  explore 
the  possibility  of  joining  one  or  more 
different  entities,  perhaps  both  an  IPA 
and  a 501(a),  as  Dr  Allen  has.  “It’s 
probably  a good  idea  to  hedge  your 
bets.  At  some  point,  you  might  want 
to  make  an  exclusive  arrangement. 
But  unless  you  are  in  a situation  where 
you  can  do  that,  it’s  probably  good  to 
have  a number  of  options  open.” 

Dr  Goodman  noted  that  the  mar- 
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ket  is  consolidating.  “Many  of  the 
insurers  we  see  right  now  may  not  be 
around  in  a few  years.  The  smart, 
enlightened  business  entities  are  the 
ones  that  have  physician  leadership 
and  control.  Those  are  the  ones  that 
are  going  to  survive  and  thrive  in  the 
future  because  the  doctors  are  the  only 


ones  who  have  specific  and  ethical 
responsibility  for  patient  care.  The 
business  people  who  are  coming  into 
this  have  an  economic  responsibility 
for  the  bottom  line.” 

The  biggest  mistake  physicians  can 
make,  he  said,  “is  not  do  anything  and 
just  watch  this  happen  to  them.  To  sit 


back  and  just  let  things  happen 
removes  their  ability  to  directly  con- 
trol the  kind  of  care  they  want  to  see.” 

Making  the  choice 

Given  that  the  right  choice  is  critical, 
how  does  a physician  decide  which  way 
to  go?  Each  option  has  its  own  advan- 
tages and  disadvantages.  Noting  that 
the  right  decision  depends  on  the  con- 
ditions in  each  physician’s  market,  Dr 
Goodman  says  physicians  must  first 
educate  themselves  on  the  various 
options.  TMA  workshops  and  local 
medical  society  meetings  are  good  infor- 
mation sources,  as  well  as  books  and 
other  printed  materials  on  the  issue. 
“Once  you  know  what  the  options  are, 
look  at  the  pros  and  cons  of  each,  and 
then  evaluate  your  own  situation.” 

Some  things  to  consider  include 
market  demographics,  the  value  of  the 
practice,  the  role  that  local  hospitals 
are  playing,  and  what  employers  are 
doing.  The  latter  is  especially  impor- 
tant because  employers  are  the  pri- 
mary providers  of  insurance  coverage. 
Employers  who  choose  managed  care 
plans  “assume  that  the  quality  and  the 
access  will  be  the  same  as  traditional 
medicine,  and  empirical  evidence  to 
date  has  shown  only  rare  instances 
where  it  hasn’t  been  the  same,”  Dr 
Goodman  said. 

Physicians  have  to  be  strategic 
thinkers  to  survive,  adds  David  Mar- 
cus, PhD,  director  of  the  TMA 
health-care  financing  department. 
“That  means  you  assess  where  you  are 
and  where  you  want  to  be.  What  are 
your  strengths  and  weaknesses  as  a 
business?  What  do  you  want  to  hap- 
pen to  your  practice  over  the  next  5 
years?  What’s  most  important  is  that 
you  reach  a conclusion  that  reflects  a 
realistic  understanding  of  your  prac- 
tice, the  community  you’re  practicing 
in,  and  the  economic  environment.” 

For  example,  he  says,  in  Houston’s 
more  affluent  areas,  which  tend  to 
have  high  concentrations  of  physi- 
cians and  where  most  contracting  is 
done  with  groups,  many  primary  care 


All  you  need  is  atelephone  and  a fax  machine. 

The  information  that  you  need  from  TMA  is  just  a phone  call  and  a fax 
away!  TMA  ON-CALL,  your  professional  fax-on-demand  service,  gives  you 
access  to  documents  that  contain  current  information  from  TMA  depart- 
ments such  as: 

*■  Practice  Management  Seminars 
*-  Publications 

«■  Risk  Management  Programs 
•-Texas  Physician  Services  Organization 

NOW  FEATURING  MANAGED  CARE  MARKET  SUMMARIES! 

Document  Code 

Index  of  Documents  (l  pg  ),  free 9999 

Texas  State  Market  Summary  (3  pgs)  1008 

Austin-San  Marcos  Market  Summary  (4  pgs)  1009 

Dallas-Ft.  Worth  Market  Summary  (8  pgs) 1010 

El  Paso  Market  Summary  (3  pgs) 1011 

Houston  Market  Summary  (4  pgs) 1012 

San  Antonio  Market  Summary  (4  pgs) 1013 


HIRE’S  HOW  IT  WORKS 


1.  Call  (800)  360-4TMA. 

2.  Request  a free  index  of  TMA  ON-CALL  documents,  via  your  fax  machine.  A voice  prompt  will  guide 
you  through  the  service.  Enter  9999  to  receive  a free  Index  of  Documents. 

3.  Call  TMA  ON-CALL's  toll-free  number  again  and  have  your  credit  card  and  index  ready.  Then  enter 
the  codes  for  the  documents  you'd  like  to  receive  and  you  will  receive  them  right  away. 

FEES:  Some  TMA  ON-CALL  documents  are  available  free  of  charge,  and  other  documents  cost  $1  per  page.  Please  refer  to  the  index 
for  the  pricing  of  individual  documents.  Documents  can  be  charged  with  VISA,  MasterCard,  or  American  Express. 
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physicians  have  had  to  affiliate  to  sur- 
vive. An  individual  doctor  does  not 
have  much  market  strength. 

However,  he  said,  “in  a lower  mid- 
dle class  area  of  Houston,  without 
many  primary  care  physicians  but 
with  a lot  of  patients  who  work  and 
have  insurance,  a primary  care  physi- 
cian might  be  in  a better  position.  You 
have  a wider  range  of  choices.  You 
may  want  to  affiliate  anyway  if,  over 
the  long  term,  you  see  a surplus  of 
doctors  coming  in.  But  for  a few 
years,  you  may  be  able  to  survive  as  a 
solo  physician  or  in  a small  group.” 

One  way  TMA  is  helping  physi- 
cians determine  the  proper  course  is  a 
management  services  organization 
(MSO)  now  in  development  as  a ser- 
vice of  the  Texas  Physician  Services 
Organization.  The  MSO  will  provide 
patient  information  such  as  demo- 
graphics, utilization,  and  financial 
data,  as  well  as  services  such  as  data 
warehousing. 

TMA  represents  physicians  in  all 
practice  structures,  Dr  Goodman  says, 
but  the  common  denominator  is  that 
they  all  need  patient  information. 
“Patient  information  determines  what 
the  rates  are,  what  the  utilization  is, 
how  physicians  make  medical  deci- 
sions, and  how  those  medical  decisions 
impact  on  corporate  decisions.  Every- 
body talks  about  outcomes,  but  you 
can’t  do  it  if  you  don’t  have  the  data. 
One  of  the  things  that  we’re  going  to 
be  able  to  bring  to  the  table  that  most 
don’t  have  is  outcomes  measurement.” 

Rather  than  starting  from  scratch, 
TMA  is  planning  to  enter  into  a rela- 
tionship with  an  existing,  well-capital- 
ized firm  that  has  proven  experience  in 
providing  services  to  physicians  and 
that  can  provide  individual  as  well  as 
comprehensive  services.  Firms  submit- 
ting proposals  were  interviewed  during 
the  TMA  Winter  Leadership  Confer- 
ence in  late  February,  and  negotiations 
with  four  firms  are  under  way. 

Misery  loves  company 

It  may  come  as  only  small  comfort, 


but  Dr  Marcus  says  physicians  are  not 
alone  in  facing  frightening  changes  in 
their  profession.  Attorneys,  accoun- 
tants, architects,  and  others  are  seeing 
drastic  reductions  in  their  workforces 
as  a result  of  economic  changes. 
“Physicians  tend  to  see  this  as  being 
unique  to  their  profession,”  he  said. 


“But  if  you  look  at  the  professions  in 
America  right  now,  you  see  across  the 
board  a terrific  oversupply  of  people 
who  have  been  trained  and  brought 
into  the  field  with  very  high  expecta- 
tions and  who  now  face  the  inability 
of  the  economy  to  support  those 
expectations.” 


Malpractice 

Insurance 


/.  Menna  & Company  has  built  a 
reputation  for  our  integrity  and  strong 
knowledge  of  coverages  and  the  current 

marketplace. 

Whether  you  are  in  solo  or  group 
practice,  we  have  the  solution  to  your 
insurance  needs  at  the  most  reasonable 
price,  regardless  of  specialty  or  loss 

history. 

James  T Rubino 
Administrator 

Individaul  and  Group  Physicians  and  Surgeons  Professional 
Liability  • Clinics  • Surgery  Centers  • IPA's  • MSO's  • 
Multiple  Specialty  Practices  • Individual  Disability 

Insurance 

For  additional  information  contact: 

J.  Menna  & Company 
(713)  358-9782 
(800)  856-9782 

Internet  jmenna@malpractice.com 
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How  Texas  Physicians  Are  Using  The  Internet*  By  R.U.  Steinber 


Igg  Association  recently  asked 
s 1 its  members  to  relate  their 
experiences  using  the  Internet, 
the  response  was  enthusiastic. 

From  a brief  announcement  in  Action  newsletter  last  June,  TMA 
learned  that  physicians  all  over  the  state  are  boldly  entering  cyber- 
space and  finding  a whole  new  universe  of  information  at  their  fin- 
gertips. A tew  points  and  clicks  beam  them  up  to  the  World  Wide 
Web  to  learn  how  phobias  can  be  treated  with  virtual  technology, 
to  watch  animations  taking  them  through  the  human  sinuses,  or  to 
listen  to  samples  of  irregular  heartbeats.  Others  are  logging  onto 
the  Internet’s  Usenet  discussion  groups  or  using  electronic  mail  (e- 
mail)  to  debate  topics  such  as  medicinal  leech  therapy,  Cardiolire 
scans  vs  thallium  scans,  or  even  health-system  reform. 

Once  on  the  Internet,  physicians  can  cruise  their  way  to  continuing 
medical  education,  get  advice  on  patient  care  Irom  peers  around 
the  world,  and  access  a wealth  of  other  resources.  On  April  1,  the 
Texas  Medical  Association  gave  Texas  physicians  and  patients  a 
“home”  of  their  own  — the  I M A home  page  on  the  World  Wide 
Web  (see  article  on  p 39), 


Why 

plug  in 


o,  you  ask,  what’s  on  it  for  me?  To  get  some  idea  of 
SSL  the  scope  of  information  and  resources  available  to 
physicians  on  the  Internet,  come  along  for  a drive 
t ~ with  Randall  Light,  MD,  a neurologist  in  Bryan- 
College  Station. 

On  the  Internet  since  May  1995,  Dr  Light  likes  to  moni- 
tor the  American  Medical  Association’s  World  Wide  Web 
site,  as  well  as  several  neuroscience  home  pages.  (Addresses 
for  Web  sites  mentioned  in  this  article,  as  well  as  other  inter- 
esting medical  sites,  can  be  found  in  the  listing  on  pp  43-44.) 
Recently,  Dr  Light  followed  an  Internet  discussion  on  the  use 
of  Betaseron  in  the  treatment  of  multiple  sclerosis. 

A typical  visit  to  cyberspace  for  Dr  Light  would  begin 
with  reading  posted  electronic  notes  on  the  Internet’s  Usenet. 
Several  Usenet  discussion  groups,  such  as  sci.med, 
bionet. neuroscience  and  misc. health. alternative, 
might  include  commentaries  on  Betaseron.  He  might 
also  post  a question  to  a Usenet  group  and  later 
check  for  responses. 

Dr  Light  likely  would  explore  one  of  his 
favorite  home  pages,  Neurosciences  on  the  Inter- 
net, to  do  a search  for  information  about 
Betaseron.  With  the  click  of  a mouse,  he  could 
follow  the  search  results  to  links  including,  for 
example,  a November  1994  report  by  the 
Quality  Standards  Subcommittee  of  the 
American  Academy  of  Neurology  titled 
“Practice  Parameters:  Selection  of 
Patients  with  Multiple  Sclerosis  for 
Treatment  with  Betaseron.” 

“On  the  Web,  I also  like 
Galaxy’s  list  of  neurology  links 
and  Harvard  University’s 
Whole  Brain  Atlas,” 

said  Dr  Light.  “Once 
you  go  to  these  sites,  you 
find  links  to  many  other 
resources.”  At  the  Whole  Brain  Atlas, 
he  might  take  a visual  tour  of  lesions  caused 
by  multiple  sclerosis,  download  a movie  of  a lon- 
gitudinal magnetic  resonance  (MR)  study  of  a year  in  the  life 
of  one  patient,  or  view  any  of  more  than  1,200  MR  images. 

Of  course,  medical  information  on  the  Internet  doesn’t 
stop  at  neurology.  Nicholas  M.  Jackson,  MD,  a diagnostic 
radiology  specialist  in  Kerrville,  has  gone  online  to  search 
for  topics  in  his  field  and  has  even  looked  at  teaching  files 


can 


of  film  images.  Occasionally,  he  goes  to  Baylor  College  of 
Medicine’s  home  page  to  catch  up  on  his  alma  mater. 

On  the  Internet  for  just  a few  months  and  still  consid- 
ered a “newbie”  in  techno-talk,  Dr  Jackson  spends  about  6 
hours  a week  in  cyberspace.  “I  have  been  having  such  a 
great  time  on  the  Internet,”  he  said.  “I  would  urge  my  fel- 
low physicians  to  become  users  not  only  for  scientific 
research  activities,  but  also  because  electronic  communica- 
tion is  the  communication  of  the  future,  and  the  future  is 
coming  fast.  There  are  also  many,  many  interesting  and 
useful  locations  in  cyberspace  not  related  to  medicine.” 

At  age  65,  Richard  Harris,  MD,  of  El  Paso,  proves  that 
you’re  never  too  old  to  get  hooked  on  the  Internet.  A retired 
surgeon,  Dr  Harris  goes  online  for  about  4 hours  a week  to 
read  about  general  health  information  and  managed  care. 

“The  future  will  probably  allow  for  instantaneous  con- 
sultation with  experts  in  any  field  and  will  be  a marketing 
tool  for  medical  centers,”  Dr  Harris  said.  “Textbooks  and 
journals  will  someday  become  obsolete,  as  all  of  this  infor- 
mation will  be  available  on  computer.” 


Patient  care 
potential 


ave  you  ever  wished  you  could  talk  with  doctors 
around  the  world  on  a particular  medical  topic? 
Gregory  Maksymowicz,  MD,  an  Austin  psychia- 
trist, recently  did  just  that.  “I  used  the  Internet  to 
S S communicate  with  a doctor  in  Turkey,”  he  said. 
“The  doctor  wanted  to  know  about  obsessive-compulsive 
disorder  and  current  medications  being  used  in  the  United 
States  for  it,  so  I just  sent  him  an  e-mail  message.” 

In  that  light,  the  Internet  holds  the  potential  for  some- 
thing all  physicians  strive  for  — improved  patient  care. 
David  Callender,  MD,  an  otolaryngologist  and  oncologic 
surgeon  at  The  University  of  Texas  M.D.  Anderson  Cancer 
Center  in  Houston,  views  the  Internet  as  a powerful  tool 
that  can  help  physicians  access  resources  for  making  deci- 
sions about  patient  care. 

“The  number  of  medically  related  sources  on  the  Inter- 
net seems  to  be  growing  daily,”  Dr  Callender  said.  “Obvi- 
ously, we  face  a number  of  challenges  to  make  sure 
information  is  accurate.  And  we  must  continue  to  maintain 
patient  confidentiality  and  provide  absolute  security  of 
patient  records  as  we  use  electronic  means  to  exchange 
information.  But  I believe  these  and  other  problems  are 
solvable,  and  I urge  all  physicians  to  investigate  potential 
uses  of  the  Internet  that  might  help  them  in  their  practices.” 


R.U.  Steinberg  is  an  Austin-based  freelance  writer. 
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Online  services: 
choices,  choices 

Wt  any  physicians  are  connected  to  the  Internet  by 
It  way  of  online  services,  such  as  America  Online 
S&SE  and  CompuServe,  which  offer  their  own  content 
cHc  as  well  as  Internet  access  (see  article  on  pp  42-43). 
* W * John  Adnot,  MD,  of  Fort  Worth,  a dermatologist 
who  specializes  in  Mohs'  surgery,  subscribes  to  America 
Online.  He  describes  himself  as  a “computer  enthusiast”  and 
is  past  president  of  a local  Macintosh  users  group. 


“I’m  probably  connected  10  to  15  hours  a week,”  he 
said.  “As  yet,  I don’t  do  much  with  the  Internet  that  relates  to 
my  practice,  although  I do  use  e-mail  whenever  possible  to 
communicate  with  other  physicians.  I also  receive  some  mail- 
ings as  a subscriber  to  a list  for  dermatology  information. 
Although  I don’t  yet  use  e-mail  with  patients,  I am  toying  with 
the  idea  of  putting  my  e-mail  address  on  my  business  cards.” 

Dr  Adnot  says  the  popularity  of  online  medical  informa- 
tion will  only  increase.  “Telemedicine  is  already  a reality,  and 
similar  technology  will  allow  physicians  to  consult  with  each 
other  in  a real-time  fashion,”  he  said.  “Who  knows?  Some- 
day, virtual  reality  may  enable  the  remote  physician  to 
‘touch’  a patient  halfway  across  the  world!” 


TMA  home  page 

Serving  physicians,  patients  at  http://www.texmed.org/ 


On  April  1,  the  Texas  Medical  Association  joined 
the  brave  new  cyberspace  world  by  launching  its 
home  page  on  the  World  Wide  Web 
(http://www.texmed.org/).  While  the  site  is  still 
“under  construction,”  it  holds  a wealth  of  useful 
information  about  the  association  and  about  medical 
issues  of  interest  to  physicians  and  the  general  public. 

With  a few  dicks  of  a mouse,  you  can  learn  about 
resources  available  from  the  Texas  Physician  Services 
Organization,  get  up  to  speed  on  TMA  advocacy  efforts, 
review  immunization  and  cancer  screening  guidelines, 
print  out  a managed  care  contract  check  list,  or  scan 
Texas  Medicines  latest  contents  page  and  full  text  of 
selected  articles  (including  this  one). 

Communication  links  allow  users  to  instantly  send 
comments  to  TMA  staff,  including  letters  to  the  editors 
of  Texas  Medicine  and  the  TMA  newsletter,  Action. 

“Unlike  its  counterparts  in  print  and  other  media, 
the  TMA  home  page  can  be  updated  frequently  — sev- 
eral times  a day,  if  necessary  — to  keep  physicians 
informed  about  the  latest  developments  on  issues  of 
concern,”  said  Kathryn  Trombatore,  TMA  director  of 
communication.  “This  capability  will  be  particularly 
useful  during  legislative  sessions,  for  example,  when 
access  to  timely  information  is  critical.” 

While  anyone  can  browse  most  areas  of  the  TMA 
home  page,  some  information  is  restricted  to  members  of 
the  association.  Member-only  areas  include  an  online  edi- 
tion of  the  TMA  Physician  Directory,  along  with  infor- 
mation on  various  professional  services  and  resources. 
Physicians  also  can  access  the  TMA  Library  database  and 
continuing  medical  education  resource  collection. 


“By  giving  us  instant  access  to  medical  information 
and  consultations,  the  Internet  offers  many  great  oppor- 
tunities for  expanding  our  knowledge  and  becoming 
better  physicians,”  said  TMA  President  Mark  J.  Kubala, 
MD.  “The  TMA  home  page  will  be  beneficial  not  only 
for  scientific  information,  but  also  as  a way  to  commu- 
nicate with  our  members  and  as  a source  of  patient  edu- 
cation materials,  which  physicians  can  download.” 

TMA  staff  plan  to  monitor  use  of  the  Web  site  to 
identify  physicians’  interests,  and  will  continuously 
update  information  and  improve  services.  Future  plans 
for  Internet  projects  include  online  registration  for 
TMA  meetings  and  seminars;  an  e-mail  listserv  for 
TMA  members,  which  will  allow  them  to  subscribe  to 
information  on  selected  topics;  an  online  system  for 
ordering  books  and  other  materials  from  the  TMA 
Library;  and  perhaps  even  a fully  interactive,  online  edi- 
tion of  Texas  Medicine. 

“For  those  of  us  in  our  60s,  getting  started  on  the 
Internet  can  be  very  intimidating,”  said  Dr  Kubala.  “But 
once  you  do  it,  you  find  out  it’s  not  so  hard  after  all.  And 
for  young  people,  who  are  the  future  of  Texas  medicine, 
computers  are  a way  of  life.  Just  as  stethoscopes  now  feel 
comfortable  around  our  necks,  computers  will  someday 
feel  comfortable  on  our  laps.” 

In  order  to  access  the  members-only  areas  of  the  TMA 
home  page,  you  will  need  to  know  your  TMA  member- 
ship number.  This  number  is  printed  above  your  name 
on  your  Texas  Medicine  mailing  label,  so  have  a label 
handy  when  you  log  on.  For  more  information  about  the 
TMA  home  page,  contact  Linda  Neely  at  (800)  880- 
1300,  ext  1305,  or  by  e-mail  (linda_n@texmed.org). 
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Internist  Gary  K.  Barbin,  MD,  of  Waco,  uses  CompuServe 
e-mail  to  communicate  with  a patient  over  the  Internet.  “A 
nursing  home  patient  of  mine  with  amyotrophic  lateral  sclero- 
sis recently  moved  from  Waco  to  Dallas,"  Dr  Barbin  said. 
“The  patient  is  so  debilitated  that  he  can  only  communicate 
with  his  computer,  at  which  he  is  an  expert.” 

Rajiv  Das,  MD,  of  San  Antonio,  a resident  in  physical 
medicine  and  rehabilitation,  uses  America  Online  to  dis- 
cuss issues  with  other  specialists  in  his  field  all  over  the 
country  and  for  professional  networking,  too. 

He  recently  contacted  a former  resident  in  his  program 
through  America  Online  for  information  about  sacroiliac 
dysfunction  and  epidural  steroid  injections.  “I  was  able  to 
glean  from  his  personal  experience  as  well  as  receive  materi- 
als from  him  that  were  pending  publication,”  he  said.  “I  also 
contacted  another  former  resident  who  had  a fellowship,  and 
I was  able  to  arrange  an  elective  rotation  with  him.” 

Hot  topics 
and  concerns 

-fjS  oseph  E.  Darsey,  MD,  a Houston  ophthalmologist, 
2 accesses  the  Internet  through  CompuServe.  “The  Inter- 
St  net  is  becoming  rich  with  Web  sites  related  to  the  eye,” 
he  said.  “The  premier  sites  are  the  American  Academy 
IST  of  Ophthalmology’s  home  page  and  ET  Online. 

While  Dr  Darsey  has  been  on  the  Internet  for  2 years,  he 
has  been  telecommunicating  for  more  than  10  years.  He 
reads  newsgroups  for  information  about  optics,  vision  sci- 
ences, laser  technology  and  usage,  and  general  medical  sub- 
jects. “I  use  CompuServe  extensively  for  information  about 
the  various  tools  needed  to  gain  Internet  access  — machine- 
or  software-specific  help  is  available  quickly  and  at  a mod- 
est price,”  he  said.  “The  convenience  of  posting  a message 
and  reading  the  reply  at  your  leisure  certainly  beats  holding 
on  the  phone.  Many  ophthalmic  suppliers  are  opening  Web 
sites  and  offer  e-mail  responses  to  posted  questions.” 

Although  Dr  Darsey  doesn’t  communicate  with  patients 
over  the  Net,  he  has  e-mailed  other  ophthalmologists  around 
the  world  through  CompuServe.  “A  hot  topic  of  discussion 
some  time  ago  was  the  Clinton  Health  Plan,”  he  said. 

Dr  Darsey  notes  that  some  newsgroups  tend  to  be  used 
primarily  by  laypeople  seeking  answers  to  their  questions 
from  health-care  professionals.  “An  interesting  thought  is 
the  medicolegal  nature  of  advice  given  in  such  a medium,” 
he  said.  “Physicians  are  skillful  about  this,  in  my  readings 
of  the  messages,  and  don’t  overextend  themselves.” 

Dr  Darsey  says  the  Internet  has  increased  his  efficiency 
in  retrieving  many  kinds  of  information.  “Running  an 
office  and  keeping  up  with  software  and  hardware  require- 


ments, as  well  as  the  financial  aspects  of  practice,  are  more 
efficient,  thanks  to  the  Net,”  he  said.  “One  can  look  up 
government  regulations,  which  permeate  all  aspects  of 
medicine.  Online,  you  can  read  proposed  rule-making 
notices  and  numerous  peoples’  opinions,  and  communicate 
with  members  of  Congress.” 

Just  as  considerable  concerns  have  been  raised  regarding 
government  involvement  in  health  care,  Dr  Darsey  says  he 
is  worried  about  government  and  the  Internet.  “We  need  to 
give  some  thought  to  what  occurs  when  government  mon- 
itors and  controls  communication,”  he  said. 

While  visions  of  Big  Brother  watching  over  and  interfer- 
ing with  valid  medical  uses  of  the  Internet  seem  farfetched, 
Dr  Darsey  says  he  knows  of  at  least  one  incident  that  con- 
firms his  fears.  “The  censor  zealots  at  an  online  service 
recently  disallowed  the  use  of  the  word  ‘breast,’  resulting  in 
unintended  consequences  in  the  cancer  support  forums.” 

While  the  Internet  is  often  described  as  anarchic,  Dr 
Darsey  prefers  to  think  of  it  as  “a  modern  metropolis  with- 
out borders,  where  people  have  enormous  freedom  of 
speech  and  the  responsibilities  that  go  with  it.  One  doesn’t 
have  to  go  to  the  seedier  parts  of  the  city,  and  one  can 
choose  the  paths  to  travel,”  he  explained.  “The  strength  of 
the  Internet,  with  its  power  of  worldwide  information 
access,  lies  in  the  fact  that  it  is  essentially  uncensored  and 
should  remain  forever  so.” 

Still  not 
convinced? 

52:  f you’re  still  wondering  what  all  this  Internet  to-do  is 
2 about  and  why  you  should  care,  Tom  Ferguson,  MD,  of 
5t  Austin,  offers  a compelling  reason:  namely,  to  stay  in 
■3S  tune  with  your  patients.  Dr  Ferguson  is  a senior  associ- 
2 ate  at  Harvard  Medical  School’s  Center  for  Clinical 
Computing  and  president  of  Self-Care  Productions,  a health- 
care consulting  firm.  His  recently  published  book,  Health 
Online:  How  to  Find  Information,  Support  Forums,  and  Self- 
Help  Communities  (Addison-Wesley,  March  1996),  addresses 
the  booming  online  health-care  phenomenon. 

“There’s  no  question  that  consumers  are  becoming 
more  knowledgeable  about  their  health  care  by  seeking  out 
online  resources,”  Dr  Ferguson  said.  “Therefore,  it’s  impor- 
tant for  physicians  to  consider  getting  online.  If  you  don’t 
feel  comfortable  doing  it  yourself,  designate  a nurse  or 
someone  else  on  your  staff.” 

Dr  Ferguson  refers  to  a 1994  study  by  Douglas  B.  Frids- 
ma,  MD;  Paul  Ford,  MD;  and  Russell  Altman,  MD,  of  Stan- 
ford University  School  of  Medicine,  Medical  Informatics 
Section.  Titled  “A  Survey  of  Patient  Access  to  Electronic  Mail: 
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Attitudes,  Barriers,  and  Opportunities, 
the  study  involved  444  patients  in  the  school’s  fac- 
ulty internal  medicine  clinic.  “Forty-six  percent  of  patients  in 
the  clinic  had  access  to  electronic  mail,  and  89%  of  those  with 
electronic  mail  had  access  through  their  workplace,”  accord- 
ing to  the  study.  Half  of  the  patients  responding  said  they 
would  use  e-mail  all  or  most  of  the  time  to  communicate  with 
the  clinic  if  it  were  available  and  that  many  of  the  communi- 
cations that  currently  take  place  by  phone  could  be  replaced 
by  e-mail.  The  study  is  available  on  the  Internet  (http://www 
-ksl.stanford.edu/KSL_Abstracts/KSL-94-28.html). 

Dr  Ferguson  admits  that  even  he  was  nervous  about  the 
Internet  at  first.  “But  physicians  shouldn’t  be  afraid  of  new 
technology.  I suggest  they  move  at  a pace  that  is  comfort- 
able for  them.  Find  a friend  or  colleague  who  can  help 
introduce  you  to  the  Internet.” 

Trailblazers: 

academia  and  government 


TMA  Medical  Student  Section  home  page,  as  well  as  an 
Internet  site  for  his  university’s  TMA  chapter. 

“Initially,  the  TMA-MSS  home  page  just  included  e- 
mail  links  to  chapter  officers  of  the  eight  medical  schools 
and  links  to  the  schools’  home  pages,”  Mr  Sheth  said.  As  a 
result  of  the  hard  work  and  enthusiastic  contributions  of 
many  students,  the  page  now  includes  links  to  the  e-mail 
addresses  of  statewide  TMA-MSS  officers,  reports  on  cur- 
rent legislative  issues  and  TMA  lobbying  activities,  and  an 
explanation  of  the  steps  necessary  to  write  a resolution  for 
consideration  by  the  TMA  House  of  Delegates. 

The  TMA  student  home  page  also  contains  information 
about  managed  care.  Mr  Sheth  notes,  with  some  pride, 
that  when  ABC  News  covered  managed  care  on  its  Ameri- 
ca Online  page,  it  included  a link  to  a glossary  of  managed 
care  terms  on  the  TMA  student  page. 


sag  he  Internet  grew  out  of  a late  1960s  project  initially 
S intended  to  provide  a way  for  the  government  and 
HI  major  research  contractors,  including  universities,  to 
55  communicate  by  computer  in  case  of  war  (see  article 
S on  pp  42-43).  Recognizing  its  power  and  practical- 
ity for  communication  of  all  sorts,  those  early  users  quick- 
ly expanded  the  scope  of  the  Internet.  So  it’s  not  surprising 
that  physicians  and  other  health-care  professionals  tied  to 
academic  or  governmental  entities  have  been  the  trailblaz- 
ers for  medical  uses  of  the  Internet. 

Paul  McGaha,  DO,  of  Tyler,  a regional  director  for  the 
Texas  Department  of  Health  (TDH),  says  his  staff  uses  the 
Internet  to  correspond  with  physicians,  the  Centers  for 
Disease  Control  and  Prevention,  and  others.  And  physi- 
cians at  TDH  were  the  first  to  e-mail  manuscript  submis- 
sions to  Texas  Medicine  over  the  Internet. 

As  a group,  the  most  enthusiastic  Internet  users  in  the 
family  of  medicine  are  medical  students,  who  not  only  have 
online  access  through  their  universities  but  also  tend  to  be 
much  more  at  ease  with  computer  technology  than  their 
elders.  Not  surprisingly,  the  student  sections  of  TMA  and 
AMA  had  home  pages  on  the  World  Wide  Web  many 
months  before  their  parent  organizations. 

Birute  M.  Wise,  a third-year  medical  student  at  UT 
Houston,  wrote  a resolution  that  established  electronic 
communication  liaisons  for  AMA-MSS  sections.  Ms  Wise 
hosted  a conference  for  MSS  sections  from  six  states  in 
Houston  earlier  this  year. 

David  Sheth,  a second-year  medical  student  at  Baylor 
University  College  of  Medicine,  currently  maintains  the 


Promoting  doctors 
to  the  world 


MA,  TMA,  county  medical 
societies,  and  numerous  spe- 
cialty societies  are  estab- 
S S lishing  home  pages  on 
£ £ the  World  Wide  Web 
to  communicate  with  their 
members  and  also  to  pro- 
vide accurate  medical 
information  to  the  gener- 
al public.  While  some 
medical  sites  are  restricted  to 

physicians,  most  information  — in  the  freewheeling  spirit  of 
the  Internet  — can  be  viewed  by  anyone. 

The  Tarrant  County  Medical  Society  put  its  home  page 
on  the  World  Wide  Web  in  June  1995.  “One  of  the  most 
exciting  aspects  of  our  Internet  site  is  its  ability  to  allow  us 
to  promote  our  doctors  and  medical  community  to  the 
world,”  said  Mark  Garrett,  director  of  business  develop- 
ment for  the  Tarrant  County  Medical  Society.  Within  its 
first  few  months,  the  site  was  visited  by  people  not  only 
from  across  Texas  and  the  United  States,  but  also  from  Aus- 
tralia, Canada,  Israel,  Denmark,  and  Japan. 

“Are  we  computer  geeks?”  asked  Mr  Garrett.  “No  way. 
None  of  us  had  any  major  computer  knowledge,  but  all  of 
us  recognized  that  the  Internet  was  a tool  we  could  use  for 
a variety  of  purposes.”  ★ 
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An 

introduction 

to 

the 

Internet 

Although  we’ve  all  heard  plenty  of  talk  about  the  Inter- 
net, many  people  are  not  clear  exactly  what  it  is  all 
about.  To  put  it  simply,  the  Internet  is  a network  of 
computers  linked  all  over  the  world. 

First  named  ARPANET  (for  Advanced  Research  Pro- 
jects Agency  Network),  it  began  in  the  late  1960s  as  the 
result  of  a collaboration  between  the  RAND  Corpora- 
tion, the  Massachusetts  Institute  of  Technology,  the 
University  of  California  at  Los  Angeles,  the  Pentagon’s 
Advanced  Research  Projects  Agency,  and  others  to  pro- 
vide a reliable  means  of  communication  by  computer  in 
case  of  war.  ARPANET  soon  included  researchers  and 
scientists,  who  used  it  to  collaborate  and  trade  notes  on 
projects,  to  share  ideas,  or  to  just  plain  schmooze. 

Throughout  the  1970s,  ARPANET’S  popularity  grew 
and  its  administration  became  more  decentralized.  By  the 
early  1980s,  the  military  segment  of  the  network  broke 
off  to  form  its  own  network.  At  the  same  time,  other  gov- 
ernment entities  such  as  the  National  Science  Founda- 
tion, the  National  Aeronautic  and  Space  Administration, 
and  the  National  Institutes  of  Health  got  involved.  By 
1990,  ARPANET  had  been  formally  dissolved  to  make 
way  for  what  is  now  known  as  the  Internet. 

Many  of  the  things  available  on  the  Internet  have 
their  roots  in  ARPANET.  In  fact,  the  Internet  retains  its 
networking  ability  because  of  the  UNIX  operating  sys- 
tem, which  predates  the  personal  computer  revolution 
of  the  1980s  and  1990s.  (If  you’re  wondering  why  Inter- 
net locations  and  addresses  contain  things  like  “http://,” 
“.com,”  and  blame  UNIX.)  While  UNIX  may  not 
be  as  “user-friendly”  as  the  software  running  your  per- 
sonal computer,  it  has  stood  the  test  of  time  to  provide 
the  Internet  with  a logical  and  workable  method  of  net- 
working computers. 


What  it  is 

The  primary  components  of  the  Internet  currently 

include  the  following: 

• Electronic  mail  (e-mail)  allows  users  to  send  and 
receive  messages  electronically.  Like  conventional 
mail,  e-mail  arrives  at  an  address  and  is  stored  in  a 
mailbox  where  it  can  be  retrieved. 

• File  Transfer  Protocol  (FTP)  allows  users  to  log  on  to 
another  computer  or  computer  network  and  down- 
load files.  Files  may  be  as  simple  as  text  documents  or 
as  complex  as  programs,  images,  sounds,  movies, 
spreadsheets,  databases,  word  processing  files,  and 
compressed  files. 

• Gopher  began  as  a way  for  the  University  of  Minneso- 
ta to  distribute  information  about  its  campus  in  a sim- 
ple, menu-driven  format,  but  grew  to  include  many 
other  institutions  now  on  the  Internet.  Each  is  part  of 
the  network  of  gopher  servers  and  can  be  searched  by 
key  word  through  a mechanism  called  Veronica. 

• Listservs  allow  a user  to  communicate  with  many 
users  at  once  through  electronic  mailing  lists.  A user 
who  wishes  to  subscribe  or  unsubscribe  can  do  so  by 
sending  an  e-mail  message  to  the  computer  where  the 
mailings  originate.  The  Internet  contains  many  list- 
servs of  interest  to  physicians. 

• Telnet  allows  a user  to  log  on  to  another  computer  or 
computer  network.  Many  entities,  such  as  The 
National  Library  of  Medicine,  allow  users  to  access 
their  network  through  telnet,  search  their  databases, 
and  read  text  files. 

• Usenet  provides  a discussion  forum  similar  to  that  of 
listservs.  Users’  comments  are  organized  by  topic  into 
newsgroups.  Unlike  listservs,  comments  are  posted  in 
a central  location  rather  than  sent  to  individual  e- 
mail  addresses. 

• World  Wide  Web,  also  known  as  W3  and  the  Web,  was 
developed  in  the  late  1980s  by  CERN,  the  European 
Laboratory  for  Particle  Physics.  The  Web  allows  users 
to  hear  sounds  and  view  text,  images,  and  movies. 

One  of  the  Web’s  outstanding  features  is  hyper- 
text, which  is  text  that  links  to  other  files,  even  files  on 
other  computer  networks.  Another  highlight  of  the 
Web  is  its  superior  graphics  capability,  made  possible 
when  the  National  Center  for  Supercomputing  Appli- 
cations developed  a software  program  called  NCSA 
Mosaic,  more  commonly  known  as  a Web  browser. 
Netscape  is  a popular  Web  browser  now  in  use. 

Files  written  for  the  Web  are  composed  in  hyper- 
text markup  language  (HTML).  The  lead  file,  or  first 
in  a series  of  HTML  files,  posted  by  an  individual  or 
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organization  on  the  Web  is  commonly  known  as  a 
home  page.  The  term  “home  page”  is  frequently 
used  to  describe  an  entire  Web  site. 

Getting  hooked  up 

One  of  the  reasons  the  Internet  has  grown  rapidly  is 
that  it  can  be  accessed  so  easily.  Software  has  been 
developed  to  run  on  Microsoft  Windows,  Macintosh, 
and  UNIX  systems,  and  a lot  of  the  software  can  be 
obtained  for  free  over  the  Internet. 

For  starters,  you  need  two  things  to  access  the 
Internet  from  home:  a personal  computer  and  a 
modem,  which  is  a device  that  allows  a computer  to 
communicate  with  other  computers  over  the  tele- 
phone lines.  Just  about  all  personal  computers  and 
modems  are  capable  of  the  task,  but  the  speed  of  the 
computer’s  processor  and  modem  will  have  an  effect 
on  the  ability  to  receive  and  transmit  information. 

Once  you  have  that  basic  hardware,  you’ll  need  to 
subscribe  to  a service  that  provides  Internet  access. 
Online  services  such  as  America  Online  and  Com- 
puServe offer  Internet  access  as  well  as  their  own  con- 
tent. Their  software  may  have  built-in  features  that 
automatically  include  access  to  the  Web,  gopher,  tel- 
net, FTP,  and  Usenet.  Costs  vary  for  monthly  access 
to  online  providers’  standard  services;  Internet  access 
is  usually  billed  as  an  additional  charge. 

National  and  local  Internet  providers  offer  what  are 
known  as  SLIP  or  PPP  accounts,  which  give  you  full 
Internet  access.  Companies  also  may  offer  low-cost 
accounts  that  only  provide  telnet,  FTP,  and  e-mail. 
Most  companies  provide  subscribers  with  the  necessary 
software  and  support.  The  average  cost  for  a SLIP 
account  starts  at  about  $25  a month.  Internet  access  to 
e-mail,  telnet,  and  FTP  can  also  be  obtained  from  local 
computer  bulletin  boards  for  as  little  as  $5  a month. 

Computer  retailers  usually  can  recommend  Inter- 
net service  providers  in  your  area.  You  can  also  con- 
sult an  extensive  online  list  of  service  providers 
(http://www.thelist.com/). 

Once  you  are  online,  you  can  find  a variety  of  soft- 
ware to  help  you  explore  the  Internet.  If  your  comput- 
er is  Windows-based,  a good  place  to  start  is  Stroud’s 
Consummate  Winsock  Apps  List  (http://cwsa 
pps.texas.net  or  http://cws.silmington.net).  Macintosh 
Internet  software  can  be  found  at  the  Archives  of  Mac- 
intosh Software  and  Information  (http://wwwhost.ots 
.utexas.edu/mac/internet.html). 


Interesting  medical  links 
on  the  Internet 

Texas 

Baylor  College  of  Medicine 
http://www.bcm.tmc.edu/ 
gopher://gopher.bcm.tmc.edu/ 

Bexar  County  Medical  Society 
htpp://www.  bcms.org/ 

Hermann  Hospital 

http://oac3.hsc.uth.tmc.edu/hermann/home.html 

Houston  Academy  of  Medicine-Texas  Medical  Center  Library 
http://www.library.tmc.edu/ 

Institute  of  Biosciences  and  Technology 
http://keck.tamu.edu/ 

Jefferson  County  Medical  Society 

http://www.sat.net/sites/tx/beaumont/medical/jcmst.html 

References  by  Medical  Specialties 
http://hyrax.med.uth.tmc.edu/publ/00000074.htm 

Scott  & White  Memorial  Hospital  & Clinic 
http://swinfo.tamu.edu/swinfo.html 

Tarrant  County  Medical  Society 
http://www.mayatech.com/tcms/ 

Texas  A&M  University  Health  Science  Center 
http://thunder.tamu.edu/HSCcomHis.html 

Texas  Children’s  Hospital 
http://www.his.tch.tmc.edu/ 

Texas  Department  of  Health 
http://www.tdh.state.tx.us/ 

Texas  Department  of  Mental  Health  and  Mental  Retardation 
http://www.mhmr.state.tx.us/ 

Texas  Medical  Association 
http://www.texmed.org/ 

TMA  Medical  Student  Section 
http://www.bcm.tmc.edu/tma-mss 

Texas  Tech  University  Health  Sciences  Center 
http://www.ttuhsc.edu/ 

University  of  North  Texas  Health  Science  Center  at  Fort  Worth 
http://molly.hsc.unt.edu/ 

The  University  of  Texas  Health  Science  Center  at  San  Antonio 
http://www.uthscsa.edu/ 
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The  University  of  Texas-Houston  Health  Science  Center 
http://www.uth.ttnc.edu/ut_general/index.html 

The  University  of  Texas-Houston  Medical  School 
http://www.med.uth.tmc.edu/ 

The  University  of  Texas-Houston  Medical  School,  Medical  Education 
Information  Center,  Department  of  Pathology  and  Laboratory  Medicine 
http://hyrax.med.uth.tmc.edu/ 

The  University  of  Texas-Houston  School  of  Public  Health 
http://utsph.sph.uth.tmc.edu/ 

The  University  of  Texas  M.D.  Anderson  Cancer  Center 
http:// utmdacc.uth.tmc.edu/ 

The  University  ofTexas  M.D.  Anderson  Cancer  Center,  The  Tele 
Health  Center 

http://oac3.hsc.uth.tmc.edu/t-health/index.html 

The  University  ofTexas  Medical  Branch  at  Galveston 
http://www.utmb.edu/newhome.html 

The  University  ofTexas  Southwestern  Medical  Center  at  Dallas 
http://www.swmed.edu/ 


Other  links 

Agency  for  Health  Care  Policy  and  Research 
http://www.ahcpr.gov/ 

American  Academy  of  Ophthalmology 
http://www.eyenet.org/ 

American  Cancer  Society 
http://www.cancer.org/ 

American  Medical  Association 
http://www.ama-assn.org/ 

Association  of  American  Medical  Colleges  Gopher 
gopher://gopher.aamc.org/ 

Centers  for  Disease  Control  and  Prevention 
http://www.cdc.gov/ 

Cyberspace  Hospital 
http://ch.nus.sg/ 

ET  Online 

http://www.sna.com/etonline/ 

Galaxy  (Medicine) 

http://galaxy.einet.net/galaxy/Medicine.html 

General  Medical  Indices 

http:// eja.anes.hscsyr.edu/ perf/  medical_links 

Harvard  Medical  School  List  of  Registered  Medicine  (Biosciences) 
WWW  Links 

http://golgi.harvard.edu/biopages/medicine.html 


Harvard  University’s  Whole  Brain  Atlas 
http://count51.med.harvard.edu/AANLIB/home.html 

HealthGate 

http:/ /www.healthgate.com/ 

Internet  Mental  Health 
http://www.mentalhealth.com/ 

Jonathan  Tward’s  Multimedia  Medical  Reference  Library 
http://www.tiac.net/users/jtward/index.html 

Medical  Infomine,  University  of  California 
http://lib-www.ucr.edu/dbase/query_b.html 

Medical  Matrix  Guide  to  Internet  Clinical  Medicine  Resources 
http://www.kumc.edu:80/mmatrix/ 

Medical  Meeting  Place 
http://www.opennet.com/medical/ 

MedlnfoPoli 

http://www.medinfopoli.polimi.it/ 

Med  Nexus 

http://www.mednexus.com/ 

MedWeb:  Biomedical  Internet  Resources 
http://www.cc.emory.edu/WHSCL/medweb.html 

National  Institutes  of  Health 
http://www.nih.gov/icd/ 

National  Library  of  Medicine 
http://www.nlm.nih.gov/ 

National  Science  Foundation 
http://www.nsf.gov/ 

Neurosciences  on  the  Internet 
http://ivory.lm.com/-nab 

PharmlnfoNet 

http://pharminfo.com/ 

Physician’s  Guide  to  the  Internet 
http://www.webcom.com/ pgi  / 

A Sampling  of  Health-Related  Resources  on  the  Internet 
http://www.med.ufl.edu/medinfo/docs/sites.html 

Slack  Inc  (medical  communications) 
http://www.slackinc.com/wwwslack.htm 

Stanford  University  School  of  Medicine 
http://www.stanford.edu/MedSchool/ 

The  Virtual  Hospital,  University  of  Iowa  College  of  Medicine 
http://vh.radiology.uiowa.edu/ 

The  “Virtual”  Medical  Center  — Martindale’s  Health  Science  Guide  — ’96 
http://www-sci.lib.uci.edu/-martindale/Medical.html 
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Law 


Gag  rules 

Texas  medicine  on  the  alert  for  intrusions 
in  the  physician-patient  relationship 

By  Teri  Lee  JONES,  Associate  editor 


hen  two  parties  enter  into  a business 
contract,  they  usually  share  an  unspoken 
“gentlemen’s  agreement”  that  neither 
one  will  start  bad-mouthing  the  other. 
But  in  the  often  shaky  relationships  between  managed  care 
plans  and  physicians,  what  was  once  assumed  has  increas- 
ingly become  codified.  Just  a few  years  ago,  little  one-  or 
two-sentence  clauses  began  popping  up  in  physicians’  con- 
tracts with  managed  care  plans  around  the  country,  which 
managed  care  plans  call  confidentiality  clauses.  The  house 
of  medicine  calls  them  gag  rules  and  says  they  are  just 
another  strong-armed  tactic  to  stifle  physicians’  abilities  to 
act  as  patient  advocates. 

Although  experts  say  they  are  more  the  exception  than 
the  rule,  the  most  outrageous  clauses  have  come  right  out 
and  said,  “Physicians  may  not 


extended  beating  in  the  media  because 
of  such  clauses,  thanks  in  part  to  the 
vigilance  of  organized  medicine.  The 
American  Medical  Association  sounded 
the  alarm  and  led  a national  campaign 
to  expose  and  squash  them. 

In  response  to  the  bad  press,  US 
Healthcare,  a large  regional  HMO  in 
the  Northeast,  modified  its  clauses, 
while  the  Massachusetts  legislature 
passed  a law  banning  them. 


discuss  treatment  options  with 
enrollees  that  the  plan  does  not 
cover.”  But  the  more  common 
kinds  of  clauses,  which  have 
become  almost  industry  stan- 
dards for  health  maintenance 
organizations  (HMOs)  in  some 
parts  of  the  country,  read  some- 
thing like  this:  “The  physician 
shall  make  no  communication 
to  enrollees  that  could  under- 
mine or  tend  to  undermine  the 
confidence  of  enrollees  in  the 
plan  or  plan  coverage.” 

Since  December  1995, 
HMOs  have  been  taking  an 

Legal  articles  in  Texas  Medicine  are  intended  to 
help  physicians  understand  the  law  by  providing 
legal  information  on  selected  topics.  These  arti- 
cles are  published  with  the  understanding  that 
TMA  is  not  engaged  in  providing  legal  advice. 
When  dealing  with  specific  legal  matters,  readers 
should  seek  assistance  from  their  attorneys. 


Is  Texas  different? 

While  egregious  instances  of  gag  rules 
run  amuck  have  been  uncovered  in 
other  states,  such  as  California  and 
New  Jersey,  Texas  appears  to  have 
remained  unscathed.  Early  this  year,  the  Texas  Medical 
Association,  the  Texas  Department  of  Insurance  (TDI),  and 

other  interested  parties  began 
looking  more  intently  at  physi- 
cians’ contracts  for  gag  clauses. 
Lots  of  people  had  known  confi- 
dentiality clauses  existed  in 
Texas  — they  were  among  the 
items  TMA  had 


addressed  in  the 
Patient  Protection 
Act  Governor  Bush 
vetoed  last  year  — 
yet,  there  had  been 
uproar  from  Texas 
physicians  singling  them  out. 

At  press  time,  Texas  Medicine 
had  not  found  examples  of  clauses 
in  Texas  that  came  right  out  and 
prohibited  physicians  from  dis- 
cussing treatment  options  not 
covered  by  the  plan,  and  neither 
had  TDI.  “So  far,  we  haven’t 
found  anything,”  said  TDI 
spokesperson  Mark  Hanna.  “We 
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are  reviewing  all  the  contracts  just  to  see 
if  we  can  find  something,  but  we 
haven’t  found  anything  that  limits  dis- 
cussion of  treatment  options.” 

That’s  the  whole  problem,  some 
experts  say.  Even  if  such  flagrant 
clauses  don’t  exist  here,  what  about 
the  potential  dampening  effect  on 
physician-patient  relationships  of  even 
the  more  benign-sounding  ones  — 
such  as  those  telling  physicians  they 
can’t  say  anything  that  might  “under- 
mine an  enrollee’s  confidence”  in  a 
plan?  It’s  all  in  how  one  chooses  to 
interpret  them,  both  sides  say. 

“They  are  definitely  a potential 
problem,”  said  Austin  attorney  David 
Hilgers,  JD,  who  has  helped  negotiate 
hundreds  of  HMO  contracts  for 
physicians.  “There  may  be  times  when 
a confidentiality  clause  would  not 
allow  physicians  to  give  the  kind  of 
advice  they  feel  they  should  be  giving 
to  their  patients.” 

Although  Mr  Hilgers  has  not  seen 
instances  where  such  clauses  have 


been  invoked  by  a plan  to  berate  a 
physician,  he  says  questions  of  eligibil- 
ity and  medical  necessity  could  put 
physicians  on  the  spot.  “What  if  a 
patient  comes  in  with  a problem  and 
the  doctor  thinks  a certain  treatment 
is  medically  necessary  but  the  HMO 
doesn’t?  A gag  rule  puts  a doctor  in  a 
difficult  situation.  What’s  he  or  she 
supposed  to  say  to  the  patient?  ‘I 
think  your  HMO  is  making  a bad 
decision?’  That’s  a tough  one.” 

Houston  attorney  Jerry  Bell,  JD,  a 
partner  with  Fulbright  & Jaworski, 
agrees.  “I  think  that’s  why  some  states 
will  outlaw  or  limit  them,  because 
they  almost  prevent  doctors  from 
being  100%  candid  with  patients.  It’s 
like,  'I  can’t  tell  you  my  opinion,  what 
I’m  feeling  or  what  I’m  thinking  about 
your  situation.’” 

Although  gag  clauses  are  not  wide- 
spread in  Texas,  they  could  be  used 
indirectly  in  conjunction  with  “termi- 
nation without  cause”  clauses,  accord- 
ing to  San  Antonio  attorney  Andre 


Hampton,  JD.  “If  physicians  go  to  the 
mat  for  their  patients,  it  might  later 
turn  out  to  be  the  motivating  factor 
behind  terminating  them  without 
cause.  Although  you  may  not  be  able 
to  prove  a direct  correlation,  I sense 
these  things  are  done  in  subtle  ways. 
And  if  they’ve  got  termination  with- 
out cause,  why  do  they  need  all  this 
other  stuff  anyway?” 

Not  surprisingly,  HMO  represen- 
tatives say  physicians  have  gone  over- 
board on  this  one  and  are  reading 
confidentiality  clauses  all  wrong.  “I 
feel  like  I’m  back  in  Salem  and  some- 
one has  walked  into  a room  and  said, 
‘They  be  a witch,’  and  the  media  and 
TDI  are  all  saying,  ‘Where’s  a match, 
where’s  a match?”’  said  Geoff  Wurzel, 
executive  director  of  the  Texas  HMO 
Association.  “We’ve  sort  of  lost  sight 
of  what  the  real  issues  are  and  what 
the  real  debate  is.” 

As  a rule,  confidentiality  clauses 
were  not  designed  to  limit  discussions 
of  treatment  options,  says  Michael 


Contract  evaluation  services 


Could  you  use  some  help  spotting  gag  clauses  or 
other  legal  pitfalls  in  a managed  care  contract? 
TMA  offers  its  members  comprehensive  man- 
aged care  contract  evaluations  for  $150  per  contract. 
Rush  service  with  a 2-day  turnaround  is  available  for 
$300. 

New  or  existing  contracts  will  be  reviewed  for  hold 
harmless  and  termination-without-cause  clauses,  gag 
clauses,  and  other  provisions  that  could  alter  or  affect 


your  medical  practice  and  referral  patterns.  Send  your 
managed  care  contracts,  with  payment,  to  Andre  Hamp- 
ton, JD,  The  Law  Office  of  Hubert  Bell  Jr,  515  Con- 
gress Ave,  Suite  2000,  Austin,  TX  78701.  Phone  (512) 
480-5635. 

The  American  Medical  Association  also  is  currently 
offering  a free  limited  review  of  managed  care  contracts 
to  spot  unethical  gag  clauses.  For  information,  physi- 
cians may  call  (312)  464-4367. 
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Cryer,  MD,  market  vice  president  of 
Aetna  Health  Plans  in  Houston. 
“They’re  not  gag  clauses.  They’re  busi- 
ness clauses.”  Although  Dr  Cryer  says 
Aetna  Texas  does  not  use  them,  he 
believes  some  confidentiality  clauses  are 
being  misinterpreted.  “They  have  noth- 
ing to  do  with  anything  clinical.  I think 
the  intent  was  to  get  physicians  to 
openly  relate  to  the  health  plans  if  they 
had  a problem,  rather  than  trying  to 
degrade  the  plan  through  the  member.” 

Evolution  of  a gag 

According  to  Mr  Hilgers,  gag  rules 
first  started  appearing  in  markets 
where  competition  between  managed 
care  plans  had  heated  up.  The 
managed  care  companies  did 
not  want  physicians  steering 
patients  from  their  plans  to 
their  competitors,  he  says, 
relating  a typical  scenario  that 
gag  rules  were  designed  to  pre- 
vent. “A  physician  might  have 
contracts  with  two  or  three 
HMOs,  and  a patient  would 
say,  ‘I  want  this.’  And  the 
physician  would  say,  ‘Well, 
you  can’t  get  that,  but  if  you 
were  with  so-and-so  HMO, 
you  might  be  able  to  get  it  over 
there.’” 

That’s  the  obvious  reason 
HMOs  want  such  clauses, 
according  to  Mr  Bell.  “They 
don’t  want  doctors  telling  patients, 
Well  I would  have  done  this  for  you, 
but  your  HMO  won’t  let  me.’  They 
don’t  want  doctors  dumping  on  them.” 

Conventional  wisdom  says  HMO 
contracts  will  be  more  physician- 
friendly  early  in  their  market  penetra- 
tion — until  they  have  captured  most 
patients.  Then  their  contracts  get 
tougher. 

So  while  contract  restrictions  such 
as  gag  clauses  have  not  arrived  full- 
force  in  Texas  yet,  the  question  is,  are 
they  coming? 

Connie  Barron,  associate  director  of 
TMA  legislative  affairs,  said,  “HMOs 
have  only  recently  begun  to  feel  the 
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need  to  keep  some  of  their  practices  in 
the  dark  in  this  way.  Before,  they  had 
not  been  asked  the  kinds  of  questions 
that  required  them  to  tell  doctors  not 
to  talk.”  She  says  HMO  contracts  vary 
from  state  to  state  and  even  from  city 
to  city  within  a state,  “which  shows 
how  contracts  represent  the  maturity  of 
the  marketplace.” 

A contract’s  physician-friendly  quo- 
tient “completely  depends  on  the 
negotiating  position  or  leverage  that 
the  physician  or  physician  group  has,” 
Mr  Bell  said.  “If  it’s  an  HMO  form 
contract,  then  unless  you’ve  got  some 
strong  negotiating  position,  the  HMO 
isn’t  going  to  change  anything  in  that 


form  contract.  And  you  kind  of  grit 
your  teeth  and  sign  it  even  though  you 
don’t  like  this  provision  or  that  provi- 
sion, because  the  HMO  may  be 
unwilling  to  negotiate  anything.” 

Mr  Bell  says  that  whether  or  not  he 
succeeds  in  getting  unwelcome  provi- 
sions stricken  from  physicians’  contracts 
depends  on  “the  strength  of  the  HMO, 
the  market  share,  and  who  you  are  and 
how  much  they  need  you.  Are  you  the 
only  specialist  in  town  and  they  have  to 
have  you?  Or  are  you  dispensable  and 
they  don’t  really  need  you?” 

The  California  experience 

While  Texas  physicians  have  so  far 
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“HMOs  have  only 
recently  begun  to  feel 
the  need  to  keep 
some  of  their  prac- 
tices in  the  dark  in  this 
way.  Before,  they  had 
not  been  asked  the 
kinds  of  questions  that 
required  them  to  tell 
doctors  not  to  talk.” 


avoided  the  most  onerous  gag  rules,  the 
same  cannot  be  said  for  their  California 
colleagues.  With  high  managed  care 
market  penetration  and  fierce  competi- 
tion between  plans,  gag  clauses  had 
become  the  norm  in  California  by 
1994,  says  Jack  Lewin,  MD,  California 
Medical  Association  (CMA)  executive 
vice  president.  Two  forces  were  at  work, 
he  says,  in  the  emergence  of  gag  clauses. 
One  was  fear  of  competition  between 
plans,  and  the  other  was  an  aggressive 
CMA  effort  to  measure  physicians’  sat- 
isfaction with  various  plans. 

“Gag  rules  were  based  exclusively  on 
managed  care’s  fear  of  having  to  reveal 
to  employers  and  the  public  their  dras- 
tic measures  in  cutting  back  accessibil- 
ity to  care  in  this  frenzied,  cost-cutting 
marketplace  in  California,”  Dr  Lewin 
said.  “The  need  for  gag  rules  became 
clear  to  the  CEOs  of  these  companies 
when  they  saw  organized  medicine  and 
the  California  legislature  mobilizing  to 
expose  the  adverse  conditions  occurring 
for  patients  and  doctors.” 

Dr  Lewin  believes  gag  rules  are  on 
their  way  out  in  his  state.  “I  predict 
that  either  managed  care  plans  will 
voluntarily  get  rid  of  them,  or  CMA 
will  sponsor  and  affect  legislation  this 
year  to  eliminate  them.  One  of  the 
most  important  jobs  of  organized 
medicine  is  to  foster  a rebellion  of 
patients  and  doctors  who  refuse  to 
accept  a diminution  of  quality  care.” 

The  lesson  for  Texas  physicians, 
says  TMA’s  Ms  Barron,  is  to  be  on  the 
lookout.  Even  if  blatant  gag  clauses 
have  not  turned  up  yet,  “they  could 
come  to  a theater  near  you.”  ★ 
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Science  and  Education 


Revisiting  Texas’ 
pathology  frontier 

After  75  years , members  of  the  Texas  Society  of  Pathologists  look  back  fondly 


By  Johanna  Franke,  Editorial  associate 


espite  sleet,  snow,  and  bitter  temperatures, 
nearly  three  fourths  of  the  Texas  Society  of 
Pathologists  (TSP)  guest  list  journeyed  to 
Dallas  the  first  weekend  of  February  to  attend 
the  TSP  Diamond  Jubilee.  It  would  take  more  than  a little 
slush  during  the  Ice  Storm  of  ’96  to  keep  the  oldest  con- 
tiguous state  pathology  organization  in  the  nation  from 
celebrating  75  years  of  scientific,  technical,  political,  and 
social  advances. 


In  the  beginning 

Marilyn  Miller  Baker  chronicles  these  advances  in  her  new 
book,  The  History  of  Pathology  in  Texas.  Ever  since  the  first 
recorded  autopsy  in  Texas  territory  nearly  200  years  ago  (by 
the  royal  surgeon  For  the  Alamo  hospital  at  San  Antonio  de 
Bexar  on  a stabbing  victim),  the  discipline  of  pathology  has 
enveloped  many  branches  of  medicine.  “I’ve  always  thought 
of  the  pathologist  as  the  doctor’s  doctor,”  said  TSP  Presi- 
dent David  N.  Henkes, 


later,  Dr  William  Penny,  head  of  the 
department  of  physiology  and  pathol- 
ogy at  the  Texas  Medical  College  in 
Galveston,  became  the  first  professor 
of  pathology  in  Texas.  But  the  true 
beginning  oF  the  specialty  of  pathol- 
ogy in  Texas  came  when  George 
Dock,  MD,  arrived  as  chair  of  pathol- 
ogy at  Texas  Medical  College  from  the 
University  of  Pennsylvania,  where  he 
studied  with  Sir  William  Osier.  Dr 
Dock  was  only  29  years  old  when  he 
demonstrated  the  various  phases  of  malaria,  as  well  as  two 
cases  of  leprosy,  at  the  1889  meeting  of  the  Texas  State 
Medical  Association. 

Dr  Dock  left  for  the  University  of  Michigan  in  1891, 
the  same  year  the  Texas  Medical  College  and  Hospital  was 
replaced  with  the  new  University  of  Texas  Medical  Depart- 
ment, now  known  as  The  University  of  Texas  Medical 
Branch  at  Galveston  (UTMB).  Future  autopsies  would  be 


MD,  of  San  Antonio. 

Vernie  A.  Stembridge, 
MD,  a TSP  past  president  in 
Dallas,  says  pathology  is  the 
bridge  between  the  basic  sci- 
ences learned  in  the  first  2 
years  oF  medical  school  and 
the  clinical  activities  mas- 
tered in  the  later  years  of 
medical  school.  “Pathology 
is  really  the  Fundamental 
understanding  of  disease,” 
Dr  Stembridge  said.  “And, 
as  with  any  aspect  of  our 
lives  today,  it’s  certainly  not 
static.  It  is  active,  vibrant, 
and  exciting.” 

By  1868,  Isaac  Lycurgus 
Van  Zandt,  of  Fort  Worth, 
had  brought  the  first  micro- 
scope to  Texas,  and,  5 years 


Medical  students,  circa  1903,  study  under  the  watchful  eye  of  Dr  Marie  Schaefer,  the  first  UTMB  woman  faculty 
member  as  well  as  the  first  woman  listed  as  a speaker  on  a Texas  Medical  Association  program.  Her  studies  focused  on 
intestinal  parasites  and  hookworm,  which  she  became  interested  in  during  her  internship  in  Dr  Allen  Smith’s  laboratory. 
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based  on  the  first  recorded  autopsy  at 
this  university  in  1892.  By  1900, 
pathologists  had  established  the  carri- 
ers of  hookworm,  yellow  lever, 
typhoid,  and  Texas  cattle  fever.  Surgi- 
cal pathology  reports  began  at  UTMB 
in  1903,  and  the  Texas  anatomical 
law,  allowing  schools  to  obtain  cadav- 
ers for  their  first-year  medical  students 
in  anatomy,  passed  in  1906.  Pathol- 
ogy departments  were  established  at 
Baylor  University  College  of  Medicine 
and  Southwestern  University  Medical 
Department  in  the  early  1900s.  As  the 
specialty  grew  strong,  so  did  the  need 
for  a state  pathology  society. 

Setting  a precedent 

On  May  9,  1921,  16  Texas  patholo- 
gists met  at  the  Oriental  Hotel  in  Dal- 
las to  create  the  State  Pathological 
Society  of  Texas,  later  known  as  the 
Texas  Society  of  Pathologists  (TSP). 
The  purpose  of  the  society,  according 
to  the  constitution  and  bylaws,  is  “to 
federate  and  bring  into  one  compact 
organization,  the  pathologists  and  bac- 
teriologists of  the  State  of  Texas  and  to 
affiliate  with  similar  associations  of 
other  states;  to  advance  and  to  extend 
a knowledge  of  pathology  and  bacteri- 
ology; to  promote  friendly  intercourse 
among  pathologists  and  bacteriolo- 
gists, and  to  guard  and  foster  the  mate- 
rial interests  of  its  members  and 
protect  them  against  imposition." 

To  become  members  of  the  State 
Pathological  Society  of  Texas,  physi- 
cians had  to  be  in  good  standing  with 
the  Texas  State  Medical  Association  or 
limit  their  practices  to  clinical  pathol- 
ogy or  bacteriology.  Professors  of 


pathology  or  bacteriology  also  could 
be  elected  to  membership. 

During  his  inaugural  address  at  the 
Diamond  Jubilee,  Dr  Henkes  noted 
the  similarities  between  the  founders’ 
concerns  during  the  first  meeting  in 
1921  and  the  issues  pathologists  face 
in  1996.  The  founders  asked  ques- 
tions such  as  “Should  there  be  stan- 
dardization of  laboratories?”  “Should 
technicians  be  licensed  or  certified?" 
and  “How  can  pathologists  assure  the 
reimbursement  they  deserve?" 

The  establishment  of  a state 
pathology  society  in  Texas  enabled  the 
organization  of  the  American  Society 
of  Clinical  Pathologists  in  1922  and 
the  American  Association  of  Blood 
Banks  in  1947.  Between  1928  and 
1938,  the  State  Pathological  Society  of 
Texas  met  as  the  Texas  Medical  Asso- 
ciation Section  on  Clinical  Pathology. 
In  1940,  the  society  began  meeting 
independently  again,  and  its  name 
was  officially  changed  from  State 
Pathological  Society  of  Texas  to  Texas 
Society  of  Pathologists.  The  society 
has  remained  strong  and  has  attracted 
members  making  great  strides  both 
personally  and  professionally. 

Pathology  pioneers 

Some  of  the  great  leaders  in  the  his- 
tory of  Texas  pathology  include  four 
TMA  presidents.  Truman  C.  Terrell, 
MD,  served  five  terms  as  TSP  presi- 
dent, in  1932,  1936,  1938,  1941,  and 
1942.  His  term  as  TMA  president 
came  in  1932.  George  Turner,  MD, 
was  not  only  a successful  pathologist 
when  he  became  the  88th  president  of 
TMA  in  1953,  but  also  a prosperous 


farmer  and  oil  producer.  May  Owen, 
MD,  served  as  TSP  president  in  1946 
and  then  became  the  first  woman  to 
serve  as  TMA  president  in  1960.  And 
Wm  Gordon  McGee,  MD,  served  as 
TSP  and  TMA  president  in  1980  and 
1990,  respectively. 

Dr  McGee,  along  with  Thomas  H. 
McConnell,  MD,  was  a pathology  res- 
ident at  Parkland  Memorial  Hospital 
on  November  22,  1963,  when  Secret 
Service  agents  rolled  President  John  F. 
Kennedy’s  gurney  out  of  the  room 
before  then  Dallas  Medical  Examiner 
Earl  Rose,  MD,  could  perform  the 
autopsy  as  mandated  by  Texas  law.  Dr 
Stembridge,  who  was  director  of  sur- 
gical pathology  at  UT  Southwestern 
at  the  time,  and  Dr  Rose  tried  unsuc- 
cessfully to  convince  the  agents  that 
the  autopsy  should  be  performed  in 
Dallas  instead  of  Washington,  DC. 
This  added  to  the  JFK  assassination 
conspiracy  theories,  but  the  event  also 
led  to  a better  medical  examiner  sys- 
tem in  Dallas. 

The  idea  of  a medical  examiner 
system  in  Texas  had  been  introduced 
21  years  before,  when  another  past 
president,  John  J.  Andujar,  MD, 
requested  a committee  to  investigate 
the  activity  of  justices  of  the  peace, 
coroners,  and  medical  examiners.  In 
1955,  the  Texas  Legislature  finally 
passed  a bill  allowing  county  commis- 
sioners in  Dallas,  Fort  Worth,  Hous- 
ton, and  San  Antonio  to  set  up 
medical  examiner  systems.  After  years 
of  incremental  success,  12  counties  in 
Texas  now  have  medical  examiners. 

Dr  Andujar  used  a secret  weapon 
— his  wife,  former  Texas  State  Sen 
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Betty  Andujar  — to  win  a TSP  legisla- 
tive victory.  In  1977,  Senator  Andujar 
helped  get  a bill  passed  that  allows 
medical  examiners  to  remove  corneas 
from  the  deceased  and  provide  the 
ability  of  sight  for  many  people. 

Other  heroes  of  Texas  pathology 
include: 

• Kenneth  M.  Earle,  MD,  who 
helped  conduct  the  autopsy  on  Sen 
Robert  Kennedy  in  1968;  he  also 
participated  in  a blue-ribbon  panel 
that  studied  the  tragedy  in  which 
Charles  Whitman  shot  from  The 
University  of  Texas  tower,  killing 
16  and  injuring  32  in  1966. 

• Joseph  M.  Hill,  MD,  in  the  1930s 
and  1940s,  designed  the  ADTE- 
VAC  system  to  preserve  plasma  by 
drying  it  from  the  frozen  state; 
reported  technology  on  determin- 
ing Rh  factors  of  blood  before 
transfusions;  and  helped  establish  a 
clearinghouse  of  blood  banks  after 
a French  ship  exploded  in  the  Texas 
City  harbor,  killing  and  injuring 
hundreds  in  1947. 

• Frank  Townsend,  MD,  who  served 
in  World  War  II  and  the  Korean  War, 
directed  the  Armed  Forces  Institute 
of  Pathology  in  Washington  and 
chaired  the  Department  of  Pathology 
at  The  University  of  Texas  Health 
Science  Center  at  San  Antonio. 

• Feliks  Gwozdz,  MD,  survived  a 
Nazi  concentration  camp  during 
World  War  II  and  managed  to 
make  it  to  Texas  from  his  home- 
town of  Krakow,  Poland,  where  he 
went  to  medical  school  and  earned 
a living  as  a pianist. 

• And,  of  course,  there’s  George 
Caldwell,  MD,  for  whom  the  soci- 
ety’s highest  honor  is  named.  Dr 
Caldwell’s  greatest  concern  was  the 
education  of  future  physicians. 
Jerome  S.  Wilkenfeld,  MD,  of 
Houston,  is  the  1996  Caldwell 
Award  recipient. 

Secret  of  success 

When  asked  what  makes  TSP  a dis- 
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tinctive  state  pathology  society,  Dr 
Andujar  simply  said,  “Well,  it’s  the 
oldest,  it’s  the  hugest,  and  it’s  the 
wealthiest.’’ 

Dr  Henkes  believes  the  organiza- 
tion and  balance  of  educational,  eco- 
nomic, and  social  issues  help  the 
society  stay  in  tune  with  TSP  mem- 
bers' needs.  “We  really  have  a family 
that  gets  together  and  tries  to  work 
through  problems,”  Dr  Henkes  said. 

Dr  Stembridge  says  the  success  of  the 
society  comes  from  the  variety  of  people 
as  well  as  ideas  this  state  has  to  offer. 
“Texas  is  so  heterogeneous  and  so  far- 
flung  that  the  Texas  Society  of  Patholo- 
gists provides  a needed  and  excellent 
vehicle  for  all  of  these  diverse  kinds  of 
people  and  practices  to  get  together  and 
understand  one  another’s  positions  and 
then  adopt  those  approaches  they  feel 
would  be  best  for  all.” 

The  accomplishments  of  the  soci- 
ety and  its  members  were  recognized 
at  the  Diamond  Jubilee,  which  was 
organized  by  a committee  led  by  Drs 
Stembridge  and  McConnell.  With  the 
help  of  committee  members  John  J. 
Andujar,  MD;  William  T.  Hill,  MD; 
Wm  Gordon  McGee,  MD;  Dorothy 
Patras,  MD;  Domingo  H.  Useda, 
MD;  and  especially  Immediate  Past 
President  Susan  M.  Strate,  MD,  Texas 
Society  of  Pathologists  members  hon- 
ored past  presidents,  worked  through 
present  problems,  and  took  a peek  at 
the  future  of  pathology. 

With  such  a rich  history,  the  TSP  is 
sure  to  have  another  prosperous  23 
years.  See  you  at  the  100th!  ★ 
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American  Heart 
Association 

A 

Fighting  Heart  Disease 
and  Stroke 

1996  Sites 

Fort  Worth 

Harlingen 

Houston 

Pasadena 

Dallas 

Longview 

Corpus  Christi 

Corsicana 

Amarillo 

San  Antonio 

Lufkin 

Nacogdoches 

Galveston 

Paris 

Tyler 

Abilene 

McAllen 

Kaufman 

Austin 

Baytown 

Temple 

San  Angelo 

Athens 

Victoria 

Waco 

El  Paso 

Beaumont 

Llano 

Midland  / Odessa 


For  more  information,  please  call  Jennifer  LoMonaco  at 
(800)  800-1300,  ext.  1461,  or  (512)  370-1461. 

Earn  continuing  medical  education  credit  without  leaving  your  community. 

The  Texas  Medical  Association  Stroke  Prevention  Project  is  a joint  project 
of  the  TMA  and  the  American  Heart  Association,  Texas  Affiliate,  Inc.,  and  is 
endorsed  by  the  Texas  Department  of  Health.  Seminars  are  sponsored  in  part 
by  an  educational  grant  from  DuPont  Pharma  through  the  TMA  Foundation. 
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From  trash  to  treasure 

Nadi  Hibri,  MD,  turns  shattered  glass  into  art 

By  Teri  Lee  Jones,  Associate  editor 


n the  shores  of  the  Mediterranean  Sea  some 
30-odd  years  ago,  a passion  seized  young  Nadi 
Hibri,  thanks  to  generations  of  trashy  seaside- 
cafe  patrons.  If  not  for  their  careless  antics, 
San  Antonio  radiologist  Nadi  Hibri,  MD,  might  never 
have  become  a gifted  artist  or  revived  a long-lost,  ancient 
form  of  glassmaking. 


In  his  spare  time  these  days,  Dr  Hibri  creates  original, 
museum-quality  works  of  glass  art.  But  as  a teenager,  he 
spent  most  of  his  leisure  hours  on  the  beaches  near  Beirut, 
Lebanon,  with  his  three  brothers.  To  reach  their  favorite 
beach,  the  lour  Hibri  boys  had  to  swim  across  a bay  where 
several  cafes  dotted  the  cliffs  above.  Over  the  years,  people 
had  tossed  countless  glass  bottles  onto  the  rocks  below,  leav- 
ing time  and  tides  to  create  a sort  of  speckled,  glass-pebble 
carpet.  To  his  brothers,  the  little  shiny  lumps  were  just  that 
— little  shiny  lumps.  But  to  young  Nadi,  they  were  magic. 

He  began  collecting  them,  fascinated  by  their  range  of 
colors,  especially  shades  of  green  — from  the  light,  yellow- 
green  of  7-Up  bottles  to  the  deep,  blue-green  of  champagne 
bottles.  “The  frosted  ones  looked 
especially  beautiful  underwater,” 

Dr  Hibri  said. 

One  day,  it  occurred  to  him  to 
try  replicating  a landscape  paint- 
ing dominated  by  large  trees  that 
covered  a family-room  wall.  He 
got  a pane  of  glass,  some  varnish, 
and,  using  tweezers,  glued  peb- 
bles to  it.  That  glass  “painting” 
was  a family  treasure  until  a 
bomb  destroyed  their  home  years 
later  during  Lebanon’s  civil  war. 


Having  depleted  his  supply  of 
beach-born  pebbles  but  anxious  to 
make  more  “paintings,”  he  made  a 
deal  with  the  local  garbage  man.  “He 
brought  me  piles  and  piles  of  bottles,” 
said  Dr  Hibri,  whose  family  (good 
sports  that  they  were  and  proud  of  his 
handiwork)  tolerated  having  a glass 
dump  for  a yard. 

He  crushed  bottles,  sifted  fragments 
through  different  sieves,  and  began  ever  more  complex  cre- 
ations. He  layered  up  to  five  panes  of  glass,  each  having 
glued-on  fragments,  to  make  three-  dimensional  works.  In 
one,  he  set  a light  bulb  inside  with  a 1-hour  dimmer  so  light 
would  climb  up  the  painting  as  it  grew  stronger.  “It  was 
dynamic,”  he  explained.  It  was  also  the  last  piece  of  art  Dr 
Hibri  would  complete  for  nearly  20  years. 

College  and  medical  school  at  The  American  University 
of  Beirut  beckoned,  followed  by  a surgical  residency  in 
Lebanon,  and  a radiology  internship  and  neuroradiology 
fellowship  at  the  University  of  Iowa.  When  he  settled  with 
his  wife  and  two  children  in  San  Antonio  in  1980  to  escape 
Iowa  winters,  his  thoughts  again  turned  to  glass. 


San  Antonio  radiologist 
Nadi  Hibri,  MD,  touches  up  an 
original  glass  creation. 
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Friends  and  colleagues  helped  sup- 
ply him  with  empties,  and  after  sev- 
eral days  in  a little  rock  tumbler,  the 
bottle  fragments  turned  out  much  like 
those  he  had  gathered  as  a teenager. 
Before  he  had  finished  another  glass 
painting,  he  attended  a 1-day  class  on 
glass  etching,  a very  tedious,  exacting 
method  where  designs  are  sandblasted 
onto  glass.  After  that  one  class,  he 
bought  a sandblasting  booth  and  soon 
mastered  the  technique.  But  because 
etching  cannot  incorporate 
much  color,  he  moved  on  to 
other  methods. 

He  got  a book  and  began 
experimenting  with  mosaic 
techniques,  the  oldest  form  of 
glass  art,  dating  back  some 
3,500  years.  “I  didn’t  know 
these  techniques  had  been  all 
but  lost  for  2,000  years,  or  that 
they  had  originated  in  the  land 
of  my  ancestors,”  he  said.  In 
one  mosaic  method  called 
“fusion,”  strips  of  colored  glass 
are  arranged  into  designs  in  a 
mold,  then  fired  in  a kiln.  “It’s 
like  building  an  igloo,  but 
inside  out,”  he  explained.  The  only  size 
limitation  is  the  capacity  of  the  kiln. 

In  his  favorite  fusion  technique, 
called  “Pates  De  Verre,”  which  is 
French  for  “paste  of  glass,”  a paste  of 
crushed  glass  mixed  with  metal  oxides 
is  painted  onto  a mold,  then  fired. 
Although  an  extremely  demanding 
technique,  it  is  also  quite  flexible.  “You 
can  produce  surface  designs,  like  sculp- 
ture on  glass,  and  have  lots  of  range  in 
tone  and  color,”  he  said.  “Its  beauty  is 
in  how  you  can  get  both  reflection  as 


well  as  transmission  of  light  — a mag- 
nificent glow  in  the  glass.” 

Dr  Hibri’s  home  and  garage  studio 
are  treasure  troves  of  original  works. 
He  delights  in  experimenting,  and 
both  his  successes  and  failures  fill 
room  after  room.  Yet  he  has  never  sold 
a single  piece  and  has  only  given  away 
a few  to  his  parents,  claiming  they  are 
not  good  enough  to  sell. 

Others  disagree.  “I’ve  seen  works  in 
museums  here  and  in  Europe  that 


don’t  touch  his  work,”  said  nephrolo- 
gist Carl  Blond,  MD,  who  owned  the 
San  Antonio  art  gallery  where  Dr 
Hibri  first  showed  his  work  publicly  3 
years  ago.  He  has  only  shown  it  pub- 
iicly  one  other  time  since.  “People 
who  saw  his  pieces  were  absolutely 
stunned.  They  couldn’t  believe  that  he 
had  never  shown  before.” 

What  many  a museum  curator 
would  delight  in  exhibiting  and  many 
a buyer  would  empty  a wallet  for,  Dr 
Hibri  stuffs  under  beds  or  tucks  away 


in  cupboards.  But  more  astounding 
than  the  fact  that  he  stashes  away  fab- 
ulous plates,  bowls,  and  vases  is  the 
fact  that  he  has  had  almost  no  formal 
training  in  any  kind  of  art.  Except  for 
a couple  of  visits  to  two  studio  glass 
masters  in  the  Pacific  Northwest  and 
that  1 -day  etching  class,  he  is  all  self- 
taught.  He  simply  bought  hooks,  read 
them,  and  started  experimenting.  “I 
have  learned  through  observation  and 
practice,”  said  Dr  Hibri,  who 
describes  his  talent  as  an  outgrowth  of 
his  love  of  nature,  color,  and  design. 

San  Antonio  radiologist  John 
Borowski,  MD,  Dr  Hibri’s  longtime 
friend,  marvels  at  his  friend’s  genius. 
“What  he  does  is  extremely  compli- 
cated,” Dr  Borowski  said.  “He  can 
visualize  shapes  three-dimensionally 
in  his  head,  something  most  people 
can’t  do.  The  way  he  can  abstract  in 
his  mind  also  serves  him  very  well  in 
radiology.” 

Dr  Borowski  has  good-naturedly 
pestered  his  buddy  for  some  time  to 
make  him  a good  deal  on  a piece  or 
two  of  his  glasswork.  “Since  he’s  gone 
on  to  other  things,  I’ve  asked  him  to 
at  least  sell  me  a few  of  his  early  etch- 
ings, hut  he  won’t,”  Dr  Borowski  said. 
“I  think  that,  like  many  nonprofes- 
sional artists,  he  really  thinks  his  work 
is  not  good  enough  to  sell,  and  I keep 
telling  him,  'Nadi,  your  stuff  is  worth 
a fortune,  it’s  all  one-of-a-kind.  ” 

Yet,  it’s  not  just  modesty  that  keeps 
him  hanging  onto  his  work.  Dr 
Borowski  says,  it’s  more  that  his  work 
is  his  “school.”  He  studies  his  mistakes 
and  his  masterpieces.  “I  can  see  him 
sitting  there  on  the  couch  in  that  one 


“You  can  produce 
surface  designs, 
like  sculpture  on  glass, 
and  have  lots  of  range 
in  tone  and  color. 

Its  beauty  is  in  how 
you  can  get  both 
reflection  as  well  as 
transmission  of  light 
— a magnificent  glow 
in  the  glass.” 
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^(xmr  IRA  should 

roll  over 
but  not 
play  dead 


Woodway 

FINANCIAL  ADVISORS 

A Trust  Company 


10000  Memorial  Dr. 
Houston,  Texas  77024 
683-7070 


is 


PRISM  RADIOLOGY  NETWORK 


Put  your  part-time  Radiologist 
on  the  Network 

To  provide  full-time  coverage  including: 

* Every  study  performed  at  the  hospital  between 
7 a.m.  and  5 p.m.  weekdays  will  be  read  that  day 
(usually  within  two  hours). 

*An  immediate  reading  may  be  requested  on  any 
study  24  hours  a day. 

* All  STAT  studies  are  read  immediately. 

*The  Radiologist  will  have  access  to  a growing 
number  of  services  on-line  such  as  subspecialty 
consultation  and  coverage  for  new  modalities 
he/she  has  not  yet  mastered. 

Call  or  ask  your  hospital  administrator 
to  call  for  more  information 


David  A.  Nicol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ FAX  512-327-6305 

2201  Plumbrook  Drive  ♦ Austin,  Texas  78746-6233 


big  room  — which  in  most  people’s 
houses  would  be  a monstrous  living 
room,”  Dr  Borowski  said,  “but  with 
him  it’s  a glass  shop.  And  he  stares  at 
his  pieces.  He  gets  ideas  that  way.” 

Dr  Hibri’s  glass  passion  has  forced 
him  to  slow  down  on  another  hobby 
he  was  once  ardent  for  — mountain 
climbing.  He  has  scaled  Kilimanjaro, 
Africa’s  highest  mountain,  and 
Aconcagua  in  Argentina,  the  highest 
mountain  in  the  western  hemisphere, 
to  name  a lew,  and  used  to  take  major 
climbing  expeditions  once  or  twice  a 
year.  After  he  was  caught  in  a blizzard 
on  Aconcagua  and  suffered  frostbite 
on  his  hands,  he  has  redirected  his  fer- 
vor. Tall  and  lanky,  he  now  sticks  to 
jogging  to  stay  in  shape. 

Friends  describe  him  as  having  an 
old-world  kind  of  graciousness.  “In  a 
conversation,  he’s  likely  to  compli- 
ment you  on  something  you  said  or 
did  the  last  time  you  saw  him,”  said 
Dr  Borowski,  who  spent  10  years 
cooped  up  with  Dr  Hibri  in  a 9-  by  6- 
ft  “closet”  office.  “He’s  very  courteous 
to  people,  to  the  point  of  being  differ- 
ent.” The  worst  thing  Dr  Borowski 
has  ever  heard  him  say  about  another 
person  was,  “John,  that  fellow  was 
really,  really  rude.”  Although  he’s  not 
a campaigner  about  it,  rudeness  and 
tastelessness  are  Dr  Hibri’s  pet  peeves. 

On  a visit  to  his  garage  studio  this 
January,  Dr  Hibri  hovered  anxiously 
over  one  of  his  kilns,  waiting  for  his 
latest  creation  to  cool.  With  no  teacher 
or  guidebook,  what  finally  emerges  is 
always  a bit  of  a mystery.  And  while  he 
says  making  the  original  mold  is  the 
most  exciting  part  of  the  process 
because  “that  is  where  the  art  is,”  the 
hours  of  anticipation,  while  his  pieces 
cook  and  cool,  run  a close  second. 

“It’s  similar  to  the  excitement  of 
getting  a Christmas  present  you  want 
to  open  immediately.  The  temptation 
to  open  the  kiln  too  soon  is  strong,” 
he  admitted  with  a smile.  “I  have 
cracked  several  pieces  because  I just 
couldn’t  wait.”  ★ 
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Organized  Medical  Staff  Section 


Representation, 
Education  and 
Networking 


Twenty  Seventh  Assembly  Meeting 
June  20-June  24,  1996 
Chicago  Marriott  Hotel 
Chicago,  IL 

With  a stronger  voice,  comes  greater  action 

Send  a medical  staff  representative  to  the  1996  Annual  American  Medical 
Association  Organized  Medical  Staff  Section  (AMA-OMSS)  Assembly  Meeting, 
June  20-24  in  Chicago  and  have  your  voice  heard.  This  meeting  serves  as  a forum 
for  discussing  issues  and  crafting  policies  that  impact  our  nation’s  health  care  as 
well  as  physician  practice.  Whether  they  be  individual  or  collective  interests 
centering  on  managed  care,  quality  improvement,  antitrust,  medical  ethics,  due 
process,  or  peer  review  the  OMSS  wants  your  views  and  participation  in  helping  to 
shape  the  future  of  medicine.  The  meeting  also  offers  opportunities  to  network 
with  colleagues  and  learn  about  new  products  and  services  from  exhibitors. 

Highlights  of  the  June  meeting  include  an  information  exchange,  which  builds  on 
the  December  1995,  program  theme,  “Creating  the  Future  and  Getting  There 
First.”  Physicians  will: 

• Gain  insight  into  the  “ nuts  and  bolts”  of  establishing  a viable,  autonomous 
organization,  and 

• Explore  various  ways  physicians  can  band  together  to  become  market  leaders. 

In  addition,  an  education  program,  “Keys  to  Influencing  Physician  Performance 
and  Developing  Successful  Clinical  Pathways,”  will  help  physicians: 

• Master  outcomes  measurement  and  management, 

• Differentiate  between  outcomes  measurements  and  clinical  pathways,  and 

• Understand  the  success  factors  for  developing  clinical  pathways. 

Plan  now  to  attend  this  stimulating  and  informative  meeting.  The  Thursday 
evening  Information  Exchange  and  OMSS  Educational  Program  on  Friday 
afternoon  are  sure  to  provide  information  useful  to  your  organized  medical  staff. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for 
physicians.” 

“The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award.” 

For  more  information,  please  call  800  AMA-3211  and  ask  for  the  AMA’s 
Department  of  Organized  Medical  Staff  Services. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
Toll  Free 
(800)  42 3 -USAF 


Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 

Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 

For  patient  referrals  call  (214)381-7181. 


Texas  Medicine 


Texas  Physicians’  Directory 


Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhmology- Allergy-Nutrition -Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhinolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building 

150  W.  Parker  Rd.  6410  Fannin 

Houston  77076  Houston  77030 

Tel.  (713)  MIGRAINE  or  (713)  694-8188,  FAX  (713)  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 
7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


Dermatology 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 


2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  &C  Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 

(214)  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 
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Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  11 
Dallas,  Texas  75235 
(214)  879-6299 


Orthopedic  Spinal  Surgery 

JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  FAX  (817)  468-7676 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 

A Professional  Association 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


2909  Lemmon  Ave.,  Dallas,  Texas  75204-2383;  (214)  220-2468;  FAX  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316,  (800)  542-2663 

Joseph  FL  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 
Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  (214)  661-7010 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Flal,  MD 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061,  (214)  254-8000 


Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010.  (214)  492-1334 

Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX  751 50,  (214)  682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  (214)  265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 
Kevin  Gill,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months'  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 

Emergency  Medicine 

BAYLOR  COLLEGE  OF  MEDICINE,  Department  of 
Medicine  and  Ben  Taub  General  Hospital  are  seeking  an 
MD,  BC  internist  with  at  least  one  year  training  in  Critical 
Care  or  Emergency  Medicine.  Appointment  as  an  assistant 
professor.  Responsibilities  include  patient  care,  housestaff 
and  medical  student  supervision,  teaching,  administrative 
duties,  and  clinical  research.  Must  have  2 years  experience 
in  clinical  research.  Send  CV  and  letter  of  interest  to  J.L. 
Zimmerman,  M.D.,  1504  Taub  Loop,  Houston,  TX 
77030.  Fax  (713)  793-3346.  Baylor  College  of  Medicine  is 
an  Equal  Opportunity/Affirmative  Action/Equal  Access 
Employer. 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry's  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac.  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


BIG  SPRING,  TX  - Seeking  BE/BC  primary  care  physi- 
cians to  work  in  the  emergency  department  of  a scenic 
mountain  hospital.  Annual  volume  is  less  than  12,000  with 
excellent  remuneration.  We  help  procure  malpractice  with 
tail  coverage.  Please  call  David  Ferguson  at  Coastal  Physi- 
cian Services  of  the  West,  Inc.  at  (800)  745-5402  or  fax  CV 
to  (214)  241-4917. 


TEXAS:  WE  ARE  A MULTI-HOSPI- 
TAL GROUP  committed  to  providing 
extraordinary  medical  care  and  leadership  in 
the  field  of  emergency  medicine.  Several 
opportunities  available  in  the  Dallas/Fort 
Worth  area  as  well  as  North  and  East  Texas. 
Annual  ED  volumes  range  from  I 1,000  to 
30,000.  Compensation:  $150  - $200K/year 
plus  productivity  incentive  and  paid  malprac- 
tice insurance.  Medical  Directorship  training 
and  ownership  options  available.  CONTACT: 
Carl  Hunt,  Metroplex  Emergency  Physician 
Associates,  PA,  1 465 1 Dallas  Parkway  Ste.  # 
700,  Dallas,  Texas  75240;  800/346-6687  or 
2 1 4/774-8238;  or  FAX  CV  to:  2 1 4/789-0339. 


EMERGENCY  MEDICINE 


Be  A Shining  Star 
In  The  Lone  Star  State 

HOUSTON,  TX  AREA: 

Immediate  opening  for  Medical  Director.  EM  opportunity  for  BC  or  BE/EM  or 
IM.  191-bed  facility  near  Gulf  Coast.  14,000  annual  ED  visits  in  modern  hospital. 
Good  back-up,  state-of-the-art  equipment.  ED  is  only  one-year  old.  Remuneration 
at  $205,440  including  stipend.  Employee  benefits  and  40 IK  program  offered. 
Professional  liability  procurement  available.  For  confidential  consideration,  please 
contact  Pat  Weidman  at  1-800-745-5402  or  fax  CV  to  214-484-3739. 

BROWNSVILLE,  TX: 

Emergency  department  director  needed.  BP/BC  EM  or  PC.  Volume  22,500-24,000 
annually.  Located  less  than  one  hour  from  South  Padre  Island.  Ability  to  commu- 
nicate in  Spanish  a plus.  Incentive  and  stipend  (at  168  hours/month)  $205,000. 
Contact  Sue  Simin  at  1-800-745-5402. 

RIO  GRANDE  VALLEY.  TX: 

Emergency  medicine  physicians  needed  for  18,000  annual-visit  emergency 
department  located  in  the  Rio  Grande  Valley  of  Texas.  Ability  to  communicate 
in  Spanish  a plus.  Excellent  opportunity.  Guarantee  plus  incentive  $201,000. 
Contact  Sue  Simin  at  1-800-745-5402. 

TYLER,  TX  AREA: 

Enjoy  living  in  a safe,  value-oriented  community.  Wonderful  place  to  raise  a fami- 
ly. Approximately  90  minutes  from  Dallas  yet  close  to  shopping,  university  and 
outdoor  sports.  ED  annual  volume  14,000.  Superb  nursing  and  physician  staff. 
Physician  fees  are  competitive,  exceeding  150K  with  productivity  incentive.  No 
state  income  tax.  All  interested  physicians,  please  fax  CV  to  214-241-6318  or  call 
Sally  Smith  Williams  at  1-800-745-5402. 

DALLAS/FT.  WORTH,  TX  AREA: 

Suburban  hospital  35  minutes  from  Metroplex.  Expanding  ED  with  annual  volume 
of  15,000.  Excellent  nurses  and  back-up  staff.  Close  to  shopping,  city  amenities 
and  family  recreation  areas.  Remuneration  based  on  productivity  and  quality  of 
care  with  guarantee  180K-200K.  No  state  income  tax.  All  interested  physicians, 
please  fax  CV  to  214-241-6318  or  call  Sally  Smith  Williams  at  1-800-745-5402. 


TO  A NEAT 

PHYSICIAN  SERVICES 

OF  THE  WEST,  INC. 


1-800-745-5402 
or  fax  CV  to  214  484-3739 
3010  LBJ  Freeway 
Suite  1300 
Lock  Box  M3 
Dallas,  TX  75234-2709 


Visit  our  web  site  at  http://www.medconnect.com  for  more  contract  opportunities 
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Family/General  Practice 


TIMEFORAMOVE? 

BE/BC  FP,  IM,  OB/GYN,  PEDS 


YOU  ONLY  NEED  TO  MAKE  1 CALL 

We  Do  All  Of  The  Work 

2750  HOSPITALS  & 4500  GROUPS 

Actively  searching  for  physicians 
Every  community  in  Texas  and  the  country  . . 


Amarillo 

Cincinnati 

Tampa 

Dallas 

Boston 

Dayton 

Houston 

Kansas  City 

Springfield 

San  Antonio 

St.  Louis 

Cleveland 

El  Paso 

Indianapolis 

Detroit 

Beaumont 

Norwich 

Milwaukee 

Austin 

Columbus 

Rockford 

Ft.  Worth 

Richmond 

Chicago 

Tyler 

Ft.  Wayne 

Greenwood 

Wichita  Falls 

Rochester 

Phoenix 

Corpus  Christi  Syracuse 

Minneapolis 

Bay  City 

Birmingham 

Atlanta 

Texarkana 

Tallahassee 

Lincoln 

Traditional,  no  call,  no  inpatient,  loan 
forgiveness,  signing  bonuses  and  more 

NEW  OPENINGS  DAILY 
CALL  MARY  LATTER! 
The  Curare  Group,  Inc. 
(800)520-2028 

Fax  (504)  867-8308 
M-F  9-8pm  Sat  1-5  EST 

M193MAF 


FP’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro.  $140K+,  loan 
repayment.  Call  Mary  Latter  at  (800)  520-2028!  Job 
#0143FAF 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 
Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


East  Texas  Medical  Center  Regional 
Healthcare  System  wants  you  to  join 
their  rapidly  expanding  family.  Located  1 00 
miles  east  of  Dallas  with  immediate  access  to 
the  big  city  but  none  of  the  hassles  Practice 
specialties  most  needed: 

Internal  Medicine 
Family  Practice 
Pediatrics 

Opportunities  to  be  a part  of  a dynamic 
healthcare  system  with  outstanding,  award- 
winning medical  facilities.  You  can  have  blue 
skies,  beautiful  lakes  surrounded  by  forests, 
rolling  hills  and  green  pastures  You  will  find 
a level  of  health  care  in  East  Texas  that  equals 
our  quality  of  life. 

If  you  are  a BE/BC  physician  that  would  like  to 
hear  more  about  the  opportunities,  call  our  toll- 
free  number  or  fax  your  C.V.  to  (903) 
597-6387. 

$k  cTur 

ssssClfwIL 

East  Texas  Medical  Center 
Regional  Healthcare  System 

Le  Schmidt  or  Anita  Odom 
1000  S.  Beckham  • Tyler,  TX  7 
1-800-251-5636 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 

GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  suarantee, 

1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

A variety  of  exciting  opportunities  for  family 
practitioners  to  staff  new  Family  Health 
Centers  as  well  as  join  established  practition- 
ers. Base  salary  plus  incentive  bonus  and  a 
comprehensive  benefit  package  offered. 
Facilities  and  medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for-ser- 
vice,  and  participation  in  managed  care  plans. 

PEDIATRICS 

Two  established  “solo"  pediatricians  seek  a 
full-time  or  part-time  associate  to  join  them 
in  their  busy  practices  where  new  patients 
are  being  turned  away  daily!  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas,  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)  947-4501. 


WEST  TEXAS  PRACTICE  OPPORTUNITIES 


• Guaranteed  salary  of  $140,000-$200,000. 

• Employed  positions  with  major  primary  care 
network. 

• Affiliate  with  progressive  400-bed  regional 
medical  center. 

• Comprehensive  benefit  package. 

• Lucrative  incentive  plan. 

• Good  to  excellent  call  coverage. 

• Loan  repayment  available  for  specific 
locations. 

• Easy  access  to  Lubbock,  Big  Spring  or  Hobbs, 
New  Mexico. 

Eliminate  the  headaches  of  private  practice  by 
calling  for  further  details: 

Darrell  J.  Moyer 

Sterling  Physician  Services  of  America 
2000  Warrington  Way,  Suite  250 
Louisville,  KY  40222 
800-626-1857,  ext.  228 
FAX  502-426-0037 
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Family/General  Practice 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Houston.  Low  stress,  office  based  practice. 
No  nights,  no  emergencies,  and  no  hospital  work.  Paid 
malpractice.  M-F.  Lucrative  salary  and  benefits.  Call  Lisa 
Cole  at  (800)  254-6425,  or  fax  CV  to  (214)  258-0838. 

Spanish-speaking  FP’s  needed  throughout  Texas, 
Oklahoma,  Florida,  Arizona,  Ohio,  and  Chicago.  High 
income  guarantees,  full  benefits,  call  coverage.  Call  Mary 
Latter  - (800)  520-2028.  Job  #M  1 1 5FAF 

SAN  ANTONIO,  TX  Need  a General  Practitioner  for 
an  outpatient  arthritis  clinic.  M-F  8-5,  no  call.  No  hospi- 
tal duty.  Guaranteed  $75-00/hr.  plus  incentive  bonuses. 
(409)  297-3737,  fax  (409)  297-6674. 

DALLAS  and  HOUSTON  METRO  AREAS  Family 
Practice.  Outpatient  and/or  inpatient  positions  with 
CIGNA  HealthCare.  Excellent  call  schedule.  Contact: 
Dave  Duncan,  (800)  678-7858,  222  S.  Central,  Suite  400, 
St.  Louis,  MO  63105.  Fax:  (314)  726-0026. 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Garland, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)  338-7107. 


AUSTIN,  TEXAS 
The  City  of  Austin, 
Texas/Travis  County 
Health  and  Human 
Services  Department 


Has  excellent  opportunities  for  Family 
Physicians  to  provide  care  in  Women’s 
Health,  Pediatric,  and  Adult  in  commu- 
nity based  clinics.  Benefits  include 
vacation,  sick,  and  holiday  pay,  paid 
malpractice  insurance,  memberships 
and  CME  allowanee.Contact: 

Phil  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 


AMBULATORY  FAMILY  PRACTICE 


The  City  of  Fort  Worth  Health  Department  is  seeking  a BE/BC  family 
practice  or  public  health/preventive  medicine  physician.  Will  work  in 
areas  of  pediatrics,  family  planning,  STD  control  and  HIV  services. 

Consider  a full-time  public  health  career  with  no  office  overhead,  no 
night  call,  flexible  hours,  research  opportunities  and  excellent  benefits. 

Send  CV  to:  Alecia  A.  Hathaway,  MD.  MPH 
Fort  Worth/Tarrant  County  Health  Departments 
1800  University  Drive,  Suite  204 
Fort  Worth,  TX  76107 
(817)  871-7208 
fax  (817)  871-8589 


READY  MADE 

PRACTICE 


Where  the  right  Family  Physician  can  walk  right 
in  and  start  practicing  in  a low  stress,  office 
based  multi-disciplinary  practice  deep  in  the 
heart  of  West  Texas.  This  well  run  office  with  fun 
staff  offers  you  4 1/2  Day  Work  Weeks,  No 
Weekends,  and  No  After  Hours!  A lucrative 
salary  awaits  you  in  a city  where  the  quality  of 
life  is  unmatched!  Interested  Family  Physicians 
can  call  the  employer  direct.... 


Call  Yolanda  at  915-947-0048 


OR 

jjj  FAX  YOUR  C.V,  TO:  S.M.R.C.P.A.  915  - 949  - 9164  [j 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  The  TEXAS  Specialists 


Academic  Positions  (in 
FP,  IM  and  Pediatrics) 
Cardiology 

Correctional  Medicine 
Dermatology 
Family  Practice 


Physician 
Resource 
Network 


Gastroenterology 

Hematology/Oncology 

Internal  Medicine 

Obstetrics/Gynecology 

Pediatrics 

Child  Psychiatry 

Radiology 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 


PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


1 CLASSIFIED  ADVERTISING  CATEGORIES  1 

Allergy  and  Immunology 

Internal  Medicine 

Otolaryngology 

Positions  Wanted 

Anesthesiology 

Locum  Tenens 

Pathology 

Entertainment 

Cardiology 

Neonatology 

Pediatrics 

Equipment 

Dermatology 

Nephrology 

Physical  Medicine/ 

Office  Space 

Emergency  Medicine 

Neurology 

Rehabilitation 

Practices 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Property 

Family/General  Practice 

Obstetrics/Gynecology 

Preventive  Medicine 

Travel 

Gastroenterology 

Occupational  Medicine 

Psychiatry 

Vacation  Homes 

General  Surgery 

Oncology 

Radiology 

Wanted  to  Buy 

Geriatrics 

Ophthalmology 

Rheumatology 

Business  and  financial 

Hematology 

Orthopedics/Orthopedic 

Urology 

Services 

Surgery 

Other  Opportunities 
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PRIMARY  CARi/SPORTS  MEDICINE 
THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN 


The  University  of  Texas  at  Austin  is  currently  seeking  a physician  who 
will  serve  both  as  a staff  physician  at  the  Student  Health  Center  and  as  a 
sports  medicine  physician  for  Women's  Athletics.  Administrative  super- 
vision for  the  position  will  be  shared  by  the  Student  Health  Center  and 
the  Department  of  Intercollegiate  Athletics  for  Women.  The  person  fill- 
ing the  position  will  be  responsible  for  at  least  20  hours  per  week  of 
primary  medical  care  at  the  Student  Health  Center  in  addition  to  the 
administration  of  all  sports  medicine  services  in  the  Department  of 
Intercollegiate  Athletics  for  Women.  The  Student  Health  Center  has  17 
staff  physicians  and  lab,  x-ray,  and  pharmacy  facilities.  Required  quali- 
fications include:  doctoral  degree  in  medicine;  current  license  or 
eligibility  for  licensure  to  practice  medicine  in  the  State  of  Texas;  resi- 
dency training  with  board  eligibility  or  board  certification  in  family 
practice,  pediatrics,  internal  medicine,  or  another  specialty  with  adoles- 
cent medicine  training;  and  experience  in  direct  patient  care.  Preferred 
qualifications  include  post-residency  experience  in  sports  medicine. 
Salary  is  open;  excellent  fringe  benefits.  Work  hours  are  variable. 
Complete  information  on  this  job  vacancy  will  be  provided  to  finalists 
at  the  interview.  Interested  individuals  may  call  (512)  475-8349  for 
more  information.  To  apply,  send  a letter  of  interest,  resume,  and  three 
letters  of  reference  to: 

Chair,  Search  Committee 
The  University  of  Texas  at  Austin 
Student  Health  Center 
P.O.  Box  7339,  University  Station 
Austin,  TX  78713-7339 

The  University  of  Texas  at  Austin  is  an  Equal  Opportunity/Affirmative  Action  Employer 


General  Surgery 


RURAL  EAST  TEXAS 

Board-certified  general  surgeon  needed  to  join 
established  BC/FACS  37  y/o  general  surgeon 
• Moving  expenses  • Salary  guarantee 
• Excellent  local  primary  care  • Nice  opportunity 
Send  resume  to  Ad  Box  870,  Texas  Medicine, 

401  W.  1 5th  St.,  Austin,  TX  78701. 


Internal  Medicine 

DALLAS,  TEXAS  - Established  single-specialty  group 
practice.  Prosperous  suburban  community.  Growing  area 
needs  additional  internists.  Exceptional  income  potential. 
Full  partnership.  Contact  Patrick  Schmidt  (800)  338-7107 
or  fax  (414)  785-0893. 

BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 

I M’S  BEST  OPPORTUNITY!  BEST  demand 
regional  hospital!  BEST  schools  - #1  rating!  BEST 
lakes/recreational  areas!  BEST  access  to  culture  and 
metro.  $120K+,  loan  repayment.  Call  Mary  Latter  at 
(800)  520-2028!  Job  #01441IAF 

POSITION  AVAILABLE  for  BC/BE  internist.  Affiliate  with 
large  IM  practice  in  service  area  of  300,000.  Arrangements 
open.  Weekdays  (915)  673-1000.  Principals  only,  please. 


INTERNAL  MEDICINE,  FAMILY 
PRACTICE, BOARD  CERTIFIED  OR 
BOARD  ELIGIBLE,  UNIQUE 
OPPORTUNITY  WITH  PRIMARY 
CARE  GROUP  to  provide  hospital  inpa- 
tient care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  Other  attractive 
opportunities  in  suburban  areas  of 
Dallas/Forf  Worth.  Very  attractive  compen- 
sation package  includes  salary,  plus  bene- 
fits to  include  professional  liability  insur- 
ance, major  medical  and  term  life  insur- 
ance, paid  vacation,  one-week  paid  CME 
time,  a $2000  CME  allowance,  a retire- 
ment program,  and  financial  incentives  to 
promote  individual  achievement  and  group 
goals.  This  is  a physician-managed  group. 
For  additional  information,  contact  Brenda 
Lancaster,  Texas  Primary  Care,  1717  Main 
Street,  Suite  5200,  Dallas,  TX  75201; 
214/712-2018  or  800/527-2145. 


SAN  ANTONIO.  TEXAS  Outstanding 
opportunity  for  BC/BE  internist  in  beautiful  San 
Antonio.  Presently  adding  to  staff  of  multispe- 
cialty clinic  with  satellite  office.  Adjacent  to 
miqor  hospital  center.  Fee-for-service  and  sever- 
al managed  care  plans.  Contact:  Leroy  Kitch, 
Skinner  Clinic,  124  Dallas  S„  San  Antonio,  TX 
78205.  PH:  210-224-1771. 
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Internal  Medicine 


METRO  TEXAS:  BC  IM  needed 
immediately.  Full  hospital  support 
and  call  coverage,  $150,000  guar- 
antee. Call  Mary  Latter  today  - 
800-520-2028.  Job#183IAF 


Locum  Tenens 


Inf  rim 

Physicians® 

* 

"In  Texas  since  1982  " 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

[uf0  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 


Staff 


the  staffing  solution 
a DSI  company 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


Annual  Session 

INTERLINK  FOR  PATIENT  CARE 

May  9-12,  1996 
San  Antonio 


You’ve  earned  the  right  to  practice  medicine 
on  your  own  terms.  As  a CompHealth  locum 
tenens  physician,  you  can  keep  doing  the 
work  you  love,  without  the  headaches  and 
hassles  of  running  a practice.  Work  where 
you  want,  as  much  as  you  want.  As  the  largest 
healthcare  staffing  group,  we  give  you  the 
most  options  in  the  most  places.  We  even 
offer  Trial  Practice  and  Permanent  Placement 
services  if  you  are  looking  for  a new  full-time 
spot.  Our  personal  service  makes  it  easy.  Call 
us  today  for  more  information  about 
working  with 
CompHealth. 


800-328-3051  Your  Health  Care  Resource 


Occupational  Medicine 

DALLAS,  TEXAS.  M.D.  physician,  anesthesiologist,  and 
neurologist  needed  for  a rehab/medical  office.  Office  only. 
No  nights  or  holidays.  Regular  office  hours.  Please  send 
C.V.  to  P.O.  Box  35327,  Dallas,  TX  75235. 

Oncology 

HEMATOLOGY/ONCOLOGY  - TEXAS  - METRO- 
POLITAN AREA  - Cancer  Center  needs  fifth  Hem/Onc. 
Outstanding  facility,  respected  colleagues,  salaried  position, 
good  income  potential  in  stable  environment.  Strong  quality 
and  patient  focus.  Call  Melissa  McMurray  at  (800)  546-0954, 
I.D.  #4088  for  details. 


TfexasMedical 

Association 
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Pediatrics 

TEXAS  - BC/BE  pediatric  subspecialist  needed  for  expan- 
sion of  pediatric  program  with  approved  residency.  Quali- 
fied persons  needed  in  nephrology,  ambulatory  pediatrics, 
and  hematology/oncology.  Driscoll  Children's  Hospital  is  a 
private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  sroup,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


TALK  TO  TEXAS 

with 

Texas  Medicine 
Classifieds 

Fax  or  phone  in  your 
classified  ad  or 
educational  opportunity  to 
Texas  Medicine.  Checks, 
Visa  or  MasterCard  accepted. 


For  more  classified 
advertising  information,  call 
Texas  Medical  Association’s 
Advertising  Office  at 
(512)  370-1382 
Fax  (512)  370-1632. 


Radiology 

RADIOLOGY  services 
TO  RURAL  HOSPITALS 


AND 


RADIOLOGY 

RTWSTYTiV5ll33 

■ m i ■ ■ iw 


1-800-523-9955 


Other  Opportunities 

DALLAS  MEDICAL  ASSOCIATES,  P.A.  is  seeking  a 
Neurologist,  Orthopedist  and/or  Physiatrist  for  an  office- 
based  practice.  No  hospital  or  on-call  responsibilities.  Com- 
petitive compensation  with  opportunity  for  rapid  advance- 
ment. Paid  malpractice,  vacation  and  personal  time.  Call  W. 
Max  Frankum,  MD,  Medical  Director  at  (214)  484-8008. 

IF  TEXAS  IS  YOUR  STATE  OF  CHOICE,  we  can  help! 
We  represent  all  specialties  and  have  numerous  group  and 
solo  opportunities  throughout  Texas.  Small  town,  large  town, 
group  and  solo  opportunities  available.  Please  contact  John 
Kutchback  with  Physician  Services,  610  Masters  Way,  King- 
wood,  Texas  77339.  (800)  765-5175  or  fax  (713)  358-1494. 


Sh 

HENDRICK 

MEDICAL 

CENTER 


Leading  medical  center  in 
Texas  Midwest  offers  you  an 
exciting  opportunity  in  the 
following  specialties: 


■ Family  Practice 

• Pediatrics 

■ Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

• Nephrology 

• Urology 

• Endocrinology 


Send  C.Vto  Laura  Minor 
Physician  Recruitment  Coordinator 
Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)670-3528 
Fax  (9 15)  670-2293 
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Medical  Director/Consultant 

Dallas/Ft.  Worth 

Humana  Health  Care  Plans  is  seeking  a qualified  physician 
to  plan,  develop  and  coordinate  the  Medical  Affairs  function 
for  its  fast  growing  Dallas  Market  Office.  Located  in  the  Las 
Colinas  area,  this  position  will  offer  the  opportunity  and 
growth  that  only  comes  from  an  expansion/start-up  operation. 

Humana  has  over  3.6  million  members  nationally  and  is 
growing  rapidly  throughout  the  State  of  Texas.  This  position 
requires  a current  medical  license  (preferably  State  of  Texas), 
excellent  organizational,  administrative  and  communication 
skills,  and  previous  experience  in  an  Assistant  or  Medical 
Director  position.  This  position  has  the  potential  to  develop 
into  a full-time  administrative  position  for  Humana.  Able  to 
be  available  during  regular  business  hours  for  consultative 
purposes.  If  interested,  fax  your  C.V.  to  Lucinda  Crane  at 
(210)  617-1940  or  mail  to  8431  Fredericksburg  Road, 
Suite  370,  San  Antonio,  Texas  78229. 

Equal  Opportunity  Employer 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  R ■ 

Houston,  TX  77242-231 4 » r o n s l e l n 

FAX  71  3-493-2234  & Associates 


UNIVERSITY  HEALTH  SERVICE 
PHYSICIAN  WANTED 


Campus  of  25,000  seeks  physician  to  provide 
primary  medical  care  to  students.  Onsite  lab- 
oratory, x-ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  and  health  education  services 
also  available.  40  hour  work  week  with  no 
call  or  weekends.  Salary  is  $75,000  - $80,000 
plus  benefits,  based  on  years  of  experience. 
BC/BE  preferred  but  not  essential. 

Contact:  Dee  Jackson,  Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


Medical  Director 


needed  for  expanding  45,000  member 
HMO.  This  10-year-old  health  plan  consti- 
tutes the  original  and  largest  component  of  a 
rapidly-growing,  provider-owned  Texas 
HMO.  The  successful  candidate  will  be  a 
board  certified  physician  (preferably  in  a 
primary  care  discipline)  with  experience  in 
clinical  practice  and  utilization  management 
in  a managed  care  setting.  Ability  to  work 
constructively  with  physicians  to  contain 
costs  while  improving  quality  will  be  essen- 
tial. The  individual  selected  may  choose  to 
live  in  Amanllo  or  Austin.  If  based  in  Austin, 
frequent  travel  will  be  required.  Please 
respond  confidentially  with  resume  or  cur- 
nculum  vitae  to  Ed  Sherwood,  MD,  Sr.  VP 
& Chief  Medical  Officer,  FIRSTCARE, 

12940  Research  Blvd.,  Austin,  Texas  78750, 
or  call  (512)  257-6215. 


Positions  Wanted 

DIAGNOSTIC  RADIOLOGIST  seeks  lull  or  part-time 
position.  U.S.  trained;  board  certified.  Qualified  in  all  diag- 
nostic modalities  including  MR,  mammography,  and  most 
interventional  procedures.  Available  Summer  ’96.  Please 
respond  to  Ad  Box  860,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701. 

BOARD-CERTIFIED  INTERNIST  looking  for  a primary 
care  practice  opportunity  in  Houston  or  surrounding  area. 
Phone  (713)  334-2392. 

FOR  SALE  OR  LEASE 

Equipment 

DRAGER  BREATHALYZER  7410  evidentiary  breath 
testing  instrument.  DOT  approved,  ON-SITE  training 
available.  Portable  and  cost  effective.  Lease  program  avail- 
able. Your  Drager  distributor.  Phone  (800)  472-3384. 


FOR  SALE:  MEDICAL  GRAPHICS  CAD/NET  1070 

automated,  computerized,  PF  analyzer,  cost  38K,  ’86  - 
under  maintenance  contract.  Best  offer.  (915)  695-4421 
(10-12/2-5  CST). 

Practices  For  Sale 

GYNECOLOGY  PRACTICE  FOR  SALE.  Obstetrics 
could  be  added  easily  if  desired.  Located  in  Northeast 
Texas.  Selling  for  health  and  age  reasons.  Reply  to  Ad  Box 
880,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX  78701 . 

PRACTICE/OFFICE  FOR  SALE  OR  RENT  in  Plano,  a 
growing  city  of  140,000,  30  minutes  from  UT  Southwest- 
ern. Well-developed  internal  medicine  practice.  Rent  and 
take  over  the  practice  or  purchase  the  office  with  practice. 
Physician  will  stay  to  assist  during  transition.  1100  sq  ft, 
two  exam  rooms  with  lab  or  testing  area,  free  parking. 
Available  in  3 to  9 months.  Send  CV  to  Ad  Box  M, 
DCMS,  PO  Box  4680,  Dallas,  TX  75208. 
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Practices  For  Sale 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Gunther 
(214)  353-5118 


WANTED  TO  BUY 


EQUIPMENT  WANTED 

Treadmill  for  stress  tests; 
Echocardiogram  with  color;  Doppler; 
Colonoseope/Gastroscope  with  or 
w/out  camera.  Call  (806)  935-0716. 


BUSINESS  AND  FINANCIAL  SERVICES 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


MD  MONEY  ADVISORS,  INC. 
& 

KANTI  S.  PATEL,  M.D;  M.B  A 

Registered  Principal 

Securities  Offered  Through 

NORTHEAST  SECURITIES,  INC. 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  • Bonds  • Mutual  Funds  * Pension  • 
Plans  • IRA’s  • Trusts  • Keogh’s  • 
Professional  Money  Management 


805  West  Wadley  (800 ) 9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don’t  delay,  call  today! 

HI-GROWTH  INVESTMENTS 

(214)  868-9085 


PUT  YOUR  HEALTH  CARE 

BUSINESS  ON  THE  INTERNET!! 


Our  service  fees  are  low.  Write,  call, 
or  visit  our  Internet  site.  Healthfirst, 
2142  Riverside  Drive, 

West  Columbia,  TX  77486. 
1-800-283-7582.  • A.  Ricks,  MD 


http:/ /www.healthfirst.com 


Workers’  Comp  Solutions 
for  Medical  Professionals 


Software:  Workers’  Comp  Solutions  (WCS)  is  a 
powerful  windows  based  package  that  produces 
all  the  TWCC  medical  reports  using  on-screen 
forms  (TWCC  61’s,  63s,  64’s,  69’s,  and  70’s.) 

Other  Features: 


• Patient  Tracking 

• Management 
Analysis  Reports 

» 800#  Software 
Support 

• TWCC  Approved 
Forms 


* On-Line  Help 

* Patient  Summary 
Reports 

* Windows 
Environment 

•All  Printers 
Compatible 


For  more  information,  call  P.I.S.  for  a free  brochure: 

(800)  747-7135 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  oF  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Melissa  McAdoo,  Assistant  Advertising  Man- 
ager, Texas  Medicine,  401  West  15th,  Austin,  Texas  78701. 


Advertising  Directory 
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Autoflex  Leasing Inside  Front  Cover 

Avis 31 

Bayer  Corporation 9-10 

Baylor  College  of  Medicine 71 

Century  American  Insurance 5 

Coastal  Physician  Services  ot  the  West  ...  .61 

CompHealth 6 

The  Curare  Group  62 

DSI  Staff  Rx 66 

East  Texas  Medical  Center 62 

El  Dorado  Insurance 13 

Emcare  Physician  Staffing  29,65 

Federal  Land  Bank  Association 14-15 

Fort  Worth-Tarrant  County  Health 

Departments 63 

Freeman  & Cockerell  13 

Frontier  Insurance 49 

Hendrick  Medical  Center 67 

Hilgers  & Watkins  52 

Humana  Health  Care  Plans 68 

Interim  Physicians 66 

Jay  Menna  Insurance 35 

Medical  Protective 45 

Pfizer 26 

Physician  Resource  Network 64 

Prism  Radiology  Network 56 

Radiology  Resources 67 

Scott  & White Back  Cover 

Southland  Medical  63 

Texas  Medical  Association 

On-Call 34 

Stroke  Prevention  Project  58 

Texas  Physician  Services  Organization  ...  I 2 

Texas  Medical  Association  Insurance  Trust  ...  I 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 

Timberlawn  Psychiatric  Hospital 53 
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Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Educational  Opportunities 


ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8502  Tybor 
Street,  Houston,  TX  77074. 


PINEHURST,  N.C. 

Reducing  Practice  Hassles  - 1996  • june  27-29,  1996 
Hiring  and  retaining  superstar  employees.  Employee 
embezzlement  and  termination.  9 hours  Individual 
Enrichment  Activity  CME  Credit  - AAFP.  S299  fee. 
Pinehurst  Resort  and  Country  Club 
Pinehurst,  North  Carolina 
Dynamic  Practice  Management,  Inc. 

720  Lawrence,  Tomball,  TX  77375 
(71  3)  255-6572  FAX  (71  3)  255-301 6 


SHOCK  SOCIETY 

June  2-5, 1996 

1 9th  Annual  Conference  on  Shock 
Grand  Traverse  Resort 
Grand  Traverse  Village,  Michigan 
For  information  contact  Or.  Sherwood  Reicnard,  Secretariat 
1021  15th  Street,  Suite  9,  Augusta,  GA  30901 
Telephone:  706-722-751  1 • FAX:  706-722-7515 


The  45th  Annual  Pediatric  Review  and  Update, 

June  20-22,  1 996,  presented  by  The  University  of  Texas 
Medical  Branch  at  Galveston,  Department  of  Pediatrics. 
14  Category  1 and  AAP  credit  hours.  To  be  held  at  The 
San  Luis  Resort  and  Conference  Center,  Galveston,  TX.  For 
information,  call  1 800/437  7186  or  409/772-7834. 


CME  INTHE  ROCKIES 


INTERNAL  MEDICINE  PROGRAM 

July  14-19,  1996  Estes  Park,  CO 
(note  corrected  dates) 

RENAL  DISEASE  PROGRAM 

July  22-26,  1996  Aspen,  CO 
(note  corrected  dates) 

1ST  ANNUAL  ASPEN  BRAIN 
TUMOR  SYMPOSIUM 

August  1 1-13,  1996  Aspen,  CO 
Sponsored  by  the  University  of  Colorado 
School  of  Medicine.  Category  1 AMA 
credit  offered.  Information:  J.  Bauer, 
Office  of  Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065. 


S Y M P O S 


Announcing  the  Second  in  the  1996 
Series  of  Advanced  Seminars: 

UROLOGY  UPDATE  FOR  PRIMARY  CARE 
PHYSICIANS:  A DIDACTIC  & SKILLS 
SYMPOSIUM  John  McConnell,  M.D., 
Shelle^y  Roaten,  dr.,  AA.D.,  Albert 
Roberts,  M.D.  — Course  Directors 
CM lu  Credit  Offered 

May  18,  1996  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Education 
214/648-2166;  1 -800/688-8678;  FAX  2 14/648-2317 


Southwestern 

An  equal  opportunity  institution 


Texas  Society  of  Medical  Assistants  Annual  Meeting  - 

April  25-26  in  Fredericksburg.  Contact  Mildred  Bell, 
(800)  880-1300,  ext.  1525- 


AMERICAN  SOCIETY  OF 
TRANSPLANT  PHYSICIANS 


15th  ANNUAL  MEETING 

Scientific  Sessions  & 
Business  Meeting 

j May  26-30,  1996 

Wyndham  Anatole  Hotel 
I Dallas,  Texas 

Jointly  Sponsored  with 
Vanderbilt  University  School 
i of  Medicine 

For  more  information  and  to 
register,  call 

(609)  848-6205  ext.  208/213 
fax#  (609)  251-0278 
email:  astp@slackinc.com 
! Slack,  Incorporated 

6900  Grove  Road 
I Thorofare,  NJ  08086 

u 


Specialty  Society  Meetings  to  be  held  in  conjunction 
with  TMA’s  Annual  Session  in  San  Antonio:  the  Texas 
Dermatological  Society  will  hold  its  Spring  Meeting  May 
10-12  at  the  Convention  Center;  Texas  Society  of  Plastic 
Surgeons  and  Texas  Neurological  Society  both  have  Annual 
Meetings  scheduled  for  May  10-11;  Texas  Pain  Society, 
Texas  Society  of  Internal  Medicine,  and  Texas  Society  of 
Pathologists  will  have  Board  meetings  on  May  1 1 . For  more 
information,  contact  Rhonda  Murphy,  Operations  Man- 
ager, Specialty  Society  Management  Services  Department, 
(800)  880-1300,  ext.  1520. 

The  Texas  Cancer  Pain  Initiative  State  Meeting: 

Thursday,  April  11,  1996,  Stouffer  Renaissance  Hotel, 
Austin,  Texas.  Featured  speakers  include  David  Morris, 
PhD,  “Structures  of  Suffering”;  Leslie  Blackball,  MD,  “Cul- 
tural Differences  and  Attitudes  Toward  Death  and  Dying”; 
Marilee  Donovan,  PhD,  “Quality  Improvement  Guide- 
lines”; and  C.  Stratton  Hill,  MD,  “State  of  the  Initiative.” 
Planning  sessions  also  scheduled,  7:30  a.m.  on-site  registra- 
tion. For  registration  information,  call  (713)  792-2222. 

Witness  for  the  Defense:  Strategies  for  the  Defendant 
Physician  - This  three  hour  seminar  is  designed  to  inform 
Texas  physicians  about  the  complexities  of  the  medical  mal- 
practice claim  and  the  critical  factors  necessary  in  planning 
and  managing  legal  defense  strategies.  AMA/PRA  Category  1 
Credits  and  AAFP  Prescribed  Hours  available.  For  more 
information  call  TMA  at  (800)  880-1300,  Ext.  1411.  Thurs- 
day, April  1 1 , Houston;  Thursday,  April  25,  McAllen;  Friday, 
May  10,  San  Antonio  (during  Annual  Session,  2-5  p.m.). 

ER  Risk  Management  for  NON-Emergency  Medi- 
cine Physicians  - This  three  hour  seminar  will  update 
NON-emergency  medicine  physicians  about  the  risks 
involved  when  physicians  see  patients  in  emergency  situa- 
tions and  settings.  AMA/PRA  Category  1 Credits  and 
AAFP  Prescribed  Hours  available.  For  more  information 
call  TMA  at  (800)  880-1300,  Ext.  1411.  Thursday,  April 
18,  Abilene;  Thursday,  May  23,  Lubbock;  Thursday,  June 
6,  Port  Aransas  (during  South  TX  Chapter  of  TAFP 
annual  meeting,  9 a.m. -noon). 
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Educational  Opportunities 
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Baylor  College  of  Medicine,  Department  of  Medicine  and  the  Veterans  Affairs  Medical  Center, 

Department  of  Medicine,  Houston,  Texas 

COMPREHENSIVE  REVIEW  COURSE  IN  INTERNAL  MEDICINE 

JULY  9-13, 1996 

Ramada  Astrodome  Medical  Center  Hotel 

A complete  review  of  internal  medicine  and  related  topics,  designed  to  prepare  candidates  for  the  Internal 
Medicine  Board  examination,  including  recent  changes  in  its  contents,  and  to  provide  state-of-the-art 
update  for  practitioners. 

Topics  to  include: 

•Allergy  -Ethics  -Infectious  Disease  -Psychiatry 

•Cardiovascular  -Gastroenterology  • Nephrology/Urology  -Pulmonary 

•Dermatology  -Geriatrics  -Neurology  -Rheumatology/Orthopedics 

•Endocrinology  -Hematology  -Oncology  -Study  Design/Statistics 

Physicians  $600.00  (prior  to  May  1 1 , 1 996)  $630.00  (after  May  1 1 , 1 996) 

Fellows  and  Residents  $400.00  (prior  to  May  11,1 996)  $430.00  (after  May  11,1 996) 

For  information  contact:  Carol  J.  Soroka,  Conference  Coordinator 

Office  of  Continuing  Education 

Baylor  College  of  Medicine 

One  Baylor  Plaza,  S104 

Houston,  Texas  77030-3498 

Phone:  (713)  798-6020  Fax:  (713)  798-7955 

Email:  cme@bcm.tmc.edu.  I 

The  Screening  You  won’t  Want  to  Miss 


Keep  abreast  of  the  latest  information  on  cancer  prevention, 
screening  and  early  detection  while  earning  CME  hours.  The 
TMA  Physician  Oncology  Education  Program,  Texas’  premiere 
physician  education  program  on  cancer  prevention,  now  offers 
AMA/PRA  Category  1 credit  through  eight  modules. 

0 Modules  are  available  on  cancer  topics  at  a nominal  fee: 
Breast,  Cervix,  Colorectal,  Head  and  Neck,  Lung,  Prostate, 
Skin  and  Nutrition  and  Cancer  Risk  Reduction 

0 Through  self-study,  each  module  provides  one  hour  of 
Category  1 in  the  AMA/PRA  at  only  $10  an  hour 


For  Hiforeiatiofl: 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 
(800)  880-1300  Ext. 
1672 


Funded  By 


QGGQ 


0 POEP  modules  also  serve  as  lecture  tools  for  educating 
physicians,  medical  students  and  other  health  care  profes- 
sionals 
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Question 

How  are  you  exploring  cyberspace? 


“A  few  months  ago,  I had  my  first  patient  con- 


versation over  the  Internet.  An  82-year-old 
man  who  has  been  a patient  for  a couple  of  years  saw  my 
Internet  address  on  my  business  card  and  sent  me  a query 
about  a prescription  I had  given  him.  He  was  worried 
about  side  effects  and  appended  to  his  message  an  excerpt 
from  the  Physicians  Desk  Reference,  which  he  had  accessed 
on  the  World  Wide  Web.  I now  have  several  patients  who 
regularly  check  in  on  the  Net.” 


John  W.  Burnside,  MD,  55 

internal  medicine , Dallas 


£ £ ■ have  only  begun  surfing  the  Net,  although  I have 
I utilized  online  services,  such  as  BRS/Colleague 
and  the  American  College  of  Physicians  forum,  for  several 
years.  I have  linked  to  the  servers  at  the  Centers  for  Disease 
Control  and  Prevention  and  the  National  Institutes  of 
Health  via  the  Internet.  The  most  useful  site  is  the  CDC 
Web  page  that  allows  one  to  determine  what  health  precau- 
tions to  take  when  traveling  to  a particular  area  of  the  world 
and  any  vaccinations  needed.” 


Jackie  L.  Preston,  MD,  39 

internal  medicine.  Grapevine 


am  still  a novice  on  the  Internet,  and  I mainly  use 
it  to  check  on  space  shuttle  activities  via  the 
NASA  home  page.  I recently  had  a question  about  Reyes 
syndrome  because  my  daughter  wanted  to  take  some 
aspirin,  so  I did  a Yahoo  search  and  found  several  articles 
that  helped  me  decide  what  to  do.  Our  plastic  surgery  soci- 
ety, the  American  Society  of  Plastic  and  Reconstructive 
Surgeons,  has  a service  lor  us  on  SpaceWorks  called  PS 
Online,  and  I have  used  it  to  keep  up  with  developments.” 


am  trying  to  become  more  familiar  with  the  com- 
ing wave  of  computer  information.  I have  a 
machine  at  home  and  can  ‘talk’  to  the  hospital  lab  CPU. 
The  e-mail  is  a new  toy,  but  I can  see  the  value  in  it,  along 
with  the  Physicians  Online  I use.  I took  a course  in  Inter- 
net offered  through  the  Bexar  County  Medical  Society.” 

Everett  M.  Donowho,  Jr,  MD,  54 

pathology,  San  Antonio 


Raymond  A.  Faires,  MD,  43 

plastic  surgery.  Fort  Worth 

am  using  the  Internet  more  and  more  for  e-mail, 
both  professionally  and  for  the  family.  I also 
belong  to  several  emergency  medicine  discussion  groups.  I 
have  downloaded  free  programs  for  pediatric  x-ray  diagno- 
sis from  Hawaii  and  have  discussed  EM  cases  with  a physi- 
cian in  New  Zealand.  For  me,  it  is  fun  and  productive.  I 
encourage  my  fellow  physicians  to  join  me  online. 

Matthew  J.  Walsh,  MD,  48 

emergency  medicine , El  Paso 

Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone  or  e-mail.  We  welcome  suggestions  for  future 
topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax 
them  to  (512)  370-1632. 


use  e-mail  quite  a bit,  and  I log  onto  the  Ameri- 
can Medical  Association’s  home  page  to  get  infor- 
mation important  to  the  federation  of  medicine.  I also  scan 
several  different  neurosurgical  home  pages.  I know  the 
Internet  is  also  a great  source  for  entertainment,  but  for  me 
it’s  like  playing  golf  — I just  don’t  have  time!” 

Mark  J.  Kubala,  MD,  62 

neurosurgery,  Beaumont 

am  using  the  Internet  primarily  to  e-mail  some 
European  colleagues  who  have  an  interest  in 
venous  disease  and  for  committee  work  I’m  involved  in  for 
a national  medical  society.” 

Steven  E.  Zimmet,  MD,  43 

family  practice,  Austin 
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For 


Ten 


Years 


All  We’ve 


Cars. 


After  10  years  in  practice,  you're  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Texas  Dental  Association.  So,  call  an  Autoflex 
leasing  specialist  today. 
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Autoflex 
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Call  1-800-634-1234 
or  214-234-1234 
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iliable  insurance  coverage  shouldn’t  be  a roll  of  the  dice. 

Choose  TMAIT. 


Responsible  financial  planning 
for  the  future  takes  more  than 
good  luck.  TMAIT  provides  you 
a choice  of  traditional  indemnity 
plans  or  the  new  Group  Plus 
l it-of-Service  (POS)  plan  for  you,  your  family,  and 
r office  staff. 


AIT  is  endorsed  and  was  created  by  the  TMA.  Its 
rd  of  Trustees  includes  TMA  physicians  who 


know  and  understand  the  financial  needs  and  con- 
cerns of  other  TMA  physicians  like  you. 

TMAIT  offers  you  financial  security,  stability  and 
responsive  service. 

Call  TMAIT  at  1-800-880-8181  for  more  information. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 
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Association 


P.O.  Box  1707,  Austin,  Texas  78767-1707  • In  Austin  370-1776  • In  Houston  224-5309  • Fax  (512)370-1799 
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completes  a procedure  with  the  assistance  of 
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COVER  STORY 


Merger  mania 

Texas  hospitals  are  being  acquired,  networked, 
merged,  and  closed  faster  than  you  can  say,  “What’s 
the  census?” And  then  there  are  the  holy  wars.  Last 
year  alone,  17  deals  involving  26  Texas  hospitals  were 
announced.  All  this  is  affecting  physicians  and 
patients  in  serious  ways.  Charity  care  and  the  future 
of  medical  education  look  to  be  at  greatest  risk. 

BY  LARRY  BESAW 

38 

Cover  photo  © TSM/AMOS  NACHOUM,  1996 


Legislative  Affairs 


Non-Super  Tuesday 28 

Who  won,  who  lost,  who  cares ? We  do,  of  course.  And  candidates  friendly  to 
organized  medicine  won  big  despite  a puny  voter  turnout. 

BY  KEN  ORTOLON 


Medical  Economics 


Friends  or  foes? 34 

1 While  private  physicians  and  managed  care  medical  directors  will  never  agree  on 
everything,  perhaps  they  can  find  the  common  ground  and  build  on  it. 

BY  LARRY  BESAW 
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Law 

Private  matters 46 

With  the  race  on  to  achieve  the  univer- 
sal electronic  medical  record,  physicians 
are  concerned  about  whether  they  will 
be  able  to  maintain  confidentiality  fior 
their  patients. 

BY  TERI  LEE  JONES 


Public  Health 

Dangerously  revved ...  52 

Ephedrine  misuse,  whether  in  street  drugs  or 
“natural”  nutritional  supplements,  poses  seri- 
ous health  hazards. 

BY  TERI  LEE  JONES 


Firearms  continue  to  be  the  leading  cause 

of  injury  mortality  in  Texas 54 

BY  DAVID  F.  ZANE,  MS;  MARY  JO  PREECE;  PATTI  J.  PATTERSON,  MD,  MPH;  ERIK 
K.  SVENKERUD,  MD,  MPH;  AND  DENNIS  M.  PERROTTA,  PHD,  CIC 


The  Journal 57 

Prescription  problems:  clinical  pharmacology  and  lawsuits 

BY  BYRON  DE  SOUSA,  MD,  PHD 


Emergency  contraception,  a method  whose  time  has  come:  an  update 

BY  HERBERT  P.  BROWN,  MD 

Large  benign  pineal  cysts:  two  case  reports  with  review 

BY  ROBERT  C.  HARDY,  MD 
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Texas  Medicine  Rounds 14 

Leadership  conference  highlights  • Art  collection  devoted  to  medical  themes  • 
Specialty  Spotlight  on  general  surgery  • Forum  fior  retired  physicians  • 

Vital  stats  on  office  staffing  • Walter  F.  Buell,  MD,  on  stroke  prevention 
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Why  Physicians  Thist 
ArMA  Financial  Services 
To  Manage  Their  Pensions 


Total  Average  Return  For  5 Years  12/31/90  - 12/31/95 


Total  Return  For  1 Year  Ending  12/31/95 


i—  L lO  0 / C 


'Results  for  Account  35253934 

Not  all  accounts  performance  will  mirror  this  example.  Past  performance  is  no  guarantee  of  future  performance. 


Considering  an 


As  IRA  Custodian  and  Trustee^ 
ArMA  Membership  Benefits  will 

jjJfeeal  Estate  Partnerships  ^ 


Stocks,  Bonds  & Mutual  Fu 
Any  Other  IRA  Qualified  As: 


Merrill  J.  Sauriol 


Kirk  M.Tushaus 


Richard  T.  Sechler 


Senior  Portfolio  Manager 


Portfolio  Manager  Certified  Financial  Planner 


CALL  1 (800)  584-5157  For  An  Information  Packet 


Texas  Medicine 


■rf" 


Working  With 
Consultants 


In  today’s  rapidly  changing  health-care  environment, 
you  may  find  you  need  services  and  advice  you  didn’t 
necessarily  need  in  a fee-for-service  practice. 
Selecting  consultants  and  managing  their  work 
can  be  frustrating,  and  mistakes  are  costly. 


Turn  to  TPSO 

Call  (800)  523-TPSO  for  assistance  with: 

• Identifying  when  you  should  seek  a consultant 

• Locating  the  most  appropriate  advisers 

• Receiving  the  most  from  your  consulting  engagement 

• Avoiding  common  mistakes 


New! 

TPSO  has  developed  the  Advice  on  Getting  Advice 
handbook.  Call  today  to  receive  your  free  copy. 
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Tbolsfor  managing  today's  medical  practice 


(800)  523-TPSO 

Created  and  endorsed  by  Texas  Medical  Association 


Editor’s  Mote 


It’s  difficult  to  categorize 

the  frenzied  market  activity  now 
engulfing  the  Texas  hospital  indus- 
try. The  shark  on  our  cover  portrays 
the  general  trend  toward  bigger,  some- 
times predatory  hospital  organizations 
swallowing  up  the  smaller  fish  — a 
trend  backed  by  statistics  that  few 
people  would  dispute.  Is  this  a wholly 
negative  trend?  Even  the  Great  White 
has  its  place  in  the  lood  chain.  Some 
ol  the  hospitals  we’ve  lost  may  have 
needed  to  go. 

In  his  cover  article  beginning  on  p 
38,  Associate  Editor  Larry  BeSaw 
locuses  on  what’s  at  stake  for  physicians 
and  their  patients  in  the  hospital 
merger  mania.  He  identifies  quality, 
charity  care,  and  the  future  of  medical 
education  as  critical  issues.  Not  surpris- 
ingly, those  issues  are  of  concern  to  hos- 
pitals, too,  even  if  one  administrator 
did  cavalierly  cite  the  need  for  access  to 
a “stream  of  new  talent"  as  justification 
lor  continuing  residency  training. 

Maybe  the  time  has  come  to 
rethink  the  physician-hospital  rela- 
tionship. Maybe,  in  the  face  of  man- 
aged care,  our  common  interests 
outweigh  our  differences.  With  major 
legislative  battles  looming  in  1997, 
maybe  it’s  time  to  talk. 

JEAN  PIETROBONO 
Managing  Editor 
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Letters 

Sex  education,  politics,  and 
religious  views  don’t  mix 

WE  ARE  CONFIDENT  THAT 
Ken  Ortolon’s  “Religious  Cru- 
sade” article  ( Texas  Medicine, 
February  1996,  pp  30-33)  was 
written  with  good  intentions.  Lowering 
incidences  ot  sexual  activity,  sexually 
transmitted  disease  (STD),  and  preg- 
nancy among  unmarried  Texas  teenagers 
are  issues  that  Texas  physicians  should 
aggressively  address.  However,  we 
believe  that  Mr  Ortolon  inappropriately 
mixed  his  discussion  ot  sexuality  educa- 
tion, school-based  clinics,  and  Texas  pol- 
itics with  the  personal  religious  views 
held  by  individuals,  both  in  and  out  of 
the  Texas  Medical  Association. 

We  wish  to  make  three  points. 
First,  STD  and  teenage  pregnancy  are 
medical  issues,  as  are  educational 
approaches  to  address  them.  Data 
concerning  these  two  epidemics  are  an 
essential  component  in  making  deci- 
sions about  sexuality  education. 
Though  conclusions  trom  data  may 
vary,  debate  should  be  on  scientific 
merits.  And  since  research  findings 
relative  to  the  efficacy  of  comprehen- 
sive sexuality  education  and  school- 
based  clinics  suggest  very  little  impact 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a Utter,  mail ' fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  (jean _p@texmed.org).  Please  type  letters  you  sub- 
mit for  publication,  and  keep  the  length  to  400  words  or  less.  If 
necessary,  you  may  include  a few  references,  preferably  less  than 
five.  Letters  are  published  at  the  discretion  of  the  managing  edi- 
tor and  editorial  advisors,  and  are  subject  to  editing  and  abridg- 
metit.  Letters  represent  the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


on  reducing  these  epidemics,  there  is 
much  room  for  improvement  and 
change  (1,2).  However,  it  is  inappro- 
priate, especially  since  Texas  Medicine 
is  for  all  Texas  physicians,  to  discredit 
particular  viewpoints  about  medical/ 
educational  subjects  by  labeling  them 
religious.  This  discrediting  by  incrim- 
ination of  any  legitimately  objective 
viewpoint  by  association  with  what 
some  consider  religious  conviction  is 
not  only  an  unfair  ploy  but  stifles 
open  discussion  that  could  lead  to 
breakthrough  solutions. 

Second,  Clift  Price,  MD,  is  quoted 
in  the  article  saying  the  “religious 
right”  is  opposed  to  sex  education. 
“The  religious  right  agenda  . . . means 
they  don’t  want  anything  related  to 
sexuality  education  in  the  schools." 
Though  this  may  be  true  of  some, 
many  religious  conservatives  support 
sexuality  education.  Indeed,  the 
examples  that  Mr  Ortolon  raises  in  his 
article  clearly  suggest  that  even  among 
the  most  politically  active  of  religious 
conservatives,  many  are  more  con- 
cerned with  the  content  of  sexuality 
education  curricula  than  the  abolition 
of  sex  education  altogether. 

Finally,  Mr  Ortolon’s  characteriza- 
tion of  Texas  Education  Commissioner 
Mike  Moses  as  bowing  to  religious 
pressure  by  refusing  federal  AIDS  edu- 
cation funds  is  inaccurate.  Dr  Moses 
was  unable  to  accept  funds  earmarked 
for  use  in  ways  inconsistent  with  state 
law.  Once  he  received  written  assur- 
ances from  the  Centers  for  Disease 
Control  and  Prevention  that  those 
funds  could  be  used  as  local  school 
policies  and  state  law  dictate,  Dr  Moses 


accepted  and  distributed  the  funds. 

In  sum,  we  believe  that  the  blind 
pushing  of  political  agendas  by  stereo- 
typical characterizations  and  ad 
hominem  attacks  are  inappropriate 
wherever  they  occur.  When  individuals 
continue  to  argue  about  peripheral 
issues  instead  of  debating  relevant 
information  with  regard  to  sex  educa- 
tion, Texas  children  are  not  well  served. 

Joe  S.  Mcllhaney,  Jr,  MD 

President,  Medical  Institute  for  Sexual  Health 

PO  Box  4919 

Austin,  TX  78765-4919 

J. Thomas  Fitch,  MD 

Board  Member,  Medical  Institute  for  Sexual 
Health 

PO  Box  4919 
Austin,  TX  78765-4919 
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based  programs  to  reduce  sexual  risk 
behaviors:  a review  of  effectiveness.  Public 
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Editor’s  note:  Texas  Medicine  received 
71  letters  supporting  the  above  letter.  Dr 
Mcllhaney  and  Dr  Fitch  have  been 
invited  to  submit  a clinical  article  on 
sexuality  education  for  peer  review  and 
possible  publication  in  the  magazine. 
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Letters 


Differing  values 
don’t  change  facts 
of  reproductive  health 

The  members  of  Texas 
Medical  Association’s  Committee 
on  Infectious  Diseases  would  like 
to  commend  Ken  Ortolon’s  arti- 
cle “Religious  Crusade’  printed  in  the 
February  1996  issue  of  Texas  Medi- 
cine. It  is  essential  for  the  health  and 
well-being  of  our  youth  that  accurate, 
scientific  information  on  human  sexu- 
ality and  its  relation  to  the  transmis- 
sion of  diseases  be  included  within 
school  health  education  programs. 

It  is  an  unfortunate  circumstance  of 
our  times  that  “what  you  don’t  know 
can  kill  you.”  Today’s  adolescents  must 
be  provided  with  the  knowledge  of 
biology  necessary  to  understand  their 
current  and  future  reproductive  health 
and  how  to  preserve  it.  This  should 
always  include  complete  and  accurate 
information  on  birth  control  and  sexu- 
ally transmitted  diseases.  No  informa- 
tion or  the  wrong  information  obtained 
from  unreliable  sources  and  peers  can 
lead  to  bad  decisions  and  irreparable 
harm,  including  unforeseen  pregnancy 
and  disease.  Although  these  are  often 
extremely  costly  consequences  to  the 
taxpayer,  poor  and  minority  groups 
ultimately  suffer  the  most. 

Based  on  their  own  personal  values 
and/or  religious  beliefs,  families  will 
continue  to  guide  their  own  members 
on  what  are  or  are  not  the  appropriate 
decisions  to  make  at  different  times  of 
their  lives.  Differing  values  do  not 
change  proven  scientific  and  clinical 
facts,  and  these  realities  need  to  be 
taught  reliably  and  consistently, 
regardless  of  the  political  climate. 

Likewise,  our  committee  also 
strongly  supports  school-based  immu- 
nization clinics.  While  the  majority  of 
preschool  children  now  receive  their 
immunizations  at  “medical  homes,” 
school  clinics  may  he  invaluable 
resources  to  reach  populations  without 


good  access  to  health  care  and  to  reach 
adolescents  who  resist  seeing  their  fam- 
ily’s doctor.  It  is  hard  to  understand 
that  immunization  services  would  be 
denied  by  parents  on  the  unfounded 
fear  that  reproductive  health  services 
could  be  secretly  offered.  Once  again, 
less  educated  groups  would  likely  suffer 
the  most. 

Finally,  we  would  like  to  applaud 
our  fellow  physicians  who  have  taken 
the  time  and  effort  to  work  with  their 
local  communities  and  school  boards 
to  promote  accurate  health  education 
and  access  to  services.  Our  youth  are 
our  most  valuable  and,  in  some  ways, 
most  vulnerable  resource.  We  know 
from  clinical  experience  that  it  is 
much  better  to  prevent  diseases  now 
than  to  try  to  develop  cures  later.  That 
is  what  education  and  immunizations 
are  all  about.  As  physicians,  we  owe  it 
to  our  communities  to  say  so. 

Diane  M.  Simpson,  MD,  PhD 

Chair,  TMA  Committee  on  Infectious  Diseases 
401  W 15th  St 
Austin,  TX  78701 

Residency  program  sponsors 
draw  praise 

IRST,  I WANT  TO  THANK 
you  for  announcing  in  your  recent 
volume  my  new  position  as  pro- 
gram director  of  the  Family  Prac- 
tice Residency  Program  of  the  Brazos 
Valley.  But  with  my  thanks,  I would 
like  to  take  a moment  to  clarify  my 
position  and  appropriately  headline 
all  of  the  members  of  the  consortium 
that  sponsors  the  program. 

Texas  A&M  University  Health  Sci- 
ence Center,  St  Joseph’s  Regional 
Health  Center,  Brazos  Valley  Chapter 
of  the  Texas  Academy  of  Family  Physi- 
cians, Brazos-Robertson  County 
Medical  Society,  and  Scott  & White 
Clinic-College  Station  are  all  mem- 
bers of  the  foundation  and  integral  to 


establishing  our  community-based 
family  medicine  program.  The  coop- 
eration and  energetic  efforts  of  all  the 
“parents”  have  been  — and  continue 
to  be  — important  to  our  program.  I 
could  hardly  let  any  one  of  these  con- 
tributors go  unheralded. 

Thank  you  for  the  chance  to  “set 
the  record  straight.” 

Nancy  W.  Dickey,  MD 

Director,  Brazos  Valley  Family  Practice 
Residency  Program 
142  Joe  H.  Reynolds  Medical  Bldg 
College  Station,  TX  77843-1 1 14 


PHYSICIAN 
OPPORTUNITIES 
in 

SAN  ANTONIO 

The  Department  of  Family 
Practice  at  the  University  of 
Texas  Health  Science  Center 
at  San  Antonio,  in  collaboration 
with  University  Health  System’s 
Community  Primary  Care 
Program,  is  currently  recruiting 
physicians  to  expand  its  clinical 
and  teaching  programs. 

Ten  family  physicians  are 
needed,  preferring  those  with 
labor  and  delivery,  in-patient, 
and/or  procedural  skills.  Ad- 
vanced “OB  fellowship”  desir- 
able. Physicians  will  provide 
health  care  and  supervise  resi- 
dents and  medical  students. 
Also  recruiting  for  Associate 
Residency  Director. 

Send  CV,  summary  of  practice 
skills  and  teaching  experience 

to:  University  Health  System, 
Attn:  Theresa  Rodriguez, 
Personnel  Department, 
4502  Medical  Drive,  San 
Antonio,  TX  78229-4493. 
EOE/AA. 
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1975,  Bayer  AG  introduced  Adalat®  (nifedipine) 

Europe.  We've  since  made  the  Adalat  brand  available  in 
/eral  formulations  around  the  world,  and  nifedipine 


In  the 

United  States , 
the  one  to 
prescribe  is... 


s been  in  clinical  use  for  over  twenty  years, 
eked  by  a worldwide  clinical  database  of 
is  of  thousands  of  patients  and  hundreds 
.clinical  studies,  the  Adalat  brand  today 
Dvides  therapy  for  millions  of 
tients*  around  the  globe. 


Once-A-Day 


nifedipine 


EXTEN  DED 
RELEASE 
TABLETS 


30mg,60mg  &90mg 

Providing  a World  of  Confidence 
for  Hypertension  Control 


squency  and  type  of  side  effects,  eg,  peripheral  edema,  headache,  flushing/heat  sensation, 
7.ziness  and  fatigue/asthenia,  are  typical  of  dihydropyridine  calcium  channel  blockers. 

1 ase  see  brief  summary  of  Prescribing  Information  on  following  page.  *Data  on  file,  Bayer  Corporation,  Pharmaceutical  Division. 


Once-A-Day 


nifedipine 


EXTEN  DED 
RELEASE 
TABLETS 


30mg,60mg  &90mg 


CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING 
INFORMATION 
For  Oral  Use 

PZ500025BS  6/95 

INDICATION  AND  USAGE:  ADALAT  C(  is  inditaled  (or  the  treatment  of  hyperten- 
sion. It  may  be  used  alone  or  in  combination  with  other  antihypertensive  agents. 
CONTRAINDICATIONS:  Known  hypersensitivity  to  nifedipine. 

WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive 
effect  of  nifedipine  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive 
and  poorly  tolerated  hypotension.  These  responses  have  usually  occurred  during  initial 
titration  or  at  the  time  of  subsequent  upward  dosage  adjustment,  and  may  be  more 
likely  in  patients  using  concomitant  beta-mockers. 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in 
patients  wno  received  immediate  release  capsules  together  with  o beta-blocking  agent 
and  who  underwent  coronary  artery  bypass  surgery  using  hiah  dose  fentanyl  anesthe- 
sia. The  interaction  with  high  dose  fentanvl  appears  to  De  due  to  the  combination  of 
nifedipine  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with  nifedipine  alone, 
with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic  anal 
aesics  cannot  be  ruled  out.  In  nifedipine-treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  of  these  potential 
problems  and,  if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours) 
should  be  allowed  for  nifedipine  to  be  washed  out  of  the  body  prior  to  surgery 
Increased  Angina  and/or  Myocardial  Infarction:  Rarely,  patients,  particularly 
those  who  hove  severe  obstructive  coronary  artery  disease,  have  developed  well  docu- 
mented increased  frequency  duration  and/or  severity  of  angina  or  acute  myocardial 
infarction  upon  starting  nifedipine  or  at  the  time  of  dosage  increase.  The  mechanism  of 
this  effect  is  not  established 

Beta-Blocker  Withdrawal:  When  discontinuing  a beta-blocker  it  is  important  to  taper 
its  dose,  if  possible  rather  than  stopping  abruptly  before  beginning  nifedipine  Patients 
recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  increased 
angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of  nifedipine 
treatment  will  not  prevent  this  occurrence  and  on  occasion  has  been  reported  to  increase  it. 
Congestive  Heart  Failure:  Rarely,  patients  (usually  while  receiving  a beta-blocker) 
have  developed  heart  failure  after  beginning  nifedipine  Patients  with  tighl  aortic  steno 
sis  may  be  at  greater  risk  for  such  an  event,  as  the  unloading  effect  of  nifedipine  would 
be  expected  to  be  of  less  benefit  to  these  patients,  owing  to  their  fixed  impedance  to 
flow  across  the  aortic  valve. 

PRECAUTIONS:  General  - Hypotension:  Because  nifedipine  decreases  peripheral  vas 
culor  resistance,  careful  monitoring  of  blood  pressure  dunng  the  initial  administration  and 
titration  of  ADALAT  CC  is  suggested  dose  observation  is  especially  recommended  for  patients 
already  taking  medications  tnat  are  known  to  lower  blood  pressure  (See  WARNINGS). 
Peripheral  Edema:  Mild  to  moderate  peripheral  edema  occurs  in  a dose-dependent 
manner  with  ADALAT  (C.  The  placebo  subtracted  rate  is  approximately  8%  at  30  mg,  1 2% 
at  60  mg  and  19%  at  90  mg  daily.  This  edema  is  a localized  Dhenomenon,  thought  to  be 
associated  with  vasodilation  of  dependent  arterioles  and  small  blood  vessels  ana  not  due 
to  left  ventricular  dysfunction  or  generalized  fluid  retention.  With  patients  whose  hyper 
tension  is  complicated  by  congestive  heart  failure,  care  should  be  taken  to  differentiate 
this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 
Information  for  Patients:  ADALAT  CC  is  an  extended  release  tablet  and  should  be 
swallowed  whole  and  taken  on  an  empty  stomach  It  should  not  be  administered  with 
food.  Do  not  chew,  divide  or  crush  tablets. 

Laboratory  Tests:  Rare,  usually  transient,  but  occasionally  significant  elevations  of 
enzymes  such  as  alkaline  phosphatase,  CPK,  LDH,  SCOT,  and  SGPl  have  been  noted  The 
relationship  to  nifedipine  tneropy  is  uncertain  in  most  cases,  but  probable  in  some.  These 
laboratory  abnormalities  hove  rarely  been  associated  with  clinical  symptoms;  however, 
cholestasis  with  or  without  jaundice  nos  been  reported.  A small  increase  (<5%)  in  mean 
alkaline  phosphatase  was  noted  in  patients  treated  with  ADALAT  CC.  This  was  an  isolated 
finding  and  it  rarely  resulted  in  values  which  fell  outside  the  normal  range  Rare  instances 
of  allergic  hepatitis  have  been  reported  with  nifedipine  treatment.  In  controlled  studies, 
ADALAT  CC  dia  not  adversely  affect  serum  uric  acid,  glucose,  cholesterol  or  potassium. 
Nifedipine  like  other  calcium  channel  blockers,  decreases  platelet  aggregation  in  vitro. 
Limited  clinical  studies  have  demonstrated  a moderate  but  statistically  significant 
decrease  in  platelet  aggregation  and  increase  in  bleeding  time  in  some  nifedipine 
patients.  This  is  thought  to  De  a function  of  inhibition  of  calcium  transport  across  the 
platelet  membrane.  No  clinical  significance  for  these  findings  has  been  demonstrated 
Positive  direct  Coombs'  test  with  or  without  hemolytic  anemia  has  been  reported  but  a 
causal  relationship  between  nifedipine  administration  ond  positivity  of  this  laboratory 
test,  including  hemolysis,  could  not  be  determined. 

Although  nifedipine  has  been  used  safely  in  patients  with  renal  dysfunction  and  has  been 
reported  to  exert  a beneficial  effect  in  certain  cases  rare  reversibfe  elevations  in  BUN  ond 
serum  creatinine  have  been  reported  in  patients  with  pre-existing  chronic  renal  insufficien- 
cy. The  relationship  to  nifedipine  therapy  is  uncertain  in  most  cases  but  probable  in  some. 
Drug  Interactions:  Beta  adrenergic  blocking  agents:  (See  WARNINGS). 


ADALAT  CC  was  well  tolerated  when  administered  in  combination  with  a beta  blocker  in 
187  hypertensive  patients  in  a placebo-controlled  clinical  trial.  However  there  have 
been  occasional  literature  reports  suggesting  that  the  combination  of  nifedipine  and 
beta-adrenergic  blocking  drugs  may  increase  the  likelihood  of  congestive  heart  failure, 
severe  hypotension,  or  exacerbation  of  angina  in  patients  with  cardiovascular  disease. 
Digitalis:  Since  there  have  been  isolated  reports  of  patients  with  elevated  digoxin  levels 
and  there  is  a possible  interaction  between  digoxin  and  ADALAT  CC,  it  is  recommended 
that  digoxin  levels  be  monitored  when  initiating,  adjusting,  and  discontinuing  ADALAT  CC 
to  avoid  possible  over-  or  under-digitalization. 

Coumarin  Anticoagulants:  There  have  been  rare  reports  of  increased  prothrombin  time 
in  patients  taking  coumarin  anticoagulants  to  whom  nifedipine  was  administered 
However,  the  relationship  to  nifedipine  therapy  is  uncertain. 

Quinidine:  There  have  been  rare  reports  of  on  interaction  between  quinidine  ond 
nifedipine  (with  a decreased  plasma  level  of  quinidine). 

Cimetidine:  Both  the  peak  plasma  level  of  nifedipine  and  the  AUC  may  increase  in  the  pres- 
ence of  cimetidine.  Ranitidine  produces  smaller  non  significant  increases.  This  effect  of  cime- 
tidine may  be  mediated  bv  its  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  nifedipine.  If  nifedipine  thera- 
py is  initiated  in  a patient  currently  receiving  cimetidine,  cautious  titration  is  advised. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Nifedipine  was  adminis- 
tered orally  to  rats  for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to 
rats  prior  to  mating,  nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times 
the  maximum  recommended  human  dose.  In  vivo  mutagenicity  studies  were  negative. 
Pregnancy:  Pregnancy  Category  C.  In  rodents,  rabbits  and  monkeys,  nifedipine  has 
been  shown  to  have  a variety  of  embryotoxic,  placentotoxic  and  fetotoxic  effects, 
including  stunted  fetuses  (rats  mice  and  rabbits)  digital  anomalies  (rats  and  rabbits), 
rib  deformities  (mice)  cleft  palate  (mice),  small  placentas  and  underdeveloped  chorion- 
ic villi  (monkeys),  embryonic  and  fetal  deaths  (rats,  mice  ond  rabbits),  prolonged  preg 
nancy  (rats,  not  evaluated  in  other  species),  and  decreased  neonatal  survival  (rats;  not 
evaluated  in  other  species)  On  a mg/kg  or  mg/m^  basis,  some  of  the  doses  associated 
with  these  various  effects  are  higher  tnan  the  maximum  recommended  human  dose 
and  some  are  lower,  but  all  are  within  an  order  of  magnitude  of  it. 

The  digital  anomalies  seen  in  nifedipine-exposed  rabbit  pups  are  strikingly  similar  to 
those  seen  in  pups  exposed  to  phenytoin,  and  these  are  in  turn  similar  to  the  pho- 
langeal  deformities  that  are  the  most  common  malformation  seen  in  human  children 
with  in  utero  exposure  to  phenytoin. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ADALAT  CC  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers:  Nifedipine  is  excreted  in  human  milk.  Therefore,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother 

ADVERSE  EXPERIENCES:  The  incidence  of  adverse  events  during  treatment  with 
ADALAT  CC  in  closes  up  to  90  mg  daily  were  derived  from  multi-center  placebo-controlled 
clinical  trials  in  370  hypertensive  patients.  Atenolol  50  mg  once  daily  was  used  concomi- 
tantly in  1 87  of  the  370  patients  on  ADALAT  CC  and  in  64  of  the  1 26  patients  on  placebo 
All  adverse  events  reported  during  ADALAT  CC  therapy  were  tabulated  independently  of 
their  causal  relationship  to  medication. 

The  most  common  adverse  event  reported  with  ADALAT®  CC  wos  peripheral  edema.  This 
was  dose  related  and  the  frequency  was  18%  on  ADALAT  CC  30  mg  daily,  22%  on 
ADALAT  CC  60  mg  daily  and  29%  on  ADALAT  CC  90  mg  daily  versus  1 0%  on  placebo 
Other  common  adverse  events  reported  in  the  above  placebo  controlled  trials  include: 
Headache  (19%,  versus  13%  placebo  incidence);  Flushing/heat  sensation  (4%,  versus 
0%  placebo  incidence);  Dizziness  (4%,  versus  2%  placebo  incidence);  Fatigue/asthenia 
(4%,  versus  4%  placebo  incidence);  Nausea  (2%,  versus  1%  placebo  incidence); 
Constipation  (1%,  versus  0%  placebo  incidence). 

Where  the  frequency  of  adverse  events  with  ADALAT  CC  and  placebo  is  similar,  causal 
relationship  cannot  be  established. 

The  following  adverse  events  were  reported  with  an  incidence  of  3%  or  less  in  daily 
doses  up  to  90  mg: 

Body  as  a Whole/Systemic  chest  pain,  leg  pain  Central  Nervous  System: 
paresthesia,  vertigo  Dermatologic:  rash  Gastrointestinal:  constipation 
Musculoskeletal:  leg  cramps  Respiratory:  epistaxis,  rhinitis  Urogenital:  impo 
tence,  urinary  frequency 

Other  adverse  events  reported  with  an  incidence  of  less  than  1 .0%  were: 

Body  as  a Whole/Systemic:  cellulitis,  chills,  facial  edema,  neck  pain,  pelvic  pain, 
pain  Cardiovascular:  atrial  fibrillation,  bradycardia,  cardiac  arrest,  extrasystole, 
hypotension,  palpitations,  phlebitis,  postural  hypotension,  tachycardia  cutaneous  ang 
iectases  Central  Nervous  System:  anxiety,  confusion,  decreased  libido,  depression, 
hypertonia,  insomnia,  somnolence  Dermatologic:  pruritus,  sweating 
Gastrointestinal:  abdominal  pain,  diarrhea,  dry  mouth,  dyspepsia  esophagitis,  flatu- 
lence, gastrointestinal  hemorrhage,  vomiting  Hematologic:  lymphaaenopathy 
Metabolic:  gout,  weight  loss  Musculoskeletal:  arthralgia,  arthritis,  myalgia 
Respiratory:  dyspnea,  increased  cough,  rales,  pharyngitis  Special  Senses:  abnor 
mal  vision,  amblyopia,  conjunctivitis,  aiplopio,  tinnitus  Urogenital/Reproductive: 
kidney  calculus,  nocturia,  breast  engorgement 


The  following  adverse  events  have  been  reported  rarely  in  patients  given  nifedipine  in 
other  formulations:  allergenic  hepatitis,  alopecia  anemia,  arthritis  with  ANA  (+), 
depression,  erythromelolgia,  exfoliative  dermatitis,  fever,  gingival  hyperplasia,  gyneco- 
mastia, leukopenia,  mood  chonaes,  muscle  cramps,  nervousness,  poronoid  syndrome, 
purpura,  shakiness,  sleep  disturbances,  syncope,  taste  perversion,  thrombocytopenia, 
transient  blindness  at  the  peak  plasma  level,  tremor  and  urticaria. 
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NEWSMAKERS 


The  Baylor  College  of  Medicine 
Board  of  Trustees  has  renamed  the 
Department  of  Otorhinolaryngology 
& Communicative  Sciences  after 

Bobby  R.  Alford,  MD,  in  honor  of  his 
28  years  as  chair  of  the  department. 

Dallas  psychiatrist  Kenneth  Z.  Alt- 
shuler, MD,  was  named  1995  Profes- 
sional of  the  Year  by  the  Dallas 
Alliance  for  the  Mentally  111. 

Paul  R.  Bergstresser,  MD,  Dallas,  was 
elected  to  the  American  Board  of  Der- 
matology. 

Houston  infectious  disease  specialist 

Major  W.  Bradshaw,  MD,  was  appointed 
dean  of  medical  education  at  Baylor 
College  of  Medicine.  He  succeeds 
pediatrician  Ralph  D.  Feigin,  MD,  who 

is  now  Baylor’s  president. 

'The  Governing  Board  of  Texas  Medical 
Liability  Trust  (TMLT)  named  W. 
Thomas  Cotten  president  and  chief 
executive  officer  of  TMLT. 

Houston  radiation  oncologist  Luis 
Delclos,  MD,  was  awarded  a Doctorate 
Honoris  Causa  by  The  University 
Rovira  i Virgili  in  Tarragona,  Spain. 


Please  let  Texas  Medicine  know  about  your  honors 
' and  achievements. 

I Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
I bership;  election  or  appointment  to  an  office  of,  or  honors  from, 
I a national  or  state  organization ; or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 

!lished  at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
..Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
|| 370- 1632;  e-mail johanna_f@texmed.org. 


Kenneth  Z.  Altshuler,  MD  Paul  R.  Bergstresser,  MD 


Nephrologist  Michael  Emmett,  MD, 

was  named  chief  of  the  Department  of 
Internal  Medicine  at  Baylor  Univer- 
sity Medical  Center  in  Dallas. 

Houston  endocrinologist  Alan  J.  Gar- 
ber, MD,  was  elected  president  of  the 
Texas  affiliate  of  the  American  Dia- 
betes Association. 

Houston  internist  Kalpalatha  Guntu- 

palti,  MD,  was  elected  to  the  Board  of 
Regents  of  the  American  College  of 
Critical  Care  Medicine. 

James  D.  Heckman,  MD,  San  Antonio, 
was  named  second  vice  president  of  the 
Aanerican  Academy  of  Orthopaedic 
Surgeons. 

Austin  internist  Robert  L.  Kaspar,  MD, 

was  awarded  the  1996  Texas  Pride 
Award  of  Distinction  by  the  E.C. 
Wood  Foundation  for  his  dedication 
in  working  with  individuals  living 
with  HIV/AIDS. 

Lubbock  nephrologist  Neil  A.  Kurtzman, 
MD,  received  the  1996  Founder’s  Medal, 
the  highest  award  from  the  Southern 
Society  for  Clinical  Investigation. 


Michael  Emmett,  MD  William  J.  Meek,  MD 


William  J.  Meek,  MD,  Temple,  was 
selected  by  the  American  Psychiatric 
Association  and  its  Committee  on  Med- 
ical Student  Education  to  receive  the 
sixth  annual  Nancy  C.A.  Roeske,  MD, 
Certificate  of  Recognition  for  Excel- 
lence in  Medical  Student  F’ducation. 

Porter  general  surgeon  Pedro  A.  Rubio, 
MD,  PhD,  was  awarded  the  1 996  Medal 
of  Honour  for  Science  and  Art  by  the 
Austrian  Albert  Schweitzer  Society. 

Houston  cardiovascular  surgeon  H. 
David  Short  III,  MD,  was  named  direc- 
tor of  space  and  life  sciences  for  the 
Johnson  Space  Center. 

Melvin  Spira,  MD,  Houston,  received 
the  1995  Special  Achievement  Award 
from  the  American  Society  of  Plastic 
and  Reconstructive  Surgeons  and  the 
1995  Special  Honorary  Award  from 
the  American  Society  of  Maxillofacial 
Surgeons. 

Houston  internist  James  T.  Willerson, 

MD,  was  named  the  first  recipient  of 
the  Baylor  College  of  Medicine  Robert 
J.  Hall  Chair  of  Cardiology  at  St 
Luke’s  Episcopal  Hospital  in  Houston. 
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DISABILITY  CLAIMS? 

♦ REPRESENTING  MEDICAL  PROFESSIONALS  AND  THEIR  PATIENTS 

♦ DISABILITY  INSURANCE  CLAIMS  AND  SOCIAL  SECURITY 

♦ PHYSICAL  OR  MENTAL  DISABILITIES 

♦ FREE  AND  HIGHLY  CONFIDENTIAL  CONSULTATIONS 

♦ SATISFIED  CLIENT  REFERENCES 

WIMER&  JOBE 

Attorneys  & Counselors 
12222  Merit  Drive 
Suite  900 

Dallas,  Texas  75251 
(214)  701-9066 


Not  Certified  by  the  Texas  Board  of  Legal  Specialization. 

No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization  for  a 
certificate  of  Special  Competence  in  this  area.  Mike  Wimer  responsible  for  ad. 
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PRISM  RADIOLOGY  NETWORK 
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Put  your  part-time  Radiologist 
on  the  Network 

To  provide  full-time  coverage  including 


* Every  study  performed  at  the  hospital  between 
7 a.m.  and  5 p.m.  weekdays  will  be  read  that  day 
(usually  within  two  hours). 

♦An  immediate  reading  may  be  requested  on  any 
study  24  hours  a day. 

♦All  STAT  studies  are  read  immediately. 

♦The  Radiologist  will  have  access  to  a growing 
number  of  services  on-line  such  as  subspecialty 
consultation  and  coverage  for  new  modalities 
he/she  has  not  yet  mastered. 

Call  or  ask  your  hospital  administrator 
to  call  for  more  information 


David  A.  Nicol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ FAX  512-327-6305 

2201  Plumbrook  Drive  ♦ Austin,  Texas  78746-6233 
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DEATHS 


William  B.  Allensworth,  MD,  73;  Big 

Spring;  Tulane  University  School  of 
Medicine,  1934;  died  February  10, 
1996. 

Robert  Kenneth  Arnett,  MD,  76; 

Lufkin;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1943;  died 
February  27,  1996. 

Robert  Harvey  Bell,  MD,  94;  Palestine; 
Vanderbilt  University  School  of  Med- 
icine, 1927;  died  February  16,  1996. 

Jacob  C.  Blasser,  MD,  65;  Houston; 
University  of  Panama  Medical  School, 
1961;  died  February  17,  1996. 

Glenn  Devere  Carlson,  MD,  93;  Dallas; 
University  of  Iowa  College  of  Medi- 
cine, 1928;  died  March  2,  1996. 

John  Franklin  Hutchinson,  MD,  67; 

Fort  Worth;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1954; 
died  January  28,  1996. 

Michel  E.  Kahil,  MD,  63;  Bryan;  Amer- 
ican University  Medical  School- 
Beirut,  Lebanon,  1958;  died  February 
25,  1996. 

Alva  Rex  Kirkley,  MD,  72;  Salado;  The 
University  ofTexas  Medical  Branch  at 
Galveston,  1945;  died  February  24, 
1996. 

Jack  L.  Mendell,  MD,  72;  Houston;  The 
University  ofTexas  Medical  Branch  at 
Galveston,  1946;  died  November  22, 

1995. 

Joseph  Anthony  O’Neill,  MD,  53;  San 

Antonio;  St  Louis  University  School 
of  Medicine,  1968;  died  February  16, 

1996. 

Basden  L.  Priddy,  MD,  61;  San  Anto- 
nio; The  University  ofTexas  Medical 
Branch  at  Galveston,  1960;  died  Feb- 
ruary 12,  1996. 
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Wayne  V.  Ramsey,  Jr,  MD,  69;  Abil  ene; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1953;  died 
March  5,  1996. 

Dale  Charles  Rank,  MD,  68;  Arlington; 
Jefferson  Meciical  College  of  Thomas 
Jefferson  University,  1953;  died  Feb- 
ruary 1,  1996. 

Ivan  H.  Readinger,  MD,  87;  Fort  Worth; 
University  of  Iowa  College  of  Medi- 
cine, 1936;  died  February  19,  1996. 

Michael  Joseph  Robertson,  MD,  72; 

Port  Arthur;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1959; 
died  February  28,  1996. 

Stuart  Alan  Teague,  MD,  48;  Houston; 
Wayne  State  University  School  of 
Medicine,  1972;  died  July  21,  1995. 

George  Edward  Volk,  MD,  56;  Edin- 
burg; University  of  Missouri-Colum- 
jbia  School  of  Medicine,  1965;  died 
March  3,  1996. 

Wilber  Rankin  Whitsell,  Jr,  MD,  73; 

Pampa;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1947;  died 
jjMarch  1,  1996. 

Albert  Elmer  Wyss,  MD,  86;  Denton; 
University  of  Cincinnati  College  of 
Medicine,  1934;  died  February  11, 
1996. 


", 


Are  you  looking  for 
the  ultimate  in 
Ultrasound  deals? 


We  have  a wide  variety  of  reconditioned 
Ultrasounds  to  choose  from  and  we  are 
willing  to  cater  to  your  individual  needs. 

MedExchange 

(INCORPORATED^ 

Quality  Used  Medical  Equipment 
Member  I.A.M.E.R. 


3021  Carmel,  Dallas,  TX  75204  / 214-824-5040  / Fax:  823-9428 


We  turn  money 

into  wealth 


Woodway 

FINANCIAL  ADVISORS 

A Trust  Company 

1 0000  Memorial  Dr. 
Houston, Texas  77024 
683-7070 
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Physician  leaders  prepare 
for  managed  care  changes, 
Medicaid  reform 


Strategies  to  ensure  suc- 
cess in  today’s  chang- 
ing medical  environ- 
ment dominated  the  Texas 
Medical  Associations  1996 
Winter  Leadership  Confer- 
ence February  24  in  Austin. 
“The  way  to  thrive  is  to  get  a 


firm  foundation,  identify 
the  tools  we  need  to  negoti- 
ate, help  each  other  over 
rough  spots,  and  remember 
where  were  going,”  said 
Nancy  Dickey,  MD,  chair  of 
the  American  Medical  Asso- 
ciation Board  of  Trustees. 


Other  speakers  offered  in- 
sights on  the  future  impact 
of  managed  care  and  meth- 
ods to  preserve  quality  in  a 
managed  care  environment. 

Physician  leaders  were 
updated  on  congressional 
actions  concerning  Medic- 


aid reform  by  Kathy  John- 
son, JD,  AMA  assistant  di- 
rector of  state  legislation. 
“Legislators  are  actually 
frightened  at  the  decisions 
they  are  going  to  be  faced 
with,”  Ms  Johnson  said. 

Governors  across  the 
country  have  reached  a bi- 
partisan agreement  for  re- 
structuring Medicaid,  al- 
lowing states  to  define 
disabled  populations  and 
to  move  Medicaid  popula- 
tions to  managed  care  de- 
livery systems.  Ms  John- 
son encouraged  physicians 
to  get  involved  throughout 
the  development  of  access 
standards  for  states  and 
health  plans. 

Physicians  should  also 
take  part  in  the  develop- 
ment of  quality  assessment 
measurement  and  improve- 
ment systems,  and  should 
promote  networks  that  are 
willing  to  cover  the  Medi- 
caid population.  “We  need 
to  hear  what  works  in  your 
state  and  what  pitfalls  to 
avoid,”  Ms  Johnson  said. 


TMA  President  Mark  J.  Kubala, 
MD,  Beaumont,  welcomes  partici- 
pants to  the  conference.  “TMA 
must  do  what  it  can  to  help  our 
members  thrive,  not  just  survive, 
in  our  new  economic  climate.” 
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Margaret  E.  O’Kane,  president  of  the  National  Committee  for  Quality 
Assurance  (NCQA).told  physicians  about  the  services  and  information 
NCQA  provides. The  nonprofit  organization  reviews  and  assesses  the 
quality  of  managed  care  plans  and  develops  performance  measures.  “We 
are  at  an  age  where  we  have  more  and  more  data  about  health  care,  but 
little  information,”  she  said. 


Don  E.  Detmer,  MD,  senior  vice  president  at  the  University  ofVirginia, 
presented  physicians  with  the  grand  challenge  of  medicine  in  the  man- 
aged care  environment:  advancing  health-evaluation  sciences  and  inte- 
grating them  with  biomedical  and  psychosocial  sciences.  Health  evalua- 
tion sciences  include  biotechnical  ethics,  clinical  epidemiology,  health 
services  research,  and  telematics/telemedicine. 


Mike  McKinney,  MD,  state  commissioner  of  health  and  human  services,  discussed  the  benefits 
of  moving  the  2.3  million  Texans  on  Medicaid  to  managed  care.  “Medicaid  is  the  epitome  of 
unmanaged  care,”  Dr  McKinney  said. 
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Healthy  Patient  2000,  a campaign  to  promote  health  and  prevent  disease 
by  emphasizing  the  physician-patient  relationship,  debuted  during  the 
Winter  Leadership  Conference. 


Dallas  psychiatrist  Byron  L.  Howard,  MD,  center,  vice  chair  of  the  TM A 
Board  of  Trustees,  visits  with  Dallas  obstetrician-gynecologist  Dennis  J. 
Factor,  MD,  left,  chair  of  the  Council  on  Annual  Session  and  Scientific 
Programming,  and  Dallas  general  surgeon  David  Vanderpool,  MD,  co-vice 
chair  of  the  Texas  Delegation  to  AMA  and  TMA  past  president. 


Sue  Rudd  Wynn,  MD,  chair  of  the  Healthy  Patient  2000  Task  Force,  hands 
Austin  obstetrician-gynecologist  Wallace  Bladuell-Ramos,  MD,  a cam- 
paign lapel  pin. 


TMA  President  Mark  J.  Kubala,  MD,  center,  presents  pediatricians  Pedro 
Castaneda,  Jr,  MD,  Laredo,  left,  and  Victor  R.  Alvarez,  MD,  Denton,  with 
the  Shots  Across  Texas  “Big  Shot”  Awards  for  promoting  the  immuniza- 
tion ofTexas  children.  Dr  Castaneda  received  his  award  in  the  Coalition 
Development  and  Management  category,  and  Dr  Alvarez  received  his 
award  in  the  Volunteer  Immunization  Provider  category. 
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TMA  Past  President  Ruth  M.  Bain,  MD,  chats  with 
colleagues  at  the  TMA  Foundation  reception. 


Joseph  T.  Painter,  MD,  left,  chair  of  the  TMA  Foundation  and  AMA  past 
president,  visits  with  TMA  President  Mark  J.  Kubala,  MD,  and  his  wife, 
Betty,  at  the  TMA  Foundation  reception. 


The  father-and-son  team  of  Austin  general  practitioner  Charles  W.  Bai- 
ley, MD,  JD,and  Houston  plastic  surgeon  Charles  W.  Bailey.Jr,  MD.JD, 
mingle  at  the  TMA  Foundation  reception. 
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Dr  Lamensdorf  to  be  installed 
as  1 996- 1 997  TM A president 

Hugh  Lamensdorf,  MD,  of 
Fort  Worth,  will  take  the 
helm  as  president  of  the  Texas 
Medical  Association  for  1996-1997 
on  Friday,  May  10,  during  the  TMA 
Annual  Session  in  San  Antonio. 

Dr  Lamensdorf, 
a urologist,  was 
chosen  TMA  presi- 
dent-elect by  the 
House  ol  Delegates 
last  May.  With  20 
years  tenure  as  a 
TMA  delegate,  Dr 
Lamensdorf  has 
been  a member  ol 
the  Board  ol  Trustees  since  1991  and 
has  served  on  numerous  councils  and 
committees. 

A strong  supporter  of  physician 
involvement  in  politics,  Dr  Lamens- 
dorf chaired  the  Texas  Medical  Asso- 
ciation Political  Action  Committee 
(TEXPAC)  in  1983-1984,  and  he 
served  on  the  TEXPAC  Board  of  Di- 
rectors for  1 0 years. 

A delegate  to  the  American  Med- 
ical Association  since  1 986,  Dr 
Lamensdorf  was  elected  co-vice  chair 
ol  the  Texas  Delegation  to  AMA  ear- 
lier this  year.  He  is  a past  president  of 
the  Texas  Urological  Society,  the  Tar- 
rant County  Medical  Society,  and  the 
F9allas/Fort  Worth  Intercity  Urologi- 
cal Society.  He  also  is  an  assistant  pro- 
fessor of  surgery  at  The  University  ol 
Texas  Southwestern  Medical  School. 

Dr  Lamensdorf  will  be  honored 
during  a joint  installation  with  Bar- 
bara Chapman,  ol  Dallas,  incoming 
president  of  the  TMA  Alliance.  The 
installation  and  reception  will  be 
held  from  3:13  to  7 pm  on  Friday, 
May  10,  during  annual  session  in 
San  Antonio.  All  members  are  in- 
vited to  attend. 


Companies  recognized  for  annual 
session  grants 

TMA  recognizes  the  following 
companies  and  groups  for 
their  support  ol  educational 
programs  during  the  1996  TMA  An- 
nual Session  in  San  Antonio: 

Platinum  level 

• Boehringer  Ingelheim  Pharmaceu- 
ticals Inc,  Ridgefield,  Conn; 

• Du  Pont  Pharma,  Wilmington, 
Del; 

• Glaxo  Wellcome  Inc,  Dallas; 

• Pfizer  USPG,  New  York,  NY 
(Pfizer  Labs,  Roerig,  Pratt,  NHO, 
Specialty); 

• Texas  Medical  Association  Insur- 
ance Trust,  Austin;  and 
• Texas  Medical  Liability  Trust, 
Austin. 

Gold  level 

• Texas  Department  of  Mental 
Health  and  Mental  Retardation, 
Austin. 

Silver  level 

• Blue  Cross  and  Blue  Shield  of 
Texas,  Inc,  Richardson,  and 
• Wyeth-Ayerst  Laboratories,  Phila- 
delphia, Pa. 

Bronze  level 

• Janssen  Pharntaceutica,  T itusville, 
NJ,  and 

• Mission  Pharmacal  Company,  San 
Antonio. 

Texas  Medical  Association  also  ac- 
knowledges, with  appreciation, 
grants  from  the  following  groups 
used  to  partially  underwrite  educa- 
tional programs: 

• Charles  A.  Durham  Memorial  Lec- 
ture Fund,  Houston,  and 
• Texas  Medical  Association  Stroke 
Prevention  Project/ American  Heart 
Association,  Texas  Affiliate,  Inc, 
Austin. 


Spot  check  for  melanoma 

Look  for  suspicious  spots  on 
May  6,  1 996.  That’s  the  date  of 
Melanoma  Monday,  the  sec- 
ond national  observance  of  the 
American  Academy  ol  Dermatology’s 
Melanoma  Sell-examination  Day. 

Physicians  are  urged  to  examine 
their  moles  and  pigmented  lesions  at 
least  three  times  a year,  searching  for 
recent  changes  in  size,  shape,  or 
color.  II  you  detect  a suspicious 
change,  consult  your  dermatologist 
or  physician  immediately  as  a mini- 
emergency. 

The  objective  of  Melanoma 
Monday  is  to  increase  melanoma 
awareness  through  health  education 
and  to  motivate  every  physician  to 
practice  melanoma  self-examination 
and  to  become  competent  in  recog- 
nizing melanoma  in  situ  and  early 
melanoma. 

The  incidence  of  melanoma  is  in- 
creasing more  rapidly  than  that  of 
any  other  cancer  in  the  United 
States.  By  the  year  2000,  it  is  pro- 
jected that  the  lifetime  risk  of  an  in- 
dividual developing  melanoma  will 
be  1 in  75  to  90. 

Physicians  grapple  with  death 
and  dying 

s there  a right  to  die  in  Texas?  What 
if  a patient  is  not  legally  competent 
to  participate  in  decisions  concern- 
ing his  or  her  own  health  care?  How 
should  physicians  deal  with  advance 
health-care  directives  and  do-not-re- 
suscitate  orders  written  by  other 
physicians?  To  explore  what  answers 
federal,  state,  and  case  law  provide  to 
these  questions,  the  TMA  Committee 
on  Liaison  with  the  State  Bar  of  Texas 
will  present  the  Symposium  on  Med- 
icine and  the  Law  Thursday,  May  9, 
1996,  from  9 am  to  12:30  pm  in 
room  208  of  the  Henry  B.  Gonzalez 
Convention  Center. 


Hugh 

Lamensdorf,  MD 
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“I  urge  all  interested  people  - 
physicians,  allied  health-care  col- 
leagues, religious  leaders,  attorneys, 
people  who  care  about  life’s  contin- 
uum — to  attend,’’  said  Dallas  anes- 
thesiologist Wendy  B.  Kang,  MD, 
ID,  chair  of  the  committee.  The  sym- 
posium is  part  of  TMA  Annual  Ses- 
sion May  9-12  in  San  Antonio.  For 
information  on  the  symposium,  con- 
tact Rhonda  Grover  at  (800)  880- 
1300,  ext  1340,  or  (512)  370-1340. 

Physician’s  support  gives  life 
to  new  medical  art  collection 

By  Johanna  Franke 
Editorial  associate 

Jean  Morin  and  Rembrandt  van 
Rijn  are  names  not  usually  associ- 
ated with  medicine.  However,  the 
two  17th-century  masters  have  con- 
tributed to  the  science  of  healing 
through  great  works  of  art.  Two  of 
their  works  are  the  subject  of  the  first 
prints  attained  for  The  Elgin  W. 
Ware,  Jr/Texas  Medical  Association 
Collection  of  Prints  and  Drawings 
Devoted  to  Medical  Themes  housed 
at  the  Archer  M.  Huntington  Art 


Gallery  on  The  University  of  Texas 
at  Austin  campus. 

When  Jonathan  Bober,  curator  of 
prints  and  drawings  at  the  Hunting- 
ton  gallery,  approached  the  TMA 
History  of  Medicine  Committee  with 
the  proposal  for  such  a print  collec- 
tion, the  committee  voted  unani- 
mous and  enthusiastic  approval. 
Elgin  W.  Ware,  Jr,  MD,  chair  of  the 
committee  and  a Dallas  urologist,  saw 
the  collection  as  a way  not  only  to 
support  the  arts  but  also  to  restore  the 
sagging  public  image  of  physicians. 

“The  opportunity  created  by  this 
project  seemed  to  be  too  good  to 
pass  up,"  he  said.  “The  perception  of 
organized  medicine  in  the  eyes  of  the 
public  has  become  no  more  than  a 
self-serving  trade  union,  politically 
active  and  interested  only  in  the  bot- 
tom line,”  Dr  Ware  said.  “The  image 
of  the  physician  as  an  educated,  in- 
tellectual person,  educated  not  only 
in  the  sciences  but  also  in  the  arts 
and  humanities,  has  been  tarnished.” 

With  the  committee’s  approval. 
Dr  Ware  and  TMA  Library  Director 
Susan  Brock,  who  staffs  the  commit- 
tee, sought  out  donations  from  phar- 
maceutical companies,  historical  so- 
cieties, and  private  foundations  to 


fund  the  collection.  Though  these 
sources  were  in  favor  of  establishing 
the  collection,  budgetary  constraints 
prevented  their  participation.  This 
led  Dr  Ware  to  donate  $25,000  of 
his  own  to  get  the  project  going  and 
to  honor  his  colleagues  who  are 
TMA  members. 

Said  Mr  Bober,  “We  hope  that 
others  may  see  this  as  an  admirable 
contribution  to  keep  medicine  close 
to  its  humanistic  roots  and  to  keep  art 
close  to  its  scientific  roots.”  The  two 
etchings  included  in  the  collection  so 
far  are  Morin’s  Memento  Mori  and 
Rembrandt’s  Circumcision  of  Christ. 

Dr  Ware  says  he  will  continue  to 
contribute  to  the  collection’s  fund  in 
hopes  that  one  day  it  will  be  con- 
verted to  an  endowment.  Physicians 
who  would  like  to  contribute  art- 
work or  monetary  support  to  the 
collection  should  contact  Mr  Bober 
at  (512)  471-7324. 

rhe  gallery  will  care  for  the  col- 
lection and  offer  periodic  exhibition 
of  the  works  in  the  TMA  building. 
Any  works  acquired  for  the  collec- 
tion are  available  for  viewing  Mon- 
days, Wednesdays,  and  Fridays  from 
2 pm  to  5 pm  at  the  Huntington  Art 
Gallery  print  room. 


Elgin  W.  Ware,  Jr,  MD,  right,  chair  of 
the  TMA  History  of  Medicine  Commit- 
tee, and  Jonathan  Bober,  curator  of 
prints  and  drawings  at  the  UT  Hunt- 
ington Art  Gallery,  discuss  Jean  Morin’s 
Memento  Mori,  the  first  print  obtained 
for  The  Elgin  W.  Ware,  Jr/Texas  Medical 
Association  Collection  of  Prints  and 
Drawings. 
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By  Teri  Lee  Jones 

General  surgery 

Open  them  up 


SURGERY  HAS  BEEN  DESCRIBED  AS  ONE 

of  the  oldest  forms  of  medical  treatment.  It 
moved  out  of  the  arena  of  “last  resorts’’  in  the 
late  19th  century  with  the  arrival  of  anesthesia  and  anti- 
septics. By  1900,  death  rates  had  dropped  to  less  than 
5%  from  abdominal  and  pelvic  surgery,  compared  with 
40%  just  10  years  before.  Physicians  in  the  United  States 
began  identifying  themselves  as  surgeons  by  1912.  Gen- 
eral surgery  is  the  discipline  from  which  all  surgical  sub- 
specialties have  emerged.  In  the  20th  century,  strides  in 
surgical  procedures  have  outshined  other  advances  in  the 
medical  limelight. 

Number  of  general  surgeons  in  Texas:  2,059 
Number  in  the  nation:  37,902 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  66%  of  those  physicians  who  described  general 
surgery  as  their  primary  specialty  between  1981  and 
1994. 

Texas  median  income:  $170,000 

Key  concerns:  Intrusion  of  business  into  medicine;  that 
surgical  decisions  may  not  always  be  made  appropriately 
if  access  to  medical  care  is  limited  by  restrictive  managed 
care  policies. 


What  general  surgeons  like  most  about  their  specialty: 

They  are  always  “doing,”  and  enjoy  the  active  nature  of 
surgical  medicine;  working  with  their  hands;  the  satisfac- 
tion of  seeing  results  quickly;  solving  technical  problems 
during  surgery;  grateful  patients  who  come  through  dif- 
ficult surgeries. 

What  they  often  don’t  like:  Being  almost  perpetually  on 
call;  having  to  sacrifice  so  much  family  time;  bureau- 
cracy; just  about  anything  that  is  not  action-oriented. 

It  helps  if  general  surgeons  have:  A good  pair  of  feet;  an 
ability  to  think,  decide,  and  act  quickly;  patience  and 
persistence  to  see  difficult  procedures  through. 

Personality  traits:  Perfectionist;  decisive;  compulsive;  sin- 
gle-minded. 

Surgeon  stereotypes:  Impatient;  aggressive;  short-tem- 
pered. 


Sources:  Texas  State  Board  of  Medical  Examiners,  Texas  Surgical  Soci- 
ety, American  Medical  Association,  American  College  of  Surgeons, 
American  Board  of  Surgery. 


1910 

1912 

1914 

1937 

Clinical  Congress  of  Surgeons 

American  College  of  Surgeons 

Texas  Surgical  Society  founded. 

American  Board  of  Surgery  ap- 

launched. 

founded.  Membership  now  totals 

Active  membership  now  totals 

proved.  In  1 995,  there  were  40,890 

58,000,  including  Canadian  and  in- 
ternational physicians.Total  num- 
ber of  US  general  surgeon  mem- 
bers is  1 7,459. 

275. 

board-certified  general  surgeons. 
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Travis  County  forum  gives  retired 
physicians  community  connection 

By  Carly  L.  Price 
Editorial  intern 

How  can  retired  physicians  stay 
up  to  date  on  local  issues, 
keep  in  touch  with  former 
colleagues,  and  enjoy  their  well-earned 
leisure  hours?  Many  Travis  County  re- 
tirees have  found  the  answer  in  the 
Physicians'  Forum  of  the  Travis 
County  Medical  Society  (TCMS). 

“Our  physicians’  forum  has 
grown  tremendously  since  it  began 
in  1990  with  49  members,”  said 
Carolyn  McManus,  public  affairs  co- 
ordinator at  TCMS.  “Now  at  150, 
membership  is  outgrowing  our 
meeting  space.” 

The  forum  invites  a variety  ol 
speakers  to  its  monthly  meetings, 
many  of  whom  inform  members 
about  community  concerns  or  major 
issues  in  the  news.  Recently,  for  exam- 
ple, representatives  from  nearby  uni- 
versities discussed  education  issues. 
“We  mainly  try  to  choose  topics  ol 


general  and  local  interest  because 
they’re  things  we  haven’t  had  time  to 
keep  up  with  before,”  said  Ruth  Bain, 
MD,  a retired  Austin  family  practi- 
tioner and  former  TMA  president. 

Travel  is  a popular  pursuit  of 
forum  members,  with  one  or  two 
weeklong  and  four  short  trips  sched- 
uled a year.  The  group  has  sponsored 
trips  to  many  Texas  destinations,  in- 
cluding Big  Bend,  Rockport,  and 
Schulenburg.  And  the  group  has 
broadened  its  travel  experiences  to 
places  outside  of  the  United  States. 
In  addition  to  a recent  excursion  to 
Mexico,  possible  trips  are  planned  to 
Costa  Rica,  Guatemala,  and  London. 

The  TCMS  Physicians’  Forum  is 
open  to  retired  physicians,  those  ap- 
proaching retirement,  spouses,  wid- 
ows or  widowers,  and  other  interested 
physicians.  Members  pay  a one-time 
$50  initiation  fee  and  are  billed  $30 
quarterly  to  cover  the  cost  of  meals  at 
the  meetings.  Travel  costs  are  addi- 
tional but  are  at  special  package  rates. 

“It’s  been  a real  fine  experience  for 
us.  The  forum  helps  us  stay  in- 
formed on  local  situations  and  helps 


us  maintain  community  contact,” 
Dr  Bain  said.  “It  has  kept  us  in  touch 
with  each  other  and  with  the  profes- 
sion. You  lose  contact  when  you’re 
not  making  hospital  rounds  every 
day.  It  has  just  really  filled  a need.” 

For  membership  and  activity  in- 
formation, or  to  find  out  about  start- 
ing a retired  physicians’  group  in 
your  area,  contact  Ms  McManus  at 
(512)  206-1220. 

Fellowships  rejuvenate 
practicing  physicians 

Texas  physicians  yearning  to 
learn  about  new  techniques  in 
patient  care  can  link  up  with 
specialists  on  the  cutting  edge  through 
a 7-day  minifellowship  program  at 
The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

“With  medicine  advancing  so 
rapidly,  UT  Southwestern  estab- 
lished this  program  for  physicians 
who  want  to  keep  pace,”  said  John 
Burnside,  MD,  associate  dean  for 
professional  education.  Titled  “New 
Knowledge  Minifellowships,”  the 
program  is  not  remedial,  but  rather 
is  designed  for  experienced  practi- 
tioners who  want  to  expand  their 
knowledge  and  develop  new  techni- 
cal skills.  “We  spent  months  design- 
ing a unique  review  program  that  re- 
lies on  UT  Southwestern  faculty 
expertise  to  refresh  and  rejuvenate 
physicians,”  Dr  Burnside  said. 

The  minifellowships  are  held 
quarterly,  with  a limit  of  10  physi- 
cians per  session.  Fellows  split  their 
time  between  group  sessions  for 
overviews  of  new  findings  and  cur- 
ricula designed  to  meet  their  individ- 
ual needs.  Participants  earn  50  hours 
of  AMA/PRA  continuing  medical 
education  credit.  For  more  informa- 
tion, contact  the  UT  Southwestern 
Office  of  Continuing  Education  at 
(800)  688-8678. 


Members  of  the  Travis  County  Medical  Society  Physicians’  Forum  and  their  spouses  enjoy  a trip  to 
Caddo  Lake. 
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Vital  Stats 

Support  staffing  on  rise 
in  Texas  physicians’  offices 

Texas  physicians  are  employing 
more  office  support  staff  than 
ever  before.  Medical  office 
staffing  increased  by  53%  from  1987 
through  1993,  according  to  the 
Texas  Employment  Commission’s 
Industry  Staffing  Patterns. 

The  five  most  numerous  posi- 
tions in  physician  offices  in  1993 
were  medical  assistants,  registered 
nurses,  receptionists/ information 
clerks,  general  office  clerks,  and  li- 
censed practical  nurses.  Excluding 
physicians  and  surgeons,  the  average 
number  of  staff  in  a physician’s  office 
in  1994  was  5.7  persons. 

Texas  physician  offices  and  clinics 
employed  94,316  people  in  January 
1995  and  paid  more  than  $1.1  bil- 
lion in  total  wages  before  tax  deduc- 
tions during  the  first  quarter.  The 
average  annual  wage  bill  for  13,331 
physician  offices  in  Texas  was 
$356,000  in  1994.  The  Texas  Em- 
ployment Commission  totals  in- 
clude some  physicians  who  report 
themselves  on  the  payroll. 

These  medical  and  health  indicators  are  pre- 
sented by  the  Health  Policy  Institute  at  The 
University  ofTexas-Houston  Health  Science 
Center.  For  information,  contact  Anna  Fay 
Williams,  PhD,  at  (713)  792-4993,  or  con- 
sult the  institutes  World  Wide  Web  site 
( httpd/utsph.  sph.  uth.  tmc.  edu/www/utsph/TS 
/HPI.htm). 


How  do  physicians 
staff  their  offices? 

Texas  Occupational  Employment  Patterns 
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By  Larry  BeSaw 

Texas  Department  of  In- 
surance (TDI)  Commis- 
sioner Elton  Bomer  has 
rejected  increases  for 
medical  malpractice  in- 
surance rates  sought  by 
four  firms.  (See  Texas 
Medicine,  April  1 996,  pp 
27-30.)  Mr  Bomer  says  a 
review  by  TDI  actuaries 
indicated  physicians 
would  be  overcharged  if 
the  increases  were  ap- 
proved. The  affected 
companies  and  the  aver- 
age increases  they 
sought  are:  Medical  Pro- 
tective Company,  22.9%; 
American  Physicians  In- 
surance Exchange, 32%; 
Continental  Casualty 
Company,  45%;  and 
American  Casualty  Com- 
pany, 45%.  Medical  Pro- 
tective says  it  needs  the 
increase  because  of 
growing  losses  from  mis- 
diagnoses by  physicians 
in  health  maintenance 
organizations  (HMOs) 
and  other  managed  care 
practices. 

Texas  Children’s  Hospital 
in  Houston  has  received 
approval  from  TDI  to  es- 
tablish the  nation’s  first 
pediatric  HMO. Texas 


Children’s  Health  Plan 
Inc  (TCHP)  will  contract 
with  managed  care  plans 
to  provide  pediatric  ser- 
vices to  children  of  plans’ 
enrollees.  It  will  not  con- 
tract directly  with  em- 
ployers.The TCHP  net- 
work will  include 
physicians  and  hospitals 
in  Harris  and  seven 
neighboring  counties  and 
non-acute-care  services 
such  as  skilled  nursing 
care,  home  health  care, 
and  rehabilitation. 

Four  of  San  Antonio’s 
largest  employers  have 
formed  a not-for-profit 
health-care  alliance  to 
negotiate  contracts  with 
physicians  and  hospitals. 
The  San  Antonio  Employ- 
ers’ Health  Alliance  will 
cover  21,000  employees 
of  Valero  Energy  Corp, 
City  Public  Service, VIA 
Metropolitan  Transit,  and 
the  H.B.  Zachary  Co. 

Parkland  Hospital  and 
the  Presbyterian  Health- 
care System  in  Dallas 
have  announced  a collab- 
oration to  open  a neigh- 
borhood clinic  to  serve 
low-income  families  in 
North  Dallas.  Funded  in 
part  by  a grant  from  the 


Exxon  Corp,  the  clinic 
will  specialize  in  family 
medicine  and  women’s 
and  children’s  services.  It 
will  be  staffed  by  Park- 
land’s Community  Ori- 
ented Primary  Care  and 
The  University  ofTexas 
Southwestern  Medical 
Center’s  maternal  health 
and  family  planning  pro- 
grams. 

The  Baylor  Health  Care 
System  in  Dallas  and  the 
Texoma  Healthcare  Sys- 
tem of  Denison  have 
signed  a 5-year  affiliation 
agreement  to  work  on 
strategic  planning,  facility 
development,  and  contin- 
uing education.  (Modern 
Healthcare) 

OrNda  Healthcorp  of 
Nashville  has  signed  a 
letter  of  intent  to  acquire 
the  Cypress  Fairbanks 
Medical  Center,  a 149- 
bed  acute-care  hospital 
in  Houston.  Consumma- 
tion of  the  transaction  is 
subject  to  negotiation 
and  execution  of  defini- 
tive agreements.  OrNda 
is  the  third  largest  in- 
vestor-owned hospital 
management  company  in 
the  nation,  operating  48 
hospitals  in  14  states. 


Dallas-based  Physicians 
Resource  Group,  Inc 
(PRG)  has  completed  its 
merger  with  EyeCorp, 
Inc,  a physician  practice 
management  company  in 
Memphis  that  focuses 
solely  on  eye  care.  PRG  is 
the  largest  provider  of 
physician  practice  man- 
agement services  to  oph- 
thalmic and  optometric 
practices  in  the  country. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  401  W 
ISth  St,  Austin, TX  78701;  fax 
(SI  2)  370- 1 632;  e-mail 
tarry  b@texmed.org 
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■ don’t  mind  growing  older,  doctor,  but  I just  don’t 
want  to  have  a stroke.’’  As  a neurologist,  I hear  those 
words  often.  While  patients’  attitudes  toward  par- 
ticular medical  conditions  vary,  stroke  is 
universally  feared.  I have  never  known  a 
patient  who  would  choose  to  have  a 
stroke  in  place  of  any  other  outcome. 

Patients  have  good  reason  to  dread 
stroke:  It  is  the  third  leading  cause  of 
death  in  the  United  States  and  the  No.  1 
cause  of  adult  disability.  The  good  news 
is  that  many  strokes  can  be  prevented, 
and  physicians’  efforts  to  educate  pa- 
tients about  stroke  prevention  can  make 
an  enormous  difference. 

Physicians  already  have  made  con- 
siderable progress  in  stroke  prevention 
by  addressing  the  risk  factors  of  high 
blood  pressure,  cigarette  smoking,  dia- 
betes, obesity,  and  high  cholesterol. 

Deaths  from  stroke  in  the  United 
States  have  decreased  almost  70%  in 
the  past  30  years,  from  1 50  deaths  per 
100,000  population  in  1965  to 
slightly  more  than  50  deaths  per  100,000  in  the  1990s. 

While  we  should  all  take  pride  in  the  advances 
made  toward  preventing  stroke,  we  can  and  must  do 
more.  You  can  start  by  prominently  displaying  the  pa- 
tient education  poster  bound  in  this  magazine.  The 
poster  is  part  of  the  Texas  Medical  Association  Stroke 
Prevention  Project,  which  is  cosponsored  by  the  Amer- 
ican Heart  Association,  Texas  Affiliate,  and  endorsed 
by  the  Texas  Department  of  Health. 

Most  stroke  prevention  occurs  between  doctor  and 
patient,  without  expensive  tests  or  dangerous  surgery. 
For  example,  talk  to  your  patients  who  smoke  about 
their  increased  risk  for  stroke.  Women  patients  should 
be  warned  that  smoking  increases  their  risk  of  stroke 
even  greater  than  it  does  for  men. 

Many  doctors  don’t  want  to  lecture  or  frighten  their 
patients  about  elevated  blood  pressure,  but  controlling 
blood  pressure  remains  our  most  powerful  weapon  for 
stroke  prevention.  Risk  of  stroke  can  be  increased  by  a 
factor  of  10  or  more  in  some  patients  with  very  high 
blood  pressure,  but  even  slightly  elevated  levels  pose 
increased  risks  for  stroke.  With  highly  acceptable  med- 
ications now  available,  there’s  no  reason  to  let  patients 
wait  until  the  problem  becomes  more  difficult  to  man- 
age. Motivate  your  patients  to  control  blood  pressure 
as  a way  to  prevent  stroke. 


Dietary  management  to  avoid  obesity,  high  choles- 
terol, and  abuse  of  toxic  substances  such  as  alcohol  is 
considered  politically  correct  these  days.  Fortunately, 
attainment  of  these  goals  can  also  re- 
duce the  risk  of  stroke.  And  stroke  pre- 
vention can  be  used  to  help  motivate 
patients  to  adopt  healthy  lifestyles.  For 
example,  if  a patient  wants  to  lose 
weight  but  can’t  seem  to  make 
progress,  a reminder  about  the  added 
benefit  of  stroke  prevention  might  be 
all  that  it  takes  to  get  started. 

Educate  all  your  patients  about  the 
fact  that  atrial  fibrillation,  whether 
caused  by  rheumatic  heart  disease,  arte- 
riosclerosis, or  other  causes,  is  a promi- 
nent risk  factor  for  stroke.  A young  per- 
son who  has  atrial  fibrillation  with 
normal  heart  valves  may  be  able  to  pre- 
vent stroke  in  a satisfactory  manner  with 
aspirin  alone.  If  the  valves  are  involved, 
or  if  the  person  has  other  risk  factors  for 
stroke  such  as  old  age,  diabetes,  hyper- 
tension, cigarette  smoking,  cholesterol 
elevation,  or  obesity,  warfarin  should  be  considered. 

Patients  also  need  to  understand  the  significance  of 
transient  ischemic  attack  (TIA)  as  a warning  signal  of 
impending  stroke.  Motivating  your  patients  to  know 
the  signs  of  TIA  and  to  control  known  risk  factors  will 
lead  to  stroke  prevention. 

Even  the  new  era  of  managed  care  lends  itself  to 
stroke  prevention,  which  can  be  accomplished  without 
expensive  tests  and  can  help  avoid  far  more  costly  in- 
tervention and  treatment  later.  For  most  patients,  sim- 
ple one-on-one  counseling  by  the  physician  with  fol- 
low-up in  the  office  can  produce  the  desired  results. 

The  time  is  right  for  TMA  to  take  the  lead  in  pro- 
moting stroke  prevention  education  to  our  members 
with  programs  such  as  the  Stroke  Prevention  Project. 
The  reward  to  our  patients  will  be  a continuing  reduc- 
tion in  the  feared  outcome  of  stroke,  and  to  physi- 
cians, a salutary  response  for  nudging  patients  in  the 
right  direction. 


Walter  F.  Buell,  M D , a San  Antonio  neurologist,  chairs 
the  TMA  Stroke  Prevention  Project  Committee.  For  more  informa- 
tion about  the  project,  physicians  may  contact  Jennifer  LoMonaco, 
TMA  program  coordinator  for  cardiovascular  diseases,  at  (800)  880- 
1300,  ext  1461,  or  (512)  370-1461. 
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TMA  Advantage 

Newsletters  provide  timely  advice 
on  practice  management 


TMA  offers  members  discounts  on  newsletter  subscriptions  and  services  that  address  a range 
of  practice  management  issues.  Some  subscriptions  are  offered  through  TMA,  and  some  are 
distributed  by  companies  endorsed  by  TMA.  For  more  information  or  to  subscribe,  call  TMA 
at  (800)  880-1300, ext  141  I, or  (512)  370-1411. 

OSHA  News  & Review 

This  bimonthly  newsletter  helps  keep  you  informed  of  any  changes  in  the  Occupational  Safety 
and  Health  Administration  rules  and  regulations.The  newsletter  may  be  used  to  complete  all  man- 
dated employee  training  within  your  office  during  regular  staff  meetings. Topics  to  be  covered  in 
1 996  include  setting  safety  goals  for  your  office,  bloodborne  pathogens  annual  training,  workplace 
violence  programs,  hazardous  and  medical  waste,  and  the  Americans  With  Disabilities  Act. 


Fibrinolytic  therapy 

for  acute  ischemic  stroke 

An  informational  statement 

Editor’s  note:  The  following  infor- 
mational statement  was  prepared 
for  Texas  physicians  by  an  ad  hoc 
committee  of  the  American  Heart 
Association , Texas  Affiliate.  The 
Texas  Medical  Association  Com- 
mittee on  Cardiovascular  Diseases 
has  not  made  a formal  statement 
regarding  the  use  oftPA.  The  com- 
mittee is  reviewing  new  informa- 
tion and  will  continue  to  monitor 
this  issue. 


LSE  Report 

The  Texas  Workers’  Compensation  Commission  is  not  required  to  routinely  inform  health- 
care providers  of  its  activities  in  the  medical  field,  and  it  has  no  procedures  for  doing  so. The 
monthly  LSE  Report  can  help  you  stay  up  to  date  on  workers’  comp  medical  issues  in  Texas. 
The  newsletter  covers  events  and  changes  that  affect  your  treatment  of  and  billing  for  work- 
ers’ compensation  cases. 

Medicare  Part  B News 

Published  twice  a month,  this  newsletter  gives  advance  information  on  complying  with 
Medicare  Part  B regulations.  It  reports  on  the  latest  Part  B claims  coding  and  filing  require- 
ments, fee  schedule  implementation,  carrier  review  policies,  physician  office  lab  regulations, 
and  congressional  deliberations  on  physician  payment  issues,  plus  strategies  for  coping  with 
complex  Part  B rules. The  newsletter  is  intended  for  physicians,  administrators  and  business 
managers  of  solo  and  group  practices,  and  hospital-based  physician  billing  managers. 

Physician  Network  Insider 

Do  you  need  help  learning  how  to  survive  and  prosper  under  managed  care?  This  newsletter 
cuts  through  the  buzzwords  like  “managed  care,”  “capitation,”  and  “utilization  review”  so 
physicians  can  sieze  new  opportunities  and  avoid  pitfalls.  Every  2 weeks,  Physician  Network  In- 
sider delivers  ways  to  bargain  for  better  managed  care  contracts,  forge  astute  affiliations  with 
hospitals,  maintain  autonomy  over  patient  care,  and  more. The  newsletter  is  for  primary  care 
physicians,  specialists,  health-care  attorneys,  and  hospital  executives  who  want  inside  knowl- 
edge of  how  to  better  meet  physicians’  managed  care  needs. 

Conomikes  Reports 

This  newsletter  information  service  is  designed  to  help  you  improve  your  practice  perfor- 
mance. Published  10  times  a year,  it  is  an  excellent  resource  for  physicians  and  medical  office 
managers  looking  for  workable  solutions  to  everyday  problems  affecting  practice  productivity 
and  profitabliltiy.  Topics  covered  include  billing  and  collections,  cost  control,  patient  manage- 
ment, personnel,  insurance  submissions,  marketing,  computers,  management  tips,  and  help  in 
coping  with  managed  care. 

What  has  TMA  done  for  you  lately? 

TMA  Advantage  highlights  new  and  ongoing  benefits  and  services  available  to  physicians  as  part  of  membership  in  the 
Texas  Medical  Association.  For  more  information  about  member  benefits,  contact  Connie  Minogue,  director  of  TMA 
physician  management  services,  at  (800)  880-1300,  ext  1420,  or  (512)  370-1420. 


The  findings  of  a landmark 
clinical  trial  sponsored  by 
the  National  Institutes  of 
Health  comparing  tissue  plas- 
minogen activator  (tPA)  to 
placebo  in  patients  with  acute  is- 
chemic stroke  recently  were  pub- 
lished in  The  New  England  Jour- 
nal of  Medicine  (1 995;333: 1381). 
Results  indicate  that  use  of  tPA 
within  3 hours  of  stroke  onset 
substantially  improved  overall 
neurological  outcome,  despite  an 
increased  risk  of  intracerebral  he- 
morrhage. Physicians  who  man- 
age patients  with  acute  ischemic 
stroke  are  urged  to  review  this  ar- 
ticle, the  accompanying  editorial, 
and  results  of  a similar  recent 
clinical  trial  from  Europe  (JAMA 
1995;274:1017). 

This  informational  statement 
summarizes  current  ideas  about 
the  use  of  tPA  for  patients  with 
acute  ischemic  stroke  in  re- 
sponse to  questions  frequently 
asked  by  practicing  physicians. 

1.  tPA  for  acute  ischemic  stroke 
is  effective  and  of  overall  ben- 
efit, but  it  carries  substantial 
risk.  While  there  are  no  other 
proven  effective  interventions 
for  acute  ischemic  stroke,  tPA 
should  be  given  with  caution. 
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About  1 person  in  15-20  given 
tPA  suffers  serious  brain  hem- 
orrhage even  it  tPA  is  given  ac- 
cording to  strict  guidelines. 

2.  tPA  is  given  intravenously  over 
1 hour;  no  arteriography  is  re- 
quired. 

3.  tPA  must  be  given  within  3 
hours  of  stroke  onset.  When  a 
patient  awakens  from  sleep  with 
a neurological  deficit,  onset  of 
stroke  must  be  assumed  to  be 
the  time  that  sleep  commenced. 
It  is  sometimes  difficult  to  be 
certain  of  the  exact  time  of 
stroke  onset  at  initial  evaluation 
in  the  emergency  department. 
If  there  is  any  uncertainty,  tPA 
should  not  be  given. 

4.  The  CT  scan  must  be  normal 
before  treatment  commences 
(that  is,  no  evidence  of  early 
edema  or  necrosis  as  interpreted 
by  physicians  experienced  in 
reading  cranial  CTs).  For  other 
contraindications  to  tPA  use  and 
for  information  about  its  admin- 
istration to  stroke  patients,  see 
The  New  England  Journal  of 
Medicine  article  cited  on  the  pre- 
vious page. 

5.  tPA  has  not  yet  been  approved 
by  the  Food  and  Drug  Admin- 
istration for  acute  ischemic 
stroke  (as  ol  March  1996).  Its 
use  is  not  mandatory.  More 
data  about  the  safety  ol  tPA  in 
general  use  outside  ol  clinical 
trials  are  anticipated.  Consent 
to  use  tPA  by  the  patient  or  pa- 
tient’s family,  after  discussion  ol 
the  potential  benefits  and  risks, 
is  strongly  advised. 

Acute  ischemic  stroke  is  now 
treatable.  Emergent  evaluation  of 
acute  stroke  is  a must,  as  “time  is 
brain”  lor  this  devastating  illness. 


50  Years  Ago 

in  Texas  Medicine  ^ May  19  46 

Obstetrics  in  the  postwar  years 
% Allen  T.  Stewart,  MD 
Lubbock , Tex 

The  A.M.A.  Directory  for  1942,  compiled 
in  late  1941,  showed  180,496  physicians  registered.  The 
same  year  saw  1,245  physicians  in  the  Army,  1,176  in  the 
Navy  — a total  of  2,421  in  the  service.  What  were  the  fig- 
ures at  VJ  day?  From  these  180,000  physicians  60,000  had 
joined  their  comrades  in  the  service.  And  how  were  these  men  chosen?  To 
the  everlasting  credit  of  the  A.M.A. , these  men  were  selected  by  local 
boards  of  Procurement  and  Assignment  throughout  the  nation.  By  such 
country-wide  selections  the  medical  staffs  of  our  Army  and  Navy  were  pro- 
cured. The  government  looked  to  the  A.M.A.,  and  the  A.M.A.  delivered 
without  employment  of  any  draft.  . . . 

The  120,000  physicians  left  at  home  we  feel  have  held  the  line  and  have 
kept  the  faith.  We  take  no  credit  for  ourselves.  Our  patients  have  been  for- 
bearing and  thoughtful  of  our  extra  burden;  they  have  suffered  inconve- 
nience and  delay  with  fortitude,  for  which  we  are  grateful.  There  are  no 
medals  of  honor  on  the  home  front.  . . . 

Consider  the  record:  of  men  wounded  in  battle,  the  lives  of  95  per  cent 
have  been  saved;  the  deaths  from  pneumonia  (the  Captain  of  the  Men  of 
Death)  have  been  reduced  50  per  cent;  whooping  cough  (the  chief  killer 
under  5 years)  has  been  prevented  in  60  per  cent  of  children;  appendicitis 
shows  a 98  per  cent  recovery  record;  cancer  is  controllable  in  70  to  80  per 
cent  of  early  cases  — 39,000  cancer  recoveries  officially  recorded;  diabetes 
has  been  brought  under  control;  syphilis  and  gonorrhea  are  swiftly  and  surely 
treated.  In  our  field,  by  intelligent  prenatal  care,  greater  comfort  and  fewer 
complications  have  occurred  in  pregnancy;  easier  labor  has  become  a reality; 
the  menopause  a smooth  and  unharried  transition  for  90  per  cent  of  women. 
Such  is  the  record;  such  the  service  rendered  by  our  profession.  . . . 

Our  problems  right  now  are  both  from  within  our  ranks  and  from  without. 
1 . The  return  of  physicians  to  civilian  status.  This  problem  is  not  as  easy 
as  it  sounds.  Many  of  the  men  will  desire  new  locations  or  refresher 
courses;  a large  percentage  will  be  unable  to  resume  their  former  strenuous 
labor  - — they  will  be  casualties,  both  mental  and  physical.  To  date  the  loss 
of  men  who  will  never  be  able  to  return  to  full  active  civilian  status  cannot 
be  accurately  estimated. 

2.  America  faces  within  the  next  five  years  the  most  appalling  shortage 
of  physicians  it  has  ever  faced.  At  the  same  time  the  population  will  have 
been  increased  by  several  millions.  . . . 

(Texas  State  Journal  of  Medicine.  1 946;42  [ 1 ] :28) 
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"da  vtic  ip  a ting 
in  TMA  helps 
me  avoid 
tunnel  vision 
by'  exposing  me 
to  issues  out 
of  my  field. " 


D 


rMA 


u ring  the  past  year, 

scored  high  marks  for  you: 

• Tracked  graduate  medical 
education  funding  and 
managed  cares  impact  on 
resident  training. 

Pursued  anti-tobacco,  safe 
firearm  storage,  and  other 
public  health  issues. 

• Set  up  Medical  Student 
Section  home  page  on  die 
World  W ide  Web. 

• Gained  four  Resident  Stu- 
dent Section  seats  in  TMA  s 
House  of  Delegates. 

• Awarded  Young  Physician 
Section  scholarship. 

Texas  Medical  Association. 

Caring  for  you  and  your 
ictice  so  you  can  care 
your  patients. 


TexasMedical 

Association 


Legislative  Affairs 

Non-Super  Tbesday 

TEXPAC-endorsed  candidates  win  big  in  lackluster  primary 

By  Ken  ORTOLON,  Associate  editor 


t was  supposed  to  be  Super  Tuesday,  the  day  that 
nearly  a dozen  states  across  the  South  and  other 
parts  of  the  country  went  to  the  polls  to  make  a dra- 
matic impact  on  the  presidential  campaigns.  In 
Texas,  the  ballot  also  included  a host  of  other  races  — 
from  county  constable  to  US  senator.  But  Democratic 
and  Republican  politicos  say  the  Usuper”  part  of  March  12 
fizzled  in  Texas  amid  a Republican  primary  race  that 
already  had  been  narrowed,  low  voter  turnout,  and  few 
high-profile  races  on  the  remainder  of  either  party’s  ballot. 


Still,  the  March  12  primaries  saw  major  victories  for 
candidates  endorsed  by  the  Texas  Medical  Association 
Political  Action  Committee  (TEXPAC).  And  TEXPAC  is 
poised  to  elect  a record  number  of  supporters  of  orga- 
nized medicine  to  the  US  Congress  and  Texas  Legislature. 

“We  are  in  a very  good  position  going  into 
November,"  said  Carlos  Hamilton,  MD,  the  Houston 
internist  who  chairs  TEXPAC.  “A  lot  of  people  who 
were  supportive  of  our  positions  are  in  very  strong 
positions  to  be  reelected.  Hopefully,  the  next  state  leg- 
islature will  be  very  friendly  to  organized  medicine.” 


bents.  TEXPAC-endorsed  candidates! 
won  their  party’s  nomination  in  seven 
of  those  open  races,  lost  one,  and 
made  runoffs  in  three.  Twenty-seven 
were  successful  in  contested  cam- 
paigns, while  four  lost  and  two  ended1 
up  in  runoffs.  Of  the  four  races  lost, 
three  were  friendly  incumbents  who 
TEXPAC  knew  faced  tough  reelection 
campaigns  but  supported  anyway 
based  on  their  strong  support  of 
patients  and  physicians. 

Many  other  incumbents  friendly 
toward  organized  medicine  also  were 
running  for  reelection  but  were  unopposed  in  the  pri- 
maries. And,  TEXPAC  chose  to  stay  out  of  some  races. 

“Because  of  the  diverse  local  physician  support  of  can- 
didates in  the  seven  open  congressional  seats,  TEXPAC 
officially  endorsed  candidates  in  only  two  races,”  Mr  Mar- 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical  Associations  stance  on  state 
legislation  are  defined  as  “ legislative  advertising,  ” according  to  Texas  Govt  Code  Ann 
§305  027.  That  law  requires  disclosure  of  the  name  and  address  of  the  person  who  con- 
tracts with  the  printer  to  publish  the  legislative  advertising  in  Texas  Medicine.  Robert 
G.  Mickey,  Executive  Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


Batting  nearly  .800 

David  Marwitz,  director  of  political  education  for 
TMA,  says  TEXPAC-endorsed  candidates  won  in 
more  than  77%  of  races  in  which  official  endorse- 
ments were  made.  That  percentage  could  go  up, 
depending  on  the  results  of  10  runoffs  to  be  decided 
in  the  April  9 runoff  election,  which  was  held  after 
Texas  Medicine  went  to  press. 

According  to  Mr  Marwitz,  TEXPAC  endorsed 
candidates  in  1 1 open  congressional  and  legislative 
seats  and  in  33  contested  races  involving  incum- 
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Mtz  said.  “However,  these  two  candi- 
dates won  handily.” 

In  the  East  Texas  race  to  replace 
retiring  Congressman  Charles  Wilson, 
state  Sen  Jim  Turner  (D-Crockett) 
garnered  nearly  60%  of  the  vote  in  the 
Pemocratic  primary.  Senator  Turner, 
(:he  primary  sponsor  of  the  TMA- 
packed  Patient  Protection  Act  in 
1995,  will  face  the  winner  of  a Repub- 
lican runoff  in  the  fall. 

In  the  District  4 seat  being  vacated 
by  US  Rep  Pete  Geren,  a Democrat, 
Fort  Worth  Mayor  Kay  Granger  won 
pearly  70%  of  the  Republican  vote 
despite  being  labeled  as  “not  Republi- 
can enough"  by  some  local  GOP  lead- 
ers. She  will  face  former  state  Sen 
Hugh  Parmer  in  November.  Senator 
Parmer  was  unopposed  in  the  Demo- 
:ratic  primary. 

In  TEXPAC  victories  in  the  Texas 
senate,  former  Harris  County  Judge  Jon 
Lindsey  won  a hard-fought  race  for  the 
Republican  nomination  for  a vacant 
Houston-area  seat.  And,  in  a race 
extremely  important  to  medicine, 
House  Public  Health  Committee  Chair 
Hugo  Berlanga  easily  held  on  to  his  state 
House  District  34  seat  despite  drawing 
ais  first  opponent  in  nearly  a decade. 
Representative  Berlanga  (D-Corpus 
Christi)  is  unopposed  in  November. 

Where  were  the  voters? 

Despite  the  TEXPAC  success,  Pri- 
mary ’96  was  hardly  riveting  for  the 
general  electorate.  A paltry  20%  of 
registered  voters  went  to  the  polls  in 
Texas  on  election  night,  mirroring 
national  trends. 

“The  voters  of  Texas  spoke,  but  they 


whispered,”  Mr  Marwitz  said.  “A  realis- 
tic analysis  of  the  election  results  would 
indicate  continued  voter  apathy." 

Bryan  Eppstein,  a Republican 
political  consultant  from  Fort  Worth, 
cites  a combination  of  reasons  for  that 
apparent  apathy.  For  Republicans,  the 
presidential  field  had  narrowed  to 
three  candidates,  with  Texan  Phil 
Gramm  dropping  out  of  the  race  well 
in  advance  of  Super  Tuesday. 

“I  think  that  had  a big  deflating 
impact  on  Republican  primary 
turnout,”  Mr  Eppstein  said.  “If  Phil 
Gramm  had  been  on  the  ballot,  a 
quarter  of  a million  more  people 
probably  would  have  voted.” 

Also,  the  commanding  lead  of 
Kansas  Sen  Bob  Dole  in  the  GOP 
presidential  race  might  have 
prompted  some  Republican  voters  to 
stay  home,  he  says. 

A lack  of  contested  races  in  down- 
ballot  races  also  hurt  turnout  for  both 
parties,  Mr  Eppstein  adds.  “Most 
incumbents  throughout  the  state  went 
without  opposition,”  he  said.  “And,  with 
a few  exceptions,  most  of  those  who  did 
have  opposition  crushed  their  oppo- 
nents pretty  handily  in  both  parties.” 

Austin  political  consultant  George 
Shipley,  who  works  primarily  with 
Democratic  candidates,  also  says  Sen- 
ator Dole’s  solid  position  as  the  GOP 
frontrunner  hurt  voter  turnout,  as  did 
lackluster  campaigning  in  what 
should  have  been  the  Democrat’s 
most  high-profile  race  — the  battle 
for  the  US  Senate  nomination  to  take 
on  Senator  Gramm. 

“The  turnout  in  the  US  Senate 
race  was  very  light,”  he  said.  “None  of 


the  candidates  in  the  race  on  the 
Democratic  side  had  a lot  of  money.” 

Isn’t  he  attorney  general? 

In  fact,  the  Democratic  race  for  the 
US  Senate  nomination  provided 
maybe  the  only  real  surprise  on  elec- 
tion night.  Despite  the  presence  of 
two  incumbent  congressmen  in  the 
race,  voting  was  led  by  unknown 
Mesquite  high  school  political  science 
teacher  Victor  Morales.  Mr  Morales 
won  a spot  in  the  April  9 runoff 
against  US  Rep  John  Bryant  of  Dallas, 
garnering  36%  of  the  vote  to  30%  for 
Representative  Bryant.  Congressman 
Jim  Chapman  of  Sulphur  Springs  nar- 
rowly missed  the  runoff  with  26.9%. 

Many  political  observers  attributed 
Mr  Morales’  success  to  voter  confu- 
sion over  his  name,  which  is  similar  to 
that  of  Attorney  General  Dan 
Morales.  “Texas  has  a long  history  of 
candidates  running  by  other  names,” 
Mr  Shipley  said.  “Victor  profited  by 
the  same  last  name  of  a very  popular 
incumbent  attorney  general.”  Mr 
Shipley  was  not  expecting  Mr  Morales 
to  pick  up  any  additional  support  in 
the  runoff  election. 


Contributions  to  Texas  Medical  Association  Political  Action 
Committee  (TEXPAC),  Texas  Medical  Association  PAC- 
Statewide  (T EXP  AC-State  wide),  and  American  Medical  Associa- 
tion PAC  (AMPAC)  are  not  deductible  as  charitable  contribu- 
tions for  federal  income  tax  purposes. 

Voluntary  political  contributions  to  TEXPAC  are  shared 
with  AMPAC.  Contributions  are  not  limited  to  any  suggested 
amount.  Neither  TMA  nor  AMA  will  favor  or  disadvantage  any- 
one based  on  the  amounts  or  failure  to  make  contributions.  Con- 
tributions to  TEXPAC  and  AMPAC  are  subject  to  Federal  Elec- 
tion Commission  regulations.  Federal  election  law  prohibits 
TMA  from  soliciting  donations  from  persons  who  are  not  in  its 
solicitable  class  (eg,  TMA  members  and  their  families).  All  dona- 
tions received  from  persons  who  are  not  in  TMA  s solicitable  class 
will  be  returned. 
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■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 
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Air  Freight 
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Stat  Pick-up 


■ Frozen  Sections 

■ Diagnostic  Consultation 

* Slide  Processing 

® Rush  2 Hour 

Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 

CLAYJ.  COCKERELL,  M.D. 


Republicans  on  the  rise 

While  that  Senate  race  gave  the  news 
media  something  to  focus  on  during 
their  election  night  coverage,  the  most 
significant  outcome  of  the  primaries 
arguably  could  be  the  number  of  vot- 
ers who  cast  ballots  in  the  Republican 
primary.  For  the  first  time  in  Texas 
history,  more  people  voted  in  the 
GOP  primary  than  in  the  Democratic 
primary.  Some  10.5%  of  registered 
voters  cast  GOP  ballots,  compared 
with  9.5%  of  registered  voters  who 
went  to  Democratic  polls.  That  fol- 
lows closely  on  the  heels  of  another 
first  for  the  Republican  party  — the 
first  time  in  its  history  that  it  held  pri- 
maries in  all  254  Texas  counties. 

Mr  Shipley  dismisses  the  higher 
Republican  turnout  as  merely  the 
result  of  the  contested  GOP  presiden- 
tial primary.  “The  Democrats  didn’t 
have  anything  up  other  than  a nomi- 
nee against  Phil  Gramm,  who  was  also 
running  for  president,”  he  said. 

Mr  Eppstein  disagrees  that  lack  of 
interest  in  Democratic  races  was  the  rea- 
son. As  recently  as  1990,  nearly  twice  as 
many  people  voted  Democrat  as  Repub- 
lican, he  says.  Comparing  that  to  the 
1996  turnout  demonstrates  a real  shift 
among  Texas  voters  to  the  GOP,  he  says. 

“The  attitude  across  the  state  is  that 
Texas  has  gone  Republican,”  Mr  Epp- 
stein said.  “Every  election  cycle,  about 
20%  of  the  Republican  primary 
turnout  is  people  who  have  never  voted 
in  a Republican  primary  before.  I 
haven’t  done  the  analysis  yet,  but  I bet 
the  percentage  of  people  voting  in  the 
Republican  primary  this  year  who  had 
never  voted  in  a previous  Republican 
primary  was  as  high  as  30%  to  35%. ” 

Does  that  shift  mean  the  Republi- 
cans have  a realistic  chance  of  winning 
control  of  the  Texas  Legislature  in  1996? 
Both  Mr  Shipley  and  Mr  Eppstein  say 
that’s  not  likely.  Although  success  in  a 
couple  of  key  Texas  Senate  races  could 
swing  that  chamber  to  the  GOP,  it 
would  be  difficult  for  Republicans  to 
reach  the  76  seats  needed  to  take  con- 
trol of  the  House  of  Representatives. 


ROBERT  G.  FREEMAN,  M.D. 


2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 


Managed  Care 
Market  Profiles 

IVI cmaged  Care  Market  Profiles  was  created  to  help 
physicians  stay  abreast  of  Texas  turbulent  health  care 
market.  Utilizing  statistics  from  TMA’s  managed  care 
database,  this  concise,  comprehensive  publication  will 
keep  physicians  up-to-date  on  the  activity  in  their  area 
and  around  the  state.  Reviewed  by  physician  leaders  a: 
county  medical  society  executives,  Managed  Care 
Market  Profiles  provides  physicians  with  the  pertinent 
information  necessary  to  help  make  decisions  that  will 
affect  the  future  of  their  practice. 

Each  market  audit  contains  vital  information  on: 

• area  managed  care  plans 

• physician  and  patient  demographics 

• hospitals 

• employers 

• assessment  of  physician  integration 

Managed  Care  Market  Profiles  contains  market  reports  for  Austin, 
Dallas/Fort  Worth,  Houston,  El  Paso,  and  San  Antonio. 

To  order  call  (800)  880-1300,  Ext.  1411. 
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“You  can  see  with  a lot  of  luck  and 
a good  tailwind  how  Republicans 
could  get  to  70  seats,  but  to  get  to  76 
would  mean  voting  out  Democratic 
legislators  who  are  fairly  well  liked  in 
their  districts,”  Mr  Eppstein  said. 

Success  elusive  for  physician  candidates 

i State  Rep  Kyle  Janek,  MD,  easily  won 
the  Republican  nomination  for  a sec- 
ond term  to  his  District  134  House 
seat  on  March  12.  That  was  no  sur- 
prise, since  the  Houston  anesthesiolo- 
gist was  unopposed  in  the  Republican 
primary  and  will  be  unopposed  on  the 
i November  ballot,  as  well. 

The  news  was  mixed,  however,  for 
the  six  other  Texas  physicians  who 
| were  running  for  legislative  or  congres- 
sional offices.  Jerry  Frankel,  MD,  of 
| Plano,  won  the  Democratic  nomina- 
I tion  to  take  on  House  Majority  Leader 
i Dick  Armey  (R-Irving)  in  the  26th 
(Congressional  District  races  this  fall. 
fAlso,  Mark  Mitchell,  DO  (R-Dallas), 
iwas  unopposed  for  the  right  to  chal- 
lenge incumbent  Texas  House  District 
y 103  Rep  Steve  Wolens  in  November, 
j In  other  congressional  races,  Ron 
Paul,  MD  (R-Surfside),  forced  incum- 
ibent  District  14  Congressman  Greg 
Laughlin  into  a runoff,  and  Gene 
Fontenot,  MD  (R-Houston),  gained  a 
runoff  against  state  Rep  Kevin  Brady 
in  the  race  for  the  8th  Congressional 
District  seat  being  vacated  by  US  Rep 
Jack  Fields. 

Two  other  physician  candidates  lost 
races  for  the  Texas  House.  A.R. 
i.Mikhail,  MD  (R-The  Woodlands), 
i failed  to  make  a runoff  in  the  District 
ill 5 race,  and  George  “Doc”  Holladay, 
i MD  (R-Denton),  failed  in  his  bid  to 
unseat  incumbent  Rep  Jim  Horn  in  the 
Republican  primary  for  District  64.  ★ 
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Opportunity  doesn’t  just 
knock  anymore, 

It  stays  in  contact 
with  people  like  us. 
Shouldn’t  you? 
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EmCare  Physician  Staffing  Services  has  the  perfect  opportunity  waiting  for 
you.  As  a full  service  physician  staffing  company  we’re  prepared  to  meet  your 
every  need. 

Whether  it’s... 

• Physician  Search  • Locum  Tenens  • Contract  Management 

Don't  wait  for  a knock  on  the  door.  Call  us  today.  Your  opportunity  is  waiting. 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


Sick  Over  Malpractice 
Insurance  Premiums? 


Rejected,  cancelled  or  non-renewed? 

In  a high-risk  specialty? 
El  Dorado  has  the  cure! 

Licensed  and  admitted  carrier  with 
S&P  rating  of  A+  for  claims  paying  ability. 

Cost-saving  policy  with  premium 
financing  available. 

Risk  Management  Program  to  help 
you  return  to  a standard  policy. 

W Coverage  for  all  specialties  and 
an  alternative  to  the  JUA  program. 


El  Dorado  is  dedicated  to  the  unique 
needs  of  the  medical  professional. 

For  more  information, 
call  Claudia  Cox  or  Boh  King  at 
(800)  221-3386  or  (713)  521-9251, 
or  Fax  (713)  521-0125. 

EL  DORADO 

INSURANCE  AGENCY,  INC. 

“INSURANCE  PLUS**.  - . SINCE  1968 

P.O.  Box  66571  • Houston,  Texas  77266-6571 
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Top  Ten  * 
Reasons 


to  Join 

TEXPAC 

NOW 


In  the  1996  elections,  TEXPAC  will  particip; 
in  the  election  of  181  legislators,  30  member! 
O Congress,  one  U.S.  senator,  four  Supreme  Cc 
Justices,  and  a number  of  appellate  judges. 

The  big  insurance  companies  and  HMOs  are 
prepared  to  fight  efforts  to  revive  the  Patient 
tection  Act. 

Legislators  who  fought  for  sweeping  tort  refo 
during  the  recent  legislative  session  may  be  vi 
nerable  to  a well-funded  trial  lawyer  challenge 

4 Recent  studies  show  the  liberal  tilt  of  the  Tex 
Supreme  Court  has  swung  back  to  a conserva 
majority,  thanks  to  TEXPAC  leadership. 


TEXPAC 


The  country’s  richest  and  most  powerful  pers 
injury  lawyers  will  use  their  resources  to  challi 
the  four  Supreme  Court  justices  who  face  re-< 
tion. 


The  Texas  Legislature  will  be  forced  to  revam 
Medicaid,  possibly  through  a provider  tax  anc 
drastic  cuts  in  services,  to  accommodate  chan 
in  federal  funding. 


7 Proposed  state  tax  reforms  could  result  in  a g 
• receipts  tax  for  physicians. 


8 Use  your  airline -affiliated  credit  card  (VISA/1 
to  pay  your  dues  and  increase  your  frequent  f 
miles. 


TEXPAC  is  the  largest  and  most  effective  m< 
association  political  action  committee  in  the  c 
try.  Yet,  less  than  one-third  of  Texas  physiciar 
belong. 


Contributions  to  Texas  Medical  Association  PAC  (TEXPAC),  and  American  Medical  Association  PAC  (AMPAC)  are  not  deductible  as. cl 
contributions  or  business  expenses  for  federal  income  tax  purposes. 

Voluntary  political  contributions  to  TKXl’AC  are  shared  with  AMPAC.  Contributions  are  not  limited  to  the  suggested  amount.  Neither 
AMA  will  favor  or  disadvantage  anyone  based  on  the  amounts  or  failure  to  make  contributions.  Contributions  to  TEXPAC  and  AMPAC 
to  Federal  Election  Commission  regulations. 


For  every  anesthesiologist,  the  time  may  come  when  you  need  assurance  that 
you’re  with  the  right  professional  liability  insurance  carrier.  That’s  The 
Doctors’  Company.  We  are  the  nation’s  largest  doctor-owned  medical 
malpractice  carrier.  We  are  also  one  of  only  six  doctor-owned  companies  in 
the  United  States  to  receive  A.M.  Best's  A+  (Superior)  rating.  Our  special 
Anesthesiologists  Only  program  offers: 


This  is 

No  Time 
to  Worry 

About  Medical 


Malpractice 

Insurance 


Guidance  by  a Representative  Panel  of  Anesthesiologists 
Free  “Tail  Coverage”  at  Any  Age 
Practical  Risk  Management 
24-Hour  Claims  Service  • Local  Defense  Counsel 


We  know  anesthesiology.  We  know  insurance. 
Call  us  for  your  peace  of  mind. 


The  Doctors  Company 


Archibald  & Associates,  Inc. 

Ken  Archibald  (800)  460-4101  or  (214)  771-4101 
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Friends  or  foes? 

Private  physicians  and  managed  care  medical  directors  seek  common  ground 

By  Larry  Be  Saw,  Associate  editor 


“We  must  try  to  trust  one  another. 

Stay  and  cooperate.” 

Jomo  Kenyatta 

When  the  late  Mr  Kenyatta  spoke  those 

words  in  1964,  the  first  president  of  the 
newly  formed  Republic  of  Kenya  was 
addressing  white  settlers  fleeing  the  coun- 
try because  they  feared  reprisals  from  the  black  citizens  they 
had  once  ruled.  But  that  plea  more  than  30  years  ago  could 
very  well  have  meaning  today  for  the  sometimes  fractious 
relationship  between  physicians  in  private  practice  and  those 
who  serve  as  medical  directors  for  managed  care  plans. 


Private  physicians  often  view  medical  directors  as  med- 
dlesome second-guessers  whose  main  function  is  denying 
necessary  medical  care  in  the  name  of  insurance  company 
profits.  Medical  directors,  on  the  other  hand,  often  feel 
ostracized  and  unappreciated  for  their  efforts  to  balance 
quality  medical  care  with  fiscal  responsibility.  They  know 
what  it  was  like  to  be  in  private  practice,  they  insist. 

“All  of  us  have  been  on  the  other  side.  Everybody  who’s 
in  a medical  director  position  has  practiced  in  a health  main- 
tenance organization  environment,”  said  George  Smith, 
MD,  former  medical  director  and  now  executive  director  of 
the  Austin-area  operation  of  PCA  Health  Plans  of  Texas. 

In  an  effort  to  make  the  system  work  better  for  both 
sides,  the  Texas  Medical  Association  has  created  the  Med- 
ical Directors  Forum.  The  forum’s  basic  goal  is  “to  identify 
and  build  on  the  broad  areas  of  common  ground  that  we 
share,”  TMA  President  Mark  J.  Kubala,  MD,  said  in 
addressing  its  first  meeting  in  February.  “Most  importantly, 
as  physicians,  we  want  to  see  that  patients  are  provided 
with  timely,  high-quality  care,  and  we  want  to  find  ways  of 
improving  efficiencies  of  health  care  that  are  compatible 
with  our  commitment  to  quality.  The  more  we  know  and 
the  more  we  share,  the  better  we  are  able  to  serve  our 
patients  and  each  other.” 


William  Gamel,  MD,  appointed 
forum  chair  by  Dr  Kubala,  says  the 
relationship  between  private  physi- 
cians and  medical  directors  ranges 
from  outright  hostility  to  acceptance. 
“It’s  like  medicine  in  any  of  its  para- 
meters. There  are  some  who  like  it  and 
some  who  don't.  Were  not  trying  to 
convince  either  one.  What  were  saying 
is  managed  care  is  a reality,  it  needs  toi 
be  dealt  with,  it  needs  to  ensure  qual- 
ity for  the  patients,  and  it  needs  to  be 
fair  for  physicians  because  they’re; 
going  to  have  to  practice  their  lifelong 
profession  in  that  environment.” 

Dr  Gamel,  a former  TMA  president! 
and  now  medical  director  for  the  state’s; 
Medicaid  program,  says  the  forum’s i 
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primary  functions  are  opening  a dia- 
logue between  private  physicians  and 
medical  directors,  and  helping  both 
sides  understand  their  common  prob- 
lems. He  says  he  intends  to  keep  the 
discussions  constructive  and  avoid  situ- 
ations where  participants  “just  stand 
up  and  throw  spears  and  criticize.” 

*A  historical  view 

San  Antonio  pulmonolgist  John  Hol- 
comb, MD,  traces  the  roots  of  the 
rocky  relationship  back  10  years, 
Iwhen  managed  care  plans  realized 
they  needed  medical  expertise  in  the 
'decision-making  process  as  they 
attempted  to  control  costs. 

“As  a result,  they  began  to  sort  of 
rent  MDs,  as  it  were.  It  was  fairly  gen- 
erally accepted  in  the  medical  com- 
munity, at  least  in  the  early  days  of 
managed  care,  that  most  of  the  med- 
ical directors  did  not  have  any  partic- 
ular qualifications  for  that  job.  In  fact, 
it  could  be  argued  that  the  reason  they 
were  doing  that  particular  job  was 
because  they  weren’t  especially  well- 
suited  for  other  things,  including  pri- 
jvate  practice,”  Dr  Holcomb  said.  He 
isaid  for  many  plans,  the  original  con- 
cept of  a medical  director  “was  just 
someone  they  could  identify  who  had 
an  MD  after  his  name  to  validate  deci- 
sions that  may  not  have  been  particu- 
larly good  medical  decisions.”  Most 
were  either  nearing  retirement  or  fresh 
,out  of  training  with  little  experience 
in  the  trenches,  he  says. 

Dr  Holcomb’s  own  experience 
with  managed  care  medical  directors 
has  been  mixed.  One  of  his  biggest 
complaints  is  having  to  deal  with 


medical  directors  who  have  different 
specialties  from  his.  “I  am  a pul- 
monary critical  care  specialist,  and  I 
have  had  preventive  medicine  special- 
ists tell  me  over  the  phone  how  to  take 
care  of  patients  on  ventilators  so  they 
can  be  off  the  ventilators  faster.  It 
looks  pretty  simple  if  you’re  sitting  in 
an  office  in  Georgia  talking  to  a physi- 
cian in  an  ICU  in  Texas.” 

Despite  his  misgivings  about  the 
system,  he  says  it  is  impossible  to 
make  a blanket  statement  that  med- 
ical directors  are  compromising  their 
ethics  in  favor  of  cutting  costs.  Many 
medical  directors  are  highly  ethical 
physicians  committed  to  ensuring 
that  patients  get  the  best  care  avail- 
able, he  says.  Some  plans,  however, 
“still  cling  to  the  mentality  that  a busi- 
ness decision  can  be  justified  if  an 
MD  says  it’s  OK.” 

He  hopes  the  situation  will  improve 
because  the  health  plans  now  realize 
they  have  a credibility  problem  with 
private  physicians.  They  also  under- 
stand they  can  “probably  get  further 
down  the  road  toward  the  goal  we  all 
need  to  be  at,  which  is  cost-effective 
medicine,  if  they  will  collaborate  with 
their  physicians  rather  than  create  an 
adversarial  relationship.” 

Besides,  he  says,  the  creation  of  the 
National  Committee  on  Quality 
Assurance  (NCQA)  has  made  man- 
aged care  plans  realize  that  employers 
will  not  continue  to  purchase  insur- 
ance solely  on  the  basis  of  price. 
“There  is  a quality  issue  that  will  have 
to  be  dealt  with,  and  just  for  pure  busi- 
ness reasons  it  behooves  plans  now  to 
identify  medical  directors  who  have 


true  clinical  expertise  and  clinical  cred- 
ibility, and  can  work  together  with  the 
practicing  physicians  in  those  plans.” 

The  $3,800  toenail 

Managed  care  medical  directors  say 
their  primary  function  is  making  sure 
quality  medical  services  are  delivered 
efficiently  in  the  most  appropriate  set- 
ting and  that  their  networks  have  an 
adequate  number  of  physicians  to 
serve  the  health  plan’s  enrollees.  Med- 
ical directors  are  adamant  that  they  do 
not  compromise  quality  in  an  effort  to 
save  money. 

“A  lot  of  people  measure  quality  in 
different  terms,  and  one  of  the  basic 
philosophies  we  have  is  that  more  does 
not  necessarily  mean  better,”  Dr  Smith 
said.  He  says  the  notion  that  quality  of 
care  is  lowered  whenever  the  cost  is 
reduced  is  erroneous.  “The  fact  that 
you  may  move  services  from  one  set- 
ting to  the  other,  or  that  you  lower  the 
costs  associated  with  those  services,  or 
that  you  even  change  the  types  of  those 
services  doesn’t  necessarily  mean  there 
is  a decrease  in  quality.  There  may  even 
be  an  improvement  in  quality.” 

PCA’s  outright  denial  of  services  is 
low,  less  than  5%,  Dr  Smith  says. 
What  is  more  likely,  he  says,  is  “redi- 
rection to  a more  appropriate  setting.” 
He  recalls  one  hospital  claim  for  sur- 
gical removal  of  an  ingrown  toenail 
that  totaled  $3,800,  only  $200  of 
which  was  the  physicians  fee.  A hos- 
pital was  not  the  appropriate  place  for 
that  procedure,  he  says.  “I  think  most 
physicians  know  that  is  commonly  an 
office-based  procedure.  Podiatrists  do 
it  for  $350,  including  both  the  profes- 
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sional  and  facility  component.  By 
redirecting  such  procedures  away 
from  a hospital  with  that  type  oi  high 
cost  to  another  practice  setting,  there’s 
a tremendous  amount  of  savings  to  be 
gained.  Some  things  can’t  be  moved 
because  there  is  potential  risk  and  you 
compromise  the  quality  of  care.  But 
some  can  be  safely  moved  from  one 
setting  to  another.” 

In  recent  months,  the  news  media 
have  reported  numerous  horror  stories 
of  patients  dying  because  their  man- 
aged care  plans  would  not  approve 
procedures  or  treatments  their  physi- 
cians felt  were  necessary.  While  not 
denying  such  incidents  have  occurred 
in  other  plans,  Dr  Smith  says  often 
unreported  are  cases  where  a managed 
care  plan  has  gone  out  oi  its  way  to 
accommodate  a physician  and  patient 
but  still  managed  to  save  money. 

He  cited  the  case  of  a pregnant 
Austin-area  woman  at  risk  for  prema- 
ture labor  and  delivery  because  of  an 
incompetent  cervix.  Because  she  lived 
50  miles  from  the  hospital  where  she 
planned  to  have  the  baby,  her  physician 
wanted  her  hospitalized  for  the  last  7 to 
8 weeks  of  her  pregnancy  “lor  no  rea- 
son other  than  to  have  her  close  at 
hand.  PCA  chose  to  put  her  up  in  a 
nearby  motel  for  6 weeks.  “The  differ- 
ence in  costs  was  500%  to  a 1,000%  a 
day.  The  only  thing  she  needed  was 
accessibility  to  the  hospital.  She  didn’t 
need  another  service  of  the  hospital,” 
Dr  Smith  said.  “The  obstetrician 
thought  it  was  a great  idea.  The  even- 
tual outcome  was  a successful  preg- 
nancy. She  did  have  a couple  of 
episodes  where  there  was  threatened 
labor,  hut  she  was  seen  immediately.” 

Dr  Smith  believes  that  case  illus- 
trates his  main  philosophy  of  “trying 
to  do  what  makes  sense.” 

Getting  what  you  pay  for 

Mark  Clanton,  MD,  remembers  the 
day  he  had  to  reject  a physician’s 
request  for  a heart  transplant  lor  one  of 
his  patients.  “That  was  one  of  my 
toughest  days  here  in  the  last  year,”  said 
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Dr  Clanton,  regional  medical  director 
for  PCA  in  Dallas.  There  was  no  doubt 
the  patient  needed  the  transplant.  The 
problem  was  his  employer  chose  not  to 
pay  for  a rider  to  the  insurance  policy 
to  cover  organ  transplants  when  the 
company  signed  up  with  PCA. 

Misunderstandings  or  disputes 
about  coverage  cause  many  oi  the  con- 
flicts with  private  physicians,  the  med- 
ical directors  say.  Very  often,  patients 
and  their  physicians  do  not  know  the 
limits  of  the  coverage.  “When  a mem- 
ber doesn’t  have  a benefit  for  a service, 
and  the  medical  director  says,  ‘I’m  sorry 
that  member  doesn’t  have  that  benefit,’ 
then  we  re  pretty  much  in  a conflict  sit- 
uation there,”  Dr  Clanton  said. 

“All  of  the  contracts  we  sell  have  a 
defined  list  of  benefits,”  Dr  Smith 
added.  He  says  the  majority  of 
requests  denied  by  his  company  are 
turned  down  not  because  they  lack 
medical  necessity,  but  rather  because 
they  are  not  covered. 

Victor  Diaz,  MD,  MPH,  MPA, 
medical  director  for  Aetna  Health 
Plans  in  Houston,  touched  on  that 
issue  in  a Texas  Medicine  article  earlier 
this  year  (February  1996,  pp  44—47) 
when  he  recalled  having  to  reject  a 
physician’s  request  lor  a nonprescrip- 
tion food  supplement  for  a cystic 
fibrosis  patient.  He  said  he  could 
identify  with  the  request  “on  an  emo- 
tional level,”  but  the  supplement  was 
not  covered  in  the  benefits  purchased 
by  the  employer. 

In  the  heart  transplant  case,  Dr 
Clanton  says  he  and  his  staff  spent 
most  of  the  day  double-  and  triple- 
checking the  extent  of  the  heart 
patient’s  coverage.  “I  was  not  going  to 
tell  this  person  no.  We  didn’t  want  to 
have  to  say  that  because  I’m  already 
paying  for  two  renal  transplants  and 
paying  for  a heart  transplant  coming 
up.  This  person  qualified,  but  the 
problem  was  the  employer  chose  not 
to  do  that.  I wasn’t  happy  about  that.” 

It  would  be  easy  to  say  PCA  should 
pay  for  the  transplant  anyway  because 
a man’s  life  is  in  jeopardy.  Unfortu- 
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nately,  says  Dr  Clanton,  that’s  not  pos- 
sible. “The  reality  is  we  don’t  have  flex- 
ibility. The  law  is  set  up  so  that  when 
we  make  major  exceptions  to  con- 
tracts, we  have  to  offer  those  excep- 
tions to  everyone.  So  for  all  of  those 
people  who  haven’t  paid  for  an  organ 
rider,  if  we  do  that  for  one  then  we 
expose  ourselves  to  basically  having  to 
do  that  service  without  payment  for 
everybody.  We  don’t  have  much  room 
on  big-dollar  issues  like  that.” 

The  patient’s  friends  are  now  trying 
to  raise  money  to  pay  for  the  trans- 
plant. 

Dr  Clanton  agrees  that  most  of  the 
early  medical  directors  were  at  the  end 
of  their  careers,  but  he  says  that  is 
changing.  At  40,  Dr  Clanton  is  one  of 
the  new  breed.  “I  think  medical  direc- 
tors who  are  good  clinicians  are  going 
to  bring  a lot  to  taming  this  managed 
care  system.  You’re  getting  people  who 
are  saying  we  think  this  is  going  to  be 
important  to  doctors,  we  think  this  is 
going  to  be  important  to  the  quality 
of  patient  care.  We’re  coming  into  this 
well  prepared  with  MBAs  and  MPHs, 
and  I think  a lot  of  order  will  be 
brought  to  the  system.” 

Call  for  action 

During  his  remarks  at  that  first  meet- 
ing of  the  Medical  Directors  Forum, 
Dr  Kubala  said  TMA  still  supports  the 
Patient  Protection  Act,  which  was 
opposed  by  the  managed  care  indus- 
try, but  that  disagreement  on  one 
issue  should  not  prevent  cooperation 
on  others  that  will  ultimately  benefit 
patients.  As  managed  care  grows,  he 
said,  the  focus  should  be  on  making  it 
function  better  in  the  daily  routine  of 
the  medical  office.  He  recommended 
several  steps  to  make  that  happen: 

• Centralizing  the  application  and 
credential  verification  process; 

• Reducing  the  number  of  office 
inspections  to  one  a year,  and  devel- 
oping an  inspection  process  that  is  j 
acceptable  to  NCQA  and  that 
accommodates  both  the  generic 
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information  required  by  all  man- 
aged care  plans  and  the  specific 
information  required  by  each  plan’s 
quality  assurance  program; 

• Developing  more  efficient  systems 
tor  handling  referrals  to  specialists 
and  precertification  of  procedures, 
including  a universally  accepted  fax 
form  that  will  provide  all  the  infor- 
mation that  managed  care  plans 
need; 

• Jointly  defining  and  meeting  the 
need  for  educating  physicians  and 
their  office  staffs  on  how  to  make 
the  transition  into  a managed  care 
environment; 

• Cooperating  in  providing  more 
understandable  utilization  data 
and  more  reliable  quality  data;  and 

• Making  better  use  of  information 
technology.  “Here  we  are  in  1996, 
and  still  a tremendous  number  of 
plans  that  use  preauthorization  are 
doing  so  by  telephone,”  Dr  Kubala 
said. 

Dr  Kubala  compares  the  forum  to 
an  orchestra  in  which  musicians  with 
different  talents  blend  their  expertise 
■to  harmonize.  “Like  the  orchestra,  we 
itoo  are  diverse.  We  have  unique  tal- 
ents and  concerns,  yet  we  share  a com- 
mon goal  — to  provide  our  patients 
with  high-quality  health  care  in  the 
most  efficient  manner  possible.  My 
hope  is  that  we  will  work  together  and 
build  on  our  common  interests,  dis- 
cuss our  concerns,  and,  like  musi- 
cians, ultimately  harmonize.” 

Managed  care  medical  directors  say 

I they  hope  the  forum  will  improve 
communication  and  ultimately  the 
relationship  between  the  two  sides.  ★ 


Thank  You 


for  Choosing  the  TMAF  Annual  Fund  Campaign! 


FUNDING  INITIATIVES  TO  MEET  THE  HEALTH  CHALLENGES  OF  TEXAS 


'/hank  you  to  the  165  donors  who  raised  nearly  $24,000  for  TMA  Foundation's  first 
annual  campaign!  Your  generosity  is  keeping  the  Foundation's  work  on  track. 

There's  still  room  if  you  haven't  yet  made  a donation.  We're  moving  ahead  with  ambitious 
projects  to  prevent  child  abuse  and  the  spread  of  tuberculosis.  Don't  be  left  standing  at  the 
station! 


You  may  send  your  contribution  to  TMA  Foundation, 

401  West  15th  Street,  Austin,  Texas  78701,  or  call 
(800)  880-1300,  Ext.  1663,  or  (512)  370-1663. 

Your  donation  is  a charitable  contribution,  tax-deductible  under  Federal  income  tax  law. 


TMA  Foundation 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc.,  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 

professionals  with  a reputation 
for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of  a 
physician’s  claim  history,  specialty  or 
previous  problems. 


Medical  Insurance  Services,  Inc. 

For  additional  information,  contact: 

David  A.  Butler,  Executive  Director 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • F.R  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Request, 
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It’s  feeding  time.  Is  your  hospital  on  the  menu?  By  Larry  BeSaw,  Associate  editor 
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members  of  the  Texas  Society  of 
Hospital  Public  Relations  and  Mar- 
keting gathered  in  an  Irving  hotel  to 
hear  health-care  policy  experts  tell 
them  how  the  changes  in  the  hospital 
market  would  affect  the  way  they  do 
business.  It  was  a sobering  experi- 
ence. You  and  your  “warm  and  fuzzy’’ 
ads  emphasizing  the  quality  of  care 
■ ■ may  become  obsolete  in  a few  years, 

■■  I I they  were  told,  because  managed  care 

'»  I I plans  are  taking  over  the  role  of  de- 

• tiding  where  patients  go  for  hospital- 

ization. Since  the  plans  assume  all 
hospitals  provide  quality  care,  their 
top  priority  is  cost,  and  marketing 
people  don’t  determine  how  much  it 
1 costs  to  run  a hospital. 

It  was  a subdued  crowd  that  left  the  meeting  that  day. 
Most  of  them  realized  the  glory  days  of  huge  marketing 
budgets  and  expensive,  glitzy  media  campaigns  to  convince 
prospective  patients  to  choose  their  hospitals  over  their 
competitors  were  coming  to  an  end. 

That  meeting  came  as  Texas  hospitals,  and  their  coun- 
terparts across  the  United  States,  were  facing  a steadily  de- 
clining patient  census  caused  by  managed  care  utilization 
controls,  advances  in  medical  technology,  and  the  trend  to- 
ward outpatient  procedures  that  reduced  lengths  of  stay. 
Hospitals  were  groping  to  find  ways  to  cut  costs,  eliminate 
duplication,  and  make  themselves  more  attractive  to  the 
managed  care  plans.  In  the  past  few  years,  many  have 
turned  to  mergers,  acquisitions,  networks,  or  affiliations  of 
some  kind  with  other  hospitals  and  physician  groups  in  an 
effort  to  operate  more  cost-effectively  and  guarantee  them- 
selves patient  bases.  Hospitals  that  spent  years  trying  to  put 
each  other  out  of  business  are  finding  it  mutually  advanta- 
geous to  strike  some  sort  of  deal. 

The  pace  is  quickening.  In  1995  alone,  according  to 
Modern  Healthcare  magazine,  735  hospitals  in  the  United 
States  were  involved  in  mergers  and  acquisitions.  About 
one  in  five  community  hospitals  changed  hands.  Among 
the  biggest  deals  were  the  completion  of  Columbia/HCA 
Healthcare  Corporation’s  $5.6  billion  purchase  of 
Healthtrust;  the  $3.3  billion  acquisition  of  American  Med- 
ical International  (AMI)  by  National  Medical  Enterprises 
(NME);  and  the  merger  of  Sisters  of  Charity  Health  Care 
Systems,  Catholic  Health  Corporation,  and  the  Franciscan 
Health  System  into  a new  system  called  Catholic  Health 
Initiatives  (CHI),  with  63  hospitals  and  $4  billion  in  assets. 

The  CHI  deal  is  significant,  American  Medical  News  re- 
ported in  January,  because  church  leaders,  particularly 
Chicago  Archbishop  Cardinal  Joseph  Bernardin,  have  been 
critical  of  for-profit  hospital  chains  and  have  urged  their 


hospital  administrators  to  resist  offers  from  investor-owned 
companies.  AMNews  said  Columbia  recently  completed 
the  first  ownership  deal  between  a for-profit  company  and 
a Catholic  hospital  system,  Cleveland’s  Sisters  of  St  Augus- 
tine, and  that  Columbia  “reportedly  has  set  it  sights  on  ac- 
quiring more  Catholic  facilities,  which  represent  18%  of 
the  hospital  industry.’’  Some  observers  say  a “holy  war”  for 
ownership  of  hospitals  between  the  Catholic  Church  and 
the  large  for-profit  hospital  chains  is  under  way. 

In  Texas  last  year,  17  deals  involving  more  than  26  hos- 
pitals were  announced.  These  include  the  takeover  of  City 
of  Austin-owned  Brackenridge  Hospital  by  the  Seton  Med- 
ical Center  system  (see  article  on  p 43);  the  acquisition  of 
St  Paul  Medical  Center  in  Dallas  by  the  Harris  Methodist 
Health  System  in  Fort  Worth;  the  merger  of  the  Irving 
Healthcare  System  with  Dallas’  Baylor  Healthcare  System; 
and  the  acquisition  of  El  Paso’s  Providence  Memorial  Hos- 
pital by  the  new  Tenet  Healthcare  Corporation,  created  by 
the  AMI-NME  merger. 

Columbia  was  particularly  active  in  Texas.  It  entered 
into  joint  ventures  with  the  St  David’s  Health  Care  System 
in  Austin  and  Southwest  Texas  Methodist  Hospital  in  San 
Antonio,  and  purchased  Dallas  Family  Hospital;  Angelo 
Community  Hospital  in  San  Angelo;  and  Kingwood  Plaza 
Hospital,  Doctors  Hospital-Airline,  and  Hospital-East- 
Loop,  all  in  Houston. 

Among  the  deals  announced  thus  far  this  year,  the  Trin- 
ity Clinic  in  Tyler  merged  with  Mother  Frances  Hospital  to 
form  the  Trinity-Mother  Frances  Health  System;  the  Bap- 
tist Healthcare  System  in  Beaumont  affiliated  with  Tenet  to 
create  the  Five  Star  Health  Network;  OrNda  HealthCorp 
of  Nashville  signed  a letter  of  intent  to  acquire  controlling 
interest  in  Houston  Northwest  Hospital;  St  Francis  Ser- 
vices Corp,  owner  of  the  St  Joseph  Regional  Health  Center 
in  Bryan,  signed  a 5-year  contract  with  the  Burleson 
Memorial  Hospital  District  in  Caldwell;  Universal  Health 
Services  of  King  of  Prussia,  Penn,  agreed  to  purchase 
Northwest  Texas  Hospital  in  Amarillo;  and  Lubbock 
Methodist  and  St  Mary’s  in  Lubbock  agreed  to  merge. 


“There  are  all  kinds  of  deals  going  on,” 
said  Jon  Hilsabeck,  senior  vice  president 
of  professional  services  for  the  Texas  Hos- 
pital Association.  “You  name  it  and  it’s 
happening  in  Texas.”  He  acknowledges 
that  managed  care  is  the  primary  motiva- 
tion behind  the  activity.  “Managed  care  is 
not  going  away.  Managed  care  is  here  to 
stay,  and  we  have  to  change.  If  we  don’t, 
then  we’re  out  of  business.” 

Mr  Hilsabeck  says  the  merger  activity 
is  causing  changes  in  the  Texas  hospital 
industry  that  have  been  needed  for  years, 
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| some  good  and  some  that  could  be  bad.  “I  would  say  anytime 
,'you  can  do  something  more  efficiently  and  effectively  — de- 
liver the  care  and  keep  the  quality  up  — that’s  the  good  side 
of  the  coin.  If  managed  care  limits  the  number  of  choices  to 
the  consumer  of  what  physician  you  can  see,  that  could  be 
\ construed  as  negative.  If  there  are  corporate  pressures  put  on 
hospitals  and  providers  to  contain  costs  and  shortcut  quality, 
that  could  become  a negative  issue.” 

Texas  Medical  Association  President  Mark  J.  Kubala, 
•MD,  says  that  while  the  mergers  have  helped  rein  in  unbri- 
dled competition  among  hospitals  and  have  allowed  hospi- 
tals to  offer  better  prices  for  goods  and  services  through 
increased  purchasing  power,  they  have  created  some  prob- 
lems for  physicians. 

“From  a physician’s  standpoint,  the  coming  of  the  mega- 
hospital carries  with  it  an  inherent  bureaucracy,”  he  said.  “One 
of  the  things  that  has  made  the  physician-hospital  partnership 
work  is  an  open  dialogue  between  the  hospital  administration 
and  the  medical  staff  so  that  we  are  working  toward  a com- 
;mon  goal,  which  is  better  patient  care.  When  you  get  to  be  too 
big,  you  lose  that  interpersonal  relationship  that  you  enjoyed 
with  a small  administrative  staff.”  The  result,  he  says,  is  that 
iiphysicians  sometimes  don’t  know  whom  to  call  when  they 
have  a problem.  “Doctors  can  lose  some  of  their  power  over 
policy.  The  hospital  can  have  the  upper  hand.” 

In  addition,  he  says,  the  concentration  of  hospital  own- 
ership in  a few  hands  limits  physicians’  choices  if  they  are 
dissatisfied  with  how  a particular  hospital  is  operated.  “It’s 
'good  to  have  options  if  you  run  into  a situation  where  the 
hospital  is  doing  things  that  the  physician  may  not  feel  are 
[in  the  best  interests  of  the  patient.  Because  we  believe  in  the 
[pluralistic  system  and  competition,  the  merger  into  these 
global  chains  is  something  to  be  concerned  about.” 
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There  has  been  little  official  discussion 
about  the  impact  of  the  merger  activity 
on  the  quality  of  patient  care,  but  there 
is  considerable  concern  about  the  tran- 
sition from  community  or  not-for- 
profit  hospitals  to  for-profit  operations. 

“What  we  are  essentially  seeing  is  a 
change  from  a community-focused 
health-care  system  to  a corporate-fo- 
cused health-care  system,  and  by  law 
those  for-profit  corporations  are  ac- 
countable to  their  stockholders.  They 
are  not  accountable  to  the  community,”  said  Lisa  McGif- 
fert,  senior  policy  analyst  for  the  southwest  regional  office 
of  Consumers  Union,  publishers  of  Consumer  Reports. 

“When  all  the  hospitals  are  for-profit  except  the  public 
hospitals,  then  the  burden  is  going  to  fall  totally  on  the 
public.  We’re  also  very  concerned  about  the  assets  — which 
in  our  opinion  belong  to  the  public  — that  were  in  the  pos- 


session of  the  nonprofit  when  it’s 
converted  to  a for-profit.  We  be- 
lieve those  assets  should  remain 
in  the  community  in  the  form  of 
a foundation  or  some  other  kind 
of  service  to  provide  health  care.” 

Ms  McGiffert  says  Consumers 
Union  is  concerned  about  the  Co- 
lumbia/St David’s  partnership  in 
Austin  because  it  appears  St 
David’s  will  be  transformed  from 
a not-for-profit  to  a for-profit  hos- 
pital. “What’s  the  commitment  to 
the  community  to  provide  charity 
care  if  it’s  operating  as  a for-profit? 

Where  are  those  assets?  How  are 
they  going  to  be  sure  to  come 
back  and  serve  the  community  in- 
stead of  the  stockholders?” 

Preston  Gee,  vice  president 

David’s,  says  Consumers  Union 
should  not  be  concerned.  Al- 
though the  hospital  will  become 
part  of  a tax-paying  system,  he 
says,  the  St  David’s  Healthcare 
Foundation  will  continue  “signif- 
icant funding”  of  charity  care.  “St 
David’s  remains  committed  as  a 
community  hospital  to  giving  a 
certain  amount  of  charity  care 
and  serving  the  underserved.” 

A position  paper  prepared  by  St  David’s  said  proceeds  of 
the  joint  venture  will  accrue  to  the  partners,  but  that  St 
David’s  share  of  the  income  “will  be  used  exclusively  for  the 
charitable  purposes  of  the  not-for-profit  organization.” 

One  physician  who  shares  Ms  McGiffert’s  concerns 
about  the  growing  alliance  between  for-profit  and  not-for- 
profit  hospitals  is  Fazlur  Rahman,  MD,  an  oncologist  in 
San  Angelo,  where  Shannon  Medical  Center  purchased 
the  Concho  Valley  Hospital  and  Columbia  bought  Angelo 
Community  Hospital.  “They’re  telling  me  they  want  to 
cut  costs.  I want  to  know  if  you  saved  a million  dollars, 
where  is  that  million  dollars  going?  Is  it  being  used  to  train 
or  hire  more  nurses  to  improve  patient  care?  No  one  can 
answer  that  for  me.” 

Ms  McGiffert  says  the  question  that  should  be  asked 
“is  not  where  the  money  is  going  but  how  the  money  is 
being  returned  to  the  community.  How  are  you  going  to 
pay  back  the  stockholders,  who  essentially  are  the  public, 
and  how  are  you  going  to  return  those  assets  to  the  pub- 
lic to  be  used  in  the  same  way  that  the  money  was  meant 
to  be  used?” 
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The  merger  activity  is  also  raising  questions  at  the  Texas 
Department  of  Health  (TDH).  Ann  Henry,  a division  di- 
rector in  the  Bureau  ol  State  Health  Data  and  Policy  Analy- 
sis, says  TDH  is  in  the  process  ol  conducting  a study  to 
determine  how  hospital  ownership  changes  are  affecting 
the  public  and  the  continuing  need  to  provide  medical 
treatment  for  the  poor.  If  there  are  fewer  not-for-profit  hos- 
pitals, she  asks,  “who’s  going  to  carry  the  load?” 


I 
PRICE 


The  demise  of  not-for-profit  hospitals 
is  affecting  other  areas  ol  medicine,  as 
well.  Perhaps  ol  greatest  concern  to  the 
medical  community  long-term  is  the 
impact  hospital  mergers  and  acquisi- 
tions will  have  on  residency  programs 

E and  undergraduate  education.  Many 

!■  linlllllil  academic  physicians  and  leaders  fear 

? Columbia  and  other  for-profit  hospital 

chains  will  find  such  programs  too  ex- 
pensive and  phase  them  out. 

“It’s  hard  for  me  to  believe  that  a 
for-profit  operation  wants  to  maintain 
: *'  something  that  is  intrinsically  very  ex- 

pensive and  relatively  inefficient,”  said 
George  Bernier,  MD,  dean  of  the  medical  school  and  vice 
president  lor  academic  affairs  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  William  Neaves,  PhD,  dean 
of  The  University  of  Texas  Southwestern  Medical  School  in 
Dallas,  adds  there  is  no  doubt  that  training  third-  and 
fourth-year  medical  students  to  deliver  patient  care  in  hos- 
pitals “does  add  some  degree  ol  inefficiency.  We  see  no  ev- 
idence that  shareholder-owned,  for-profit  operations  are 
willing  to  place  themselves  at  a competitive  disadvantage 
by  accepting  and  incurring  those  inefficiencies,”  he  said. 

Dr  Bernier  says  graduate  medical  education  is  facing 
pressure  from  two  other  sources.  First,  health  maintenance 
organizations  that  have  received  contracts  to  manage 
Medicare  are  not  lunneling  money  built  into  Medicare 
payments  lor  supporting  medical  education  back  into  the 
system.  And,  second,  most  of  the  plans  in  Congress  to  bal- 
ance the  federal  budget  have  proposed  cuts  in  federal  fund- 
ing for  graduate  medical  education. 

Because  it  is  the  largest  for-profit  chain  — operating 
341  hospitals  and  160  surgical  centers  across  the  United 
States  — Columbia  is  the  target  ol  much  of  the  criticism. 

Eve  Hutcherson,  spokesperson  lor  Columbia  at  its  corpo- 
rate headquarters  in  Nashville,  denied  the  company  is  trying 
to  distance  itsell  Irom  costly  medical  education  programs. 
“We  have  actively  sought  affiliations  with  major  teaching  in- 
stitutions in  the  last  several  years,”  she  said.  Columbia  and  the 
Medical  University  ol  South  Carolina  recently  agreed  in  prin- 
cipal on  a 20-year  deal  to  lease  three  of  the  school’s  hospitals 
for  $8  million  a year,  and  the  corporation  has  completed  an 


affiliation  agreement  with  the  Tulane  University  School  of 
Medicine.  It  also  is  discussing  an  affiliation  with  the  Medical 
College  ol  Virginia,  she  says,  adding  that  Columbia  has  oper- 
ated hospitals  with  teaching  programs  in  Chicago,  Miami, 
and  Wichita,  Kan,  for  several  years. 

She  says  the  company  has  “no  general  policy”  on  con- 
tinuing existing  programs  at  hospitals  it  acquires.  “It’s  a 
case-by-case  situation  based  on  local  needs.” 

Ms  Hutcherson  says  many  major  metropolitan  areas  “are 
way  overstacked  with  medical  education.  Chicago  is  a good 
example.  Could  I say  to  you  absolutely,  in  every  case,  if  we 
ever  went  into  a transaction  we  would  always  want  to  keep 
the  residency  program?  No.  T here’s  clearly  going  to  be  some 
realignment  in  the  medical  education  system  nationally  to 
adjust  to  changes  in  demand  for  additional  primary  care.” 

Dr  Kubala  says  the  ownership  of  teaching  hospitals  by 
huge  corporations  creates  doubt  in  the  minds  ol  many 
physicians.  “The  problem  with  large  chains  is  that  the  per- 
son you  are  dealing  with  today  may  not  be  there  tomorrow. 
We  may  have  a commitment  to  continuing  graduate  med- 
ical education,  but  if  somebody  who  is  committed  to  that 
leaves,  the  new  person  who  comes  in  may  look  strictly  at 
the  bottom  line.  They’re  going  to  say,  ‘This  is  not  bringing 
us  any  money,  so  let’s  eliminate  it.’  It  takes  a real  commit- 
ment.” He  added  that  while  some  teaching  hospitals  taken 
over  by  large  chains  have  retained  their  commitment  to 
graduate  medical  education,  “you  have  to  always  be  on 
guard  because  of  the  potential  for  changing  overnight.” 


Denise  Peers,  DO,  knows  exactly  what 
Dr  Kubala  is  talking  about.  She  is  the 
director  of  a family  practice  residency 
program  at  a Columbia-owned  hospital 
in  the  Fort  Worth  suburb  of  Bedford. 
The  program  has  nine  residents  who 
care  for  more  than  3,100  patients  in 
the  ambulatory  clinic  and  about  50  in- 
patients each  year.  They  have  no  idea 
what  the  future  holds. 

Columbia  took  over  the  hospital  in 
July  as  part  of  its  Healthtrust  acquisi- 
tion and  changed  the  name  from 
Northeast  Community  Hospital  to  Co- 
lumbia HEB.  It  also  transferred  the 
chief  executive  officer  to  Beaumont 
and  appointed  Randy  Moresi,  head  of  a 
hospital  Columbia  already  owned  4 miles  away,  as  CEO  of 
both  facilities.  While  some  operations  at  the  two  facilities 
have  been  merged,  Columbia  has  not  decided  if  both  will 
stay  open  or  whether  the  residency  program  at  Columbia 
HEB  will  be  continued.  The  company  has  hired  outside 
auditors  and  inspectors  to  evaluate  the  program  and  make 
a report  to  Mr  Moresi. 
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Until  last  year,  Austin's  Brackenridge  Hospital  had 
been  the  oldest  publicly-owned  hospital  in  Texas.  It 
was  founded  July  3,  1884,  in  what  was  then  the 
northern  edge  ol  town  because  the  prevailing  wis- 
dom at  the  time  was  that  the  predominantly 
southerly  wind  would  blow  the  hospital  patients’  germs  out 
of  town.  Brackenridge  is  the  major  provider  of  emergency 
medical  care  in  Central  Texas  — treating  more  than  80,000 
patients  a year  — and  also  the  city’s  medical  safety  net, 
treating  a disproportionate  share  of  uninsured  patients. 

But  perhaps  the  most  highly  publicized  hospital  deal  in 
Texas  thus  far  began  to  unfold  on  January  13,  1994,  when 
Austin  Mayor  Bruce  Todd,  facing  a tough  reelection  cam- 
paign, called  a news  conference  at  the  unusual  hour  of  9 
pm  to  announce  $21  million  in  accounting  errors  at 
Brackenridge.  That  news  conference,  which  caught  even 
the  hospital  administrator  and  the  chair  of  the  hospital 
board  by  surprise,  set  in  motion  a chain  of  events  that 
caused  City  Manager  Camille  Cates  Barnett  to  resign, 
brought  about  the  layoff  of  more  than  100  Brackenridge 
employees,  and  ultimately  led  to  the  takeover  of  Bracken- 
ridge by  the  Seton  system  in  October  1995.  Seton  signed 
a 30-year  management  lease  that  included  $17  million  an- 
nually from  the  City  of  Austin  to  pay  for  charity  care  at 
Brackenridge.  The  Austin  City  Council  accepted  Seton’s 
offer  after  flirting  with  the  idea  of  creating  a hospital  au- 
thority to  govern  Brackenridge  and  paying  a management 
firm  more  than  $800,000  to  run  the  hospital  when  the 
fifth  administrator  in  5 years  resigned. 

While  there  is  no  proven  connection  between  the  hos- 
pital’s new  management  structure  and  the  quality  of  pa- 
tient care,  several  sources  told  Texas  Medicine  that 
employee  morale  is  at  an  all-time  low  because  of  cost-cut- 
ting measures  instituted  by  Seton,  and  that  many  physi- 
cians are  frustrated  because  hospital  staff  members  they 
were  used  to  working  with  are  gone. 

Greg  Powell,  business  manager  of  the  American  Fed- 
eration of  State,  County  and  Municipal  Employees  (AF- 
SCME)  in  Austin,  says  Brackenridge  employees  have 
complained  to  him  about  losing  experienced  nurses,  re- 


quirements that  nursing  unit  nurse  managers  care  for 
four  or  five  patients  in  addition  to  their  administrative 
duties,  and  nurse-to-patient  ratios  in  some  units  as  high 
as  1 to  12.  “Nurses  are  extremely  skittish.  The  quality  of 
care,  as  they  see  it,  has  decreased  dramatically,’’  he  said. 

Mr  Powell  says  that  although  AFSCME’s  official  rela- 
tionship with  Brackenridge  employees  ended  after  the  Seton 
takeover,  he  talks  with  employees  there  on  a regular  basis. 
He  says  about  300  Brackenridge  employees  were  AFSCME 
members  before  Seton  assumed  control  of  the  hospital. 

Mr  Powell,  as  well  as  a physician  and  a Brackenridge 
employee  who  did  not  wish  to  be  named,  added  that  dis- 
satisfaction over  salaries  and  other  benefits  have  caused 
the  resignation  of  many  nurses,  including  several  experi- 
enced emergency  center  nurses.  “Nurses  have  quit  in 
droves  at  Brackenridge,  and  they’re  not  hiring  replace- 
ments for  them.  They’re  not  laying  off,  they’re  just  doing 
it  through  forced  attrition,”  Mr  Powell  said. 

The  Brackenridge  employee  says  the  cost  reductions 
there  are  symptomatic  of  those  happening  all  over  the 
country.  “In  all  fairness,  all  hospital  health  care  as  we 
knew  it  last  year  and  the  year  before  is  changing,  and  it  is 
not  changing  for  the  better  because  the  almighty  dollar  is 
controlling  it.  I don’t  like  the  merger  worth  a damn,  but 
it’s  happening  everywhere,”  the  employee  said. 

Seton  declined  to  provide  information  about  the  num- 
ber of  nurses  and  other  employees  at  Brackenridge  before 
and  after  it  assumed  management  of  the  hospital  and 
other  issues  related  to  the  takeover.  Spokesperson  Gayle 
Cranberry  said  Seton  Chief  Executive  Officer  Charles 
Barnett  “would  really  just  as  soon  not  participate  [in  an 
interview]  at  this  time”  because  he  did  not  feel  Seton  has 
enough  experience  in  putting  hospital  systems  together  to 
discuss  the  matter.  “They  just  don’t  feel  comfortable  talk- 
ing about  those  kinds  of  things  right  now,”  Ms  Cranberry 
said.  “We  just  feel  like  we  don’t  have  enough  experience 
yet  to  be  able  to  appropriately  answer  your  questions.” 


I.ARRY  BeSaw  is  a former  public  information  specialist  for 
Brackenridge  Hospital. 
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Dr  Peers  says  the  uncertainty 
makes  it  impossible  for  her  to  sign 
contracts  for  new  residents  for  the 
new  medical  education  year  starting 
July  1 and  is  jeopardizing  the 
$104,040  her  program  receives  each 
year  from  the  Texas  Higher  Educa- 
tion Coordinating  Board.  “They’ve 
invested  state  money  in  these  resi- 
dents. That  money  may  have  just 
been  spent  for  nothing,”  she  said. 

The  morale  of  her  residents  is 
at  rock  bottom,  Dr  Peers  says.  “It’s 
sad  because  they  want  to  stay  here 
but  they  have  to  look  at  their  fu- 
tures. We’re  putting  all  these  peo- 
ple’s lives  on  hold.  Personally,  I’m 
ready  to  stay  home  and  take  some 
time  off.  I can  do  that.  I have  that 
luxury.  But  I have  these  residents, 
and  their  futures  are  in  jeopardy.” 

Stacey  Silverman,  director  of 
medical  education  for  the  Coordi- 
nating Board,  says  the  advisory 
committee  overseeing  funding  of 
family  practice  residency  programs 
met  in  February  and  decided  to  re- 
lease second-quarter  funding  to 
the  Columbia  HEB  program.  She 
says  the  state  will  continue  fund- 
ing the  program  as  long  as  the  res- 
idents are  at  the  hospital  and  are  receiving  training,  and  she 
foresees  the  hospital  finishing  out  the  year  with  the  current 
residents.  “If  it  doesn’t,  we  ll  stop  funding  immediately  and 
expect  the  hospital  to  return  the  money.” 

A continued  delay  in  the  decision  on  the  Columbia 
HEB  program’s  fate  will  make  it  harder  for  the  residents  to 
find  positions  in  other  programs,  which  are  becoming  in- 
creasingly competitive.  The  Coordinating  Board  funded 
531  residents  last  year  and  will  fund  663  this  year.  Dr  Peers 
says  three  first-year  residents  have  already  signed  up  lor  the 
Columbia  HPIB  program  scheduled  to  start  July  1,  despite 
the  possibility  that  Columbia  may  decide  to  scrap  it. 


What  happens  to  the  patients  the  residents  care  for, 
most  of  whom  are  indigent  or  on  Medicaid,  if  the  program 
is  eliminated?  “I  don’t  know,”  Dr  Peers  said.  “I  don’t  know 
if  [Mr  Moresi]  has  even  thought  about  that.  I guess  he  fig- 
ures they’ll  just  go  to  other  clinics  somewhere.” 

“I  don’t  know  how  to  react  to  that,”  Mr  Moresi  re- 
sponded when  told  of  Dr  Peers’  comment.  He  says  the 
only  thing  he  can  tell  the  residents  at  this  point  is,  “We 
would  encourage  them  to  take  care  of  their  own  needs. 
While  in  the  short  term  it  might  mean  they  select  an- 
other program,  and  we  understand  the  downside  of  that, 
we  really  want  them  to  take  care  of  their  own  needs  until 
we  get  this  resolved.  It  won’t  hurt  my  feelings  if  some- 
body selects  another  program  during  this  year  of  transi- 
tion. I don’t  like  it,  particularly,  but  I don’t  dislike  it 
either.  We  don’t  want  anybody  to  get  hurt,  and  that’s  the 
bottom  line.” 

Gary  Hill,  president  of  Columbia’s  North  Texas  divi- 
sion, says  he  and  Mr  Moresi  cannot  yet  give  Dr  Peers  and 
her  residents  an  answer  on  their  futures  because  they  are 
performing  the  “due  diligence”  work  necessary  “to  deter- 
mine the  direction  that  we  will  take  that  hospital.” 

But  in  general,  Mr  Hill  says,  Columbia  supports  med- 
ical education  programs  because  they  give  it  “an  opportu- 
nity to  associate  with  new  physicians  coming  into  practice” 
and  a “necessary  stream  ol  new  talent  that  we’re  going  to 
need  to  continue  providing  patient  care.” 

Dr  Kubala  worries  that  an  overem- 
phasis on  reducing  hospital  costs,  and 
the  costs  of  all  health  care,  may  be 
harmful  in  the  long  run.  He  says  a 
subcontractor  friend  once  told  him 
some  builders  are  taking  extreme 
measures  to  cut  costs,  and  the  houses 
they’re  building  may  not  last  as  long 
as  they’re  supposed  to.  “Well,  that’s 
the  danger  of  cutting  costs  in  medi- 
cine,” he  said.  “The  house  of  medi- 
cine has  been  built  on  a solid 
foundation.  We  can  only  cut  so  many  costs.  After  a 
while,  if  you  don’t  put  in  enough  studs  to  hold  the  ceil- 
ing, it’s  all  going  to  collapse.”  ★ 
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INSWmC^COWMY  NOW  OFFERS 

PROFESSIONAL  LIABIUTirV 
INSURANCE  TO  TEXAS  PHYSICIANS 


About  Frontier 

Frontier  Insurance  Company  of  New  York  is 
a member  of  the  Frontier  Insurance  Group, 
Inc.  We  are  a licensed  and  admitted  carrier 
in  Texas. 


■ SUPERIOR  POLICY 

■ COMPETITIVE  RATES 

■ FINANCIAL  STABILITY 


Frontier’s  financial  stability  can  be  demon- 
strated by  our  ratings  of  A-  (Excellent)  by 
A.M.  Best  and  A+  by  Standard  & Poor’s 
for  our  claims  paying  ability. 


What  Makes  Frontier  Different? 

■ Consent  to  Settle  Provisions 


Frontier  has  been  recognized  by  Forbes 
Magazine  8 years  in  a row.  We  are  one  of 
only  6 companies  in  the  country  to  have 
that  distinction. 


■ Occurrence  & Claims  Made  Policies 

■ Discounts  for  longevity,  loss  history,  risk 
management  courses  and  board  certification 


Frontier  has  an  office  in  Flouston  dedicated 
to  managing  the  Texas  medical  malpractice 
insurance  program.  This  office  provides 
support  to  our  agents  and  policyholders. 


frontier 

INSURANCE  COMPANY  OF  NEW  YORK 

11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046  • (800)  853-9502 


■ True  Incident  Reporting 

■ Coverage  for  Contractual  Liability, 

HMO  & PPO  Contracts 

■ Defendants  Reimbursement 

■ National  panel  of  defense  experts  working  in 
conjunction  with  local,  experienced,  established 
medical  malpractice  defense  firms 

■A  network  of  independent  insurance  agents 
experienced  in  medical  professional  liability 
insurance 


Contact  one  of  our  agents  for  more  information 


National  Health 
Services 

Houston:  (800)  634-9513 

Insurance  Associates 
of  Texas 

Conroe:  (409)  756-2222 


Aberdeen  Medical 
Insurance  Services 
Houston:  (800)  622-9296 

Texas  American  Insurers 
Ft.  Worth:  (800)  856-3101 

J.S.  Edwards  & Sherlock 
Beaumont:  (409)  832-7736 


PSH  Professional  Services 
San  Antonio:  (210)  609-0000 

Madeley  & Company 
Dallas:  (800)  382-7741 

Eichlitz,  Dennis,  Wray 

& Westheimer 

San  Antonio:  (210)  223-9171 


Tom  Baker  Insurance 
Agency,  Inc. 

Houston:  (713)  467-4491 

Ehrman,  Murphy 
& Company 
Houston:  (713)  464-6291 


Law 


Private  matters 

Will  electronic  medical  records  doom  confidentiality ? 

By  Teri  Lee  Jones  and  Thomas  George,  JD,  LLM 


The  middle-aged  woman  suddenly  collapsed  while 
standing  in  line  at  the  post  office  and  went  into 
cardiac  arrest.  Resuscitated  at  the  scene,  she  was 
rushed  to  a hospital,  where  a technician  found 
her  health-care  identification  card  in  her  purse.  Within  sec- 
onds, the  patients  entire  health  history  was  at  his  fingertips 
— every  drug  she  had  ever  been  prescribed;  every  outpa- 
tient visit,  hospital  stay,  procedure,  or  treatment  she  had 
ever  had.  Just  as  the  patient  arrested  again,  he  saw  the  flash- 
ing message  on  her  computer  record  and  shouted,  “She’s  a 
DNR,  doctor.  End-stage  ovarian  cancer.”  The  emergency 
team  pushed  away  the  crash  cart  and  let  her  line  stay  flat. 
“Someone  call  her  family,”  the  physician  said. 


Such  a scenario  will  be  possible  within  a few  decades, 
experts  say.  Several  national  and  international  groups  are 
racing  to  link  all  components  of  the  health-care  system  — 
physicians’  offices,  clinics,  hospitals,  pharmacies,  and  insur- 
ance companies  — by  computer  networks  in  less  than  20 
years.  Perfecting  electronic  medical  records  is  just 
one  challenge  they  face.  And  while  the  clinical  and 
administrative  advantages  ol  such  a system  appear 
numerous  — instant  access  to  comprehensive  med- 
ical histories,  minimal  records  storage  require- 
ments, built-in  outcome  studies  capabilities,  and 
streamlined  billing  and  remittance  procedures  — 
one  disadvantage  stands  out.  The  potential  lor 
compromised  patient  privacy  and  confidentiality 
would  be  unprecedented  in  a system  where  tremen- 
dous volumes  ol  confidential  information  can  be 
transmitted  just  about  anywhere  in  the  blink  of  an 
eye.  A vision  of  insurers  and  employers  having 
ready  access  to  millions  of  complete  health  histo- 
ries, with  few  legal  restraints,  is  frightening,  indeed. 


Austin  attorney  Thomas  George,  JD,  LLM,  has  a 
postdoctoral  degree  in  health  law  with  a special  emphasis  in 
medical  ethics.  Teri  Lee  JONES  is  an  associate  editor  of 
Texas  Medicine. 


Just  how  quickly  are  we  moving 
toward  electronic  medical  records?  And 
when  we  get  there,  will  they  be  secure? 
Will  new  laws  be  needed  to  protect 
patient  privacy,  and,  if  so,  in  what  state 
of  readiness  are  our  country’s  various 
laws  and  legislative  bodies?  Few  physi- 
cians have  the  time  to  reflect  on  such 
questions  or  to  stop  and  evaluate  every 
technological  advance  in  health-care 
delivery  systems,  especially  administra- 
tive ones.  It  is  among  those  things  physi- 
cians leave  administrators  to  tend  to 
while  they  tend  to  patients. 

Confidentiality  guardians 

But  physicians  take  a personal  vow 
that  insurance  company  and  other  business  executives  dc 
not,  swearing  to  protect  their  patients’  privacy.  The  Hippo- 
cratic oath  states,  “What  I may  see  or  hear  in  the  course  of 
the  treatment  or  even  outside  of  the  treatment  in  regard  to 
the  life  of  men  ...  I will  keep  to  myself.” 
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And  patients  trust  their  physicians 
to  do  just  that.  In  a 1993  Louis  Har- 
ris poll,  87%  ol  respondents  said  they 
believe  their  health-care  providers 
keep  their  medical  information  confi- 
dential, even  though  80%  expressed 
general  concern  about  privacy  threats. 
Seventy-five  percent  said  they  are  con- 
cerned that  a computerized  health- 
care inlormation  system  would  come 
to  be  used  for  many  non-health-care 
purposes. 

Already,  consumer  groups  point  to 
the  Medical  Inlormation  Bureau 
(MIB)  in  Boston  as  one  example  ol  big 
business  pushing  the  boundaries  of 
patient  privacy.  More  than  750  insur- 
ance firms  tap  MIB’s  database  of  some 
15  million  Americans  and  Canadians. 
Insurers  Hag  the  records  ol  individuals 
whose  lifestyles  or  medical  conditions 
might  adversely  affect  their  insurabil- 
ity and  send  the  records  to  MIB. 
Insurers  use  MIB’s  database  primarily 
to  get  inlormation  in  making  decisions 
about  issuing  life  insurance  policies. 

Medicine  is  definitely  not  blind  to 
the  privacy  risks  ahead.  “We  have  a 
vague,  free-floating  sense  of  anxiety 
/about  what  is  coming,”  said  Gordon 
Green,  MD,  dean  ol  allied  health  at 
The  University  of  Texas  Southwestern 
Medical  School  in  Dallas.  “Few  of  us 
fiave  the  experience  with  all  of  the 
possible  pitfalls  of  the  electronic  age. 
We  knowingly  give  up  privacy  every 
ijday;  almost  every  insurance  form 
makes  that  clear.  Hospital  and  clinic 
records  are  accessible  to  many  people. 
And  I expect  that  many  of  us  give  up 
medical  privacy  and  don’t  know  it.  I’m 
pot  sure  there  is  a mechanism  cur- 


rently in  place  to  completely  protect 
Irom  unauthorized  release.” 

Austin  neurologist  David  Duhon, 
MD,  JD,  says  most  people  have  no  idea 
how  vulnerable  their  medical  informa- 
tion really  is.  “Once  they  sign  along  the 
dotted  general-consent  line  when 
choosing  a plan,  they  have  essentially 
signed  away  their  privacy."  Physicians 
will  not  be  able  to  protect  patient  con- 
fidentiality in  the  coming  electronic 
age,  he  says,  because  they  really  can’t 
protect  it  fully  now.  One  of  his  patients 
was  fired  when  his  employer  found  out 
about  his  sleep  disorder.  The  patient 
had  signed  a consent  form  allowing 
direct  employer  access  to  his  records, 
which  Dr  Duhon  had  to  supply. 

“Individual  patients  haven’t  a clue 
how  this  system  works  — and  nobody 
tells  them,”  said  William  J.  Winslade, 
PhD,  JD,  a professor  of  law  at  The 
University  of  Texas  Medical  Branch 
Institute  for  the  Medical  Humanities 
and  at  the  University  of  Houston 
Health  Law  and  Policy  Institute. 
“Insurance  companies  have  the  power 
to  redisclose  inlormation  and  sell  it  to 
other  health-care  interests.  My  students 
are  shocked  when  I point  this  out  to 
them.  Insurance  companies  don’t  tell 
you  when  you  sign  up  that  they’re 
going  to  sell  it,  but  they  get  a waiver 
irom  you  to  redisclose  the  information 
and  patients  don’t  read  the  fine  print. 
Redisclosure  is  one  of  the  ways  insur- 
ance companies  make  money.” 

Russell  Roby,  MD,  JD,  an  Austin 
allergist  who  has  an  Internet  Web  site 
from  which  Internet  browsers  down- 
load information  at  a rate  oi  about 
1,500  times  a month,  says  he  and  his 


computer-sawy  staff  have  watched 
online  as  hackers  have  tried  to  gain 
access  to  his  patient  database.  Dr 
Roby  has  come  to  take  a decidedly 
pessimistic  view  about  privacy  in  the 
electronic  age.  “I  think  we  are  evolv- 
ing toward  a society  with  no  privacy  as 
far  as  medical  records  go  — - or  any- 
thing else  for  that  matter,”  he  said. 
“Your  banker  may  eventually  not  only 
want  your  credit  report,  but  your 
health  record  as  well,  and  he  will 
probably  have  access  to  it.  I don’t 
think  there’s  anything  to  prevent  it.” 

Building  Big  Brother 

For  all  of  the  different  computer  sys- 
tems in  the  health-care  world  to  one 
day  be  able  to  exchange  patient  infor- 
mation, they  must  all  conform  to  cer- 
tain software  standards  — otherwise 
the  computers  will  not  be  able  to  com- 
municate. And  there  have  been  signifi- 
cant developments  in  the  last  year  or 
two  toward  setting  uniform  standards, 
according  to  Mike  Rawlins,  a Dallas- 
area  software  consultant  who  specializes 
in  electronic  data  interchange.  “But  the 
health-care  community  has  the  same 
problems  other  businesses  and  indus- 
tries do,  in  that  you’ve  got  different  data 
stored  in  different  places  in  different 
formats  on  different  systems.  And  it’s 
just  a very  time-consuming,  laborious 
exercise  to  get  uniformity.” 

The  premier  organization  working 
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to  establish  uniformity  is  the  American 
National  Standards  Institute  (ANSI),  a 
private  governing  body  that  accredits 
other  groups  who  create  software  stan- 
dards businesses  may  adopt  voluntar- 
ily. One  group  that  ANSI  accredits, 
called  the  Accredited  Standards  Com- 
mittee XI 2 (ASC  XI 2),  has  been 
responsible  for  advances  in  setting  uni- 
form standards  for  electronic  data 
interchange,  or  computer-to-com- 
puter  exchange  of  information.  Mem- 
bership in  ASC  XI 2 (X12  identifies 
the  kind  of  electronic  data  interchange 
involved)  is  open  to  any  interested 
party.  “Setting  health-care  standards 
has  for  the  most  part  been  dominated 
by  the  insurance  companies,”  Mr 
Rawlins  said.  “In  fact,  the  work  in 
health  care  is  going  on  in  a working 
group  underneath  an  ANSI  insurance 
subcommittee.  To  me,  that’s  kind  of  a 
strange  place  for  it  to  park.  It  shows 
the  influence  of  insurance  on  the 
whole  process.” 

The  Medical  Records  Institute 
(MRI),  a group  in  Massachusetts  ded- 
icated to  applied  research  in  electronic 
health  record  systems  and  educating 
the  public  about  them,  has  named  five 
stages  of  computerization  that  must 
happen  to  establish  a fully  electronic 
health-care  industry.  The  fifth  and  last 
level,  called  the  electronic  health 
record,  would  combine  into  one 
record  any  and  all  health-related  infor- 
mation about  a patient,  such  as  dental 
care,  chiropractic  visits,  and  wellness 
information.  By  the  year  2016,  when 
electronic  health  records  are  expected 
to  be  operational,  most  components  of 
the  health-care  industry  should  be 
linked  by  computer  networks  as  well. 

How  secure  is  secure? 

“In  looking  at  big-picture,  generic 
data  security,  there  is  no  absolute  way 
to  secure  a computer  system  without 
completely  unhooking  it  from  the 
outside  world  and  putting  it  in  a 
locked  room  behind  several  layers  of 
vaults,”  Mr  Rawlins  said.  “As  soon  as 
you  enable  a network  connection  to 
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the  outside  world,  it  is  vulnerable.”  A 
principal  goal  in  developing  electronic 
medical  recorcis  is  to  ultimately  link 
all  of  the  players  in  health-care  deliv- 
ery through  computer  networks.  And 
those  in  the  forefront  of  developing 
such  systems  say  a measure  of  caution 
[is  healthy,  but  unwarranted  fear  is  not. 
“The  public  is  worried  and  thinks 
computers  are  not  safe,”  said  Peter 
Haegeman,  MRI  executive  director. 
“The  reality  is  that  computer  systems 
■can  be  much  more  safe  and  secure 
than  any  paper  system.” 

A practice  the  Romans  started 
■some  2,000  years  ago  during  the  Gal- 
lic wars  holds  the  most  promise  for 
computer  security.  The  Romans 
encrypted  messages  by  shifting  the 
jalphabet  forward  three  letters.  Today, 
.'complex  mathematical  algorithms 
(determine  computer  encryption  tech- 
nology and  can  be  compared  to  locks. 
Strong  encryption  algorithms,  like 
istrong  locks,  require  more  time  and 
leffort  to  break. 

Encryption  works  by  applying  a 
(cryptography  key  to  lock  information, 
iand  it  usually  uses  one  of  two  means  to 
lock  and  unlock  information.  One 
method  employs  a single  private  key 
that  two  parties  use  to  both  encrypt  and 
|decrypt.  In  the  second  method,  which 
ensures  the  identity  of  the  sender,  one 
party  uses  a private  key  to  encrypt  mes- 
sages, which  can  then  be  unlocked,  or 
decrypted,  by  a public  key. 

Computer  experts  say  that 
although  encryption  technology  is 
Istrong,  it  is  not  foolproof.  “If  you  put 
enough  computing  horsepower  onto 
!any  security  encryption  method,  you’ll 
be  able  to  crack  it  eventually,”  Mr 
Rawlins  said.  “The  question  is,  how 
hard  are  you  going  to  make  it  for 
someone  to  do  that?”  One  way  is  to 
change  keys  more  frequently  than 
someone  can  figure  them  out.  “We 
have  the  technology  to  allow  various 
levels  of  security  on  just  about  any  data 
(object,”  he  said.  “The  question  really  is 
not,  ’How  strong  is  our  technology?’ 
The  question  is,  ’Who  will  administra- 
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tors  give  keys  to  — who  will  be 
allowed  to  have  access  to  the  data?”’ 

Politics  of  privacy 

Such  questions  bring  this  technology- 
driven  debate  into  the  arena  of  law, 
where  some  experts  say  insufficient 
protection  exists  even  now.  Tested  and 
accepted  legal  tenets  and  directives 
have  already  been  left  behind  by  the 
daily  innovations  of  computerized 
technology,  they  say,  and  it  may  be  a 
rocky  road  while  law  tries  to  catch  up. 

More  than  half  the  country 
(56%  according  to  the  Louis  Har- 
ris poll)  favors  enacting  strong 
federal  privacy  laws,  and  most 
Americans  believe  they  already 
exist.  Although  the  Privacy  Act  of 
1974  recognized  privacy  as  a con- 
stitutional right,  it  only  addresses 
records  kept  by  federal  agencies 
and  hospitals.  Other  federal  laws 
protect  medical  records  privacy  of 
individuals  involved  in  specific 
federal  programs,  such  as  Medic- 
aid and  Medicare,  but  no  compre- 
hensive law  protects  the  privacy  of 
all  Americans. 

Dr  Winslade  says  we  have 
needed  a federal  privacy  law  for  20 
years,  but  that  “the  US  has  had  a ter- 
rible time  reaching  a consensus  on  pri- 
vacy because  so  many  special  interest 
groups  and  political  forces  have  sabo- 
taged it.” 

At  press  time,  the  first  comprehen- 
sive federal  law  addressing  privacy  for 
patient  records  was  moving  through 
Congress.  The  Medical  Records  Confi- 
dentiality Act,  sponsored  by  Sen 
Robert  Bennett  (R-Utah),  has  had 
bipartisan  support  as  well  as  criticism 
from  several  groups,  including  the 
American  Medical  Association.  The 
bill  was  lifted  virtually  intact  from  Pres- 
ident Clinton’s  National  Health  Care 
Reform  proposal,  and  while  the  AMA 
supports  the  bill’s  mission,  it  says  it 
does  not  set  high  enough  standards. 

Historically,  protecting  privacy  has 
been  left  up  to  states,  whose  laws  pro- 
vide varying  levels  of  protection.  State 


laws  typically  require  health-care 
providers  to  preserve  patient  confi- 
dentiality, but  often  do  not  address 
the  responsibilities  of  employers  and 
insurers.  “We  have  50  different  state 
laws  and  a piecemeal  bit  of  federal  leg- 
islation that  only  applies  to  federal 
jurisdictions,”  Dr  Winslade  said. 
“Current  laws  fail  to  cover  many 
important  privacy  and  confidentiality 
issues.”  Even  when  laws  seem  to  pro- 
tect privacy  and  confidentiality,  Dr 
Winslade  says,  they  usually  lack  suffi- 


cient regulations  or  penalties  to  ade- 
quately protect  patients’  interests. 

In  principle,  privacy  and  confiden- 
tiality issues  are  no  different  in  a 
paper-based  or  a computerized  sys- 
tem, even  though  the  privacy  risks  in 
the  latter  are  greater.  Yet,  for  a strong 
law  to  ever  be  enacted,  Dr  Winslade 
predicts  it  will  take  some  “egregious 
violation  of  privacy  or  a controversial 
case  before  conflicting  special  interests 
finally  see  the  wisdom  of  finding  at 
least  a compromise  solution.  It  usually 
takes  some  triggering  event  to  mobi- 
lize the  government  to  act  in  the  face 
of  so  many  competing  interests.”  ★ 


“We  have  50  different 
state  laws  and  a 
piecemeal  bit  of 
federal  legislation 
that  only  applies  to 
federal  jurisdictions. 
Current  laws  fail 
to  cover  many 
important  privacy  and 
confidentiality  issues.” 
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Dangerously  rewed 

Ephedrine  misuse  poses  health  hazards 

By  Teri  Lee  Jones,  Associate  editor 


When  she  couldn’t  shed  those  few  extra 

pounds  after  her  third  baby  was  born, 
Theresa  Sterricker  took  a piece  of  advice 
that  could  have  turned  deadly.  After  a 
friend  recommended  a “natural”  nutritional  supplement  to 
help  her  lose  weight,  the  Austin  woman  eagerly  ordered 
some  through  a multilevel  marketing  concern.  What  she 
didn’t  know  was  that  it  contained  the  stimulant  ephedrine. 


In  its  synthetic,  pharmaceutical  form,  ephedrine  is  used 
as  a bronchodilator  for  asthma  patients  and  is  sold  over  the 
counter  in  Texas.  Ephedrine  is  also  found  naturally  in  the  ma 
huang  plant,  from  which  it  is  extracted  and  added  to  a host 
of  products  also  sold  without  prescription  in  the  state.  Both 
in  its  synthetic  form  and  in  ma  huang,  ephedrine’s  molecu- 
lar structure  is  very  similar  to  that  of  methamphetamine. 

Shortly  after  taking  the  product  containing  ma  huang 
alkaloids,  Mrs  Sterricker  experienced  the  kinds  of  symptoms 
that  have  sent  hundreds  of  Texans  to 
their  local  emergency  departments.  “I 
felt  like  I was  having  a heart  attack,” 
she  said.  “My  heart  started  pounding 
super  hard,  and  it  hurt.  I kept  taking 
deep  breaths,  and  I couldn’t  calm 
down.  I felt  like  the  thing  had  control 
of  my  body.  ” 

Donald  J.  Gordon,  MD,  PhD,  direc- 
tor of  emergency  medical  services  for  the 
City  of  Austin,  says  patients  frequently 
present  to  his  emergency  department 
with  a laundry  list  of  similar  symptoms: 
hyperventilation,  irregular  heartbeat, 
even  hallucinations.  “We’ve  learned  to 
ask  right  away  if  they’ve  been  taking  any 
dietary  supplements.” 


Nature’s  speed 

Gary  Coody,  RPH,  a Texas  Depart- 
ment of  Health  (TDH)  senior  phar- 
macist, says  he  fields  phone  calls  from 
people  who  have  had  adverse  reactions 
to  products  bought  in  health-food, 
convenience,  or  drug  stores,  or 
ordered  through  the  mail.  “People 
believe  in  ‘natural’  products.  They 
believe  they  are  safe.  And  it  concerns 
me  when  kids  can  so  easily  get  their 
hands  on  a stimulant  as  powerful  as  ephedrine.”  Many  food 
supplement  products  also  contain  other  herbs,  such  as  kola 
nut  and  guarana,  which  are  natural  sources  of  caffeine. 

Products  that  advertise  ephedrine’s  stimulant  effect  have 
brand  names  such  as  Mini-Thins,  Heads  Up,  Max  Alert, 
GoPower,  Turbo-tabs,  and  357  Magnum.  Some  examples 
of  those  that  promise  enhanced  athletic  performance  are 
Ripped  Fuel,  Mega  Ripped,  Cyclo  Pump  Anabolic 
Enhancer,  and  Liquid  Super  Cuts. 


Some  products  containing  ephedrine  are  mar- 
keted for  their  supposed  health  benefits.  Others 
target  consumers  looking  to  get  high. 
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Ephedrine  has  also  become  a prime 
precursor  chemical  in  making  street 
speed,  or  methamphetamine,  Mr 
Coody  says,  and  new  products  con- 
taining ephedrine  are  now  being  sold 
as  legal  substitutes  for  the  illicit  hallu- 
cinogenic drug  Ecstasy,  or  MDMA. 
Typically  marketed  at  concerts, 
“head”  shops,  and  on  the  Internet, 
they  have  names  like  Herbal  Ecstasy 
and  Cloud  9. 

While  these  street  drugs  pose  a 
clear  danger,  dietary  supplements  are 
the  broader  problem.  Many  people 
have  no  idea  they  will  be  ingesting  a 
powerful  stimulant  when  they  take 
certain  dietary  supplements. 

Of  the  patients  he  has  seen  who 
have  experienced  adverse  reactions  to 
ephedrine,  Dr  Gordon  says  most  are 
surprised  when  he  tells  them  they’ve 
been  taking  an  amphetamine.  “They’re 
not  drug  addicts,’’  Dr  Gordon  said. 
“They  are  everyday  people  — young 
mothers,  teenagers,  and  athletes  who 
thought  they  were  getting  a natural 
boost  to  lose  weight  or  build  muscle.” 

Regulatory  cracks 

Since  1993,  TDH  has  identified  more 
than  900  cases  of  adverse  reactions  to 
ephedrine,  including  reports  of  8 
deaths  that  may  be  related  to  its  use. 
TDH  has  proposed  rules  to  place 
ephedrine  drug  products  on  prescrip- 
tion status,  as  it  is  in  many  other  states. 
Last  August,  the  Food  and  Drug 
Administration  (FDA)  began  a similar 
effort  and  is  currently  reviewing  public 
comments  on  proposed  rules. 

But  even  if  the  FDA  and  TDH 
succeed  in  placing  ephedrine  drug 


products  on  prescription  status,  which 
is  likely,  ephedrine  alkaloids  from  ma 
buang,  the  type  added  to  food  and 
dietary  supplements,  would  remain 
virtually  unregulated.  TDH  and  the 
FDA  have  considered  further  restric- 
tions for  these  products  as  well,  but 
that  effort  pits  both  agencies  against 
the  vast  and  growing  herbal  nutri- 
tional supplement  industry. 

When  the  FDA  signaled  its  inten- 
tions in  1993  to  tighten  regulations 
for  this  industry,  it  responded  with  a 
multimillion-dollar  campaign  that 
resulted  in  the  Health  Education  Act 
of  1994.  That  law  created  a broad 
new  category,  separate  from  food  or 
drugs,  that  is  practically  free  from 
FDA  regulation.  The  new  category 
includes  vitamins,  minerals,  herbs, 
and  amino  acids. 

Experts  estimate  that  nearly  half  of 
all  Americans  take  such  supplements. 
No  one  doubts  that  many  herbs  have 
medicinal  effects,  Mr  Coody  says,  but 
currently  there  are  no  quality-control 
manufacturing  regulations  for  such 
products.  The  makers  do  not  have  to 
prove  the  products  are  safe,  and  they 
make  claims  without  evidence. 
“Unlike  drug  manufacturers,  food 
supplement  manufacturers  are  not 
required  to  track,  investigate,  or 
report  to  anyone  any  adverse  reactions 
to  their  products,”  Mr  Coody  said. 

Since  passage  of  the  1994  act, 
manufacturers  have  made  more  and 
more  drug  claims  for  herbal  products, 
Mr  Coody  says.  “When  you  start  say- 
ing your  product  has  the  effect  of  a 
drug,  you’re  making  it  a drug,  and  you 
should  have  to  comply  with  the  same 


standards  as  the  pharmaceutical 
industry,”  he  contended.  “The  prob- 
lem is,  we  don’t  have  a system  to 
ensure  that  buyers  get  what  they  think 
they  are  getting.” 

Last  year,  after  media  reports  of 
adverse  ephedrine  reactions  and  after 
TDH’s  push  for  stricter  regulations, 
the  American  Herbal  Products  Associ- 
ation called  for  its  members  to  place  a 
warning  label  on  products  containing 
ephedrine.  Although  that  is  a step  in 
the  right  direction,  Mr  Coody  says, 
there  is  still  no  way  to  know  exactly 
how  potent  the  ephedrine  dosages  are 
in  most  herbal  products. 

But  representatives  of  the  nutri- 
tional supplement  industry  say  the 
industry  has  done  a good  job  of  polic- 
ing itself  and  that  it  was  just  a few  bad 
apples  who  “spiked”  their  products 
with  concentrated  ephedrine.  “As  a nat- 
ural herbal  product,  the  plant  ephedra 
won’t  hurt  anybody  because  you  can’t 
get  that  much  dosage  out  of  it,”  said 
Gary  Krahmer  of  Poly-labs  Pharma,  a 
Gainesville  company  that  makes  nutri- 
tional supplements,  including  ones  that 
contain  ma  buang.  “Herbs  are  made  to 
be  taken  in  their  natural  state.  They  are 
not  made  to  be  taken  in  concentrated 
form  or  in  megadoses.” 

Ephedrine  may  not  be  the  most  seri- 
ous menace  to  public  health,  but  Texas 
physicians  should  be  alert  for  its  use  in 
their  patients  and  should  especially 
warn  patients  who  are  hypertensive  or 
have  heart  problems,  Dr  Gordon  says. 
“It  doesn’t  look  like  this  problem  will  go 
away  anytime  soon.”  ★ 
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Firearms  continue  to  be 
the  leading  cause 
of  injury  mortality  in  Texas 

By  David  F.  Zane,  MS;  Mary  Jo  Preece; 

Patti  J.  Patterson,  MD,  MPH; 

Erik  K.  Svenkerud,  MD,  MPH; 
and  Dennis  M.  Perrotta 


In  1994,  for  the  filth  straight  year, 
more  Texans  were  killed  by 
firearms  than  by  motor  vehicles. 
The  Texas  Department  of  Health  rou- 
tinely reviews  death  records  of  Texas 
residents  to  determine  changing 
trends.  In  1990,  guns  surpassed  motor 
vehicles  as  the  leading  cause  of  injury 
mortality  in  the  state  (1).  Texas  was 
the  first  state  to  report  this  trend  to 
federal  health  officials  (2).  The 
methodology  employed  in  tracking 
firearm-related  mortality  has  been 
described  elsewhere  (2). 

The  statistics  for  1 994  demon- 
strate this  pattern  has  continued  in 
Texas  (Fig  1).  In  1994,  there  were 


PhD,  CIC 

3,396  deaths  associated  with  guns, 
compared  with  3,307  fatalities  related 
to  motor  vehicles  (3). 

Between  1993  and  1994,  the  num- 
ber of  Texans  killed  by  bullets 
declined  2%  (from  3,436  to  3,396), 
while  fatalities  related  to  motor  vehi- 
cles increased  4%  (from  3,184  to 
3,307)  (3). 

The  overall  decrease  in  firearm- 
related  deaths  from  1993  to  1994  can 
be  attributed  to  a 3%  decline  (from 
1,612  to  1,561)  in  firearm-related 
homicides,  a 26%  decline  (from  1 56 
to  116)  in  unintentional  shooting 
deaths,  and  a 47%  decline  (from  131 
to  70)  in  those  deaths  that  were  related 


to  legal  or  undetermined  circum- 
stances. Although  there  were  decreases 
as  noted  above,  there  was  a 6% 
increase  (from  1,557  to  1,649)  in  the 
number  of  firearm-related  suicides. 

Although  motor  vehicles  continue 
to  be  the  leading  injury  killer  among 
Texas  children  and  youths  (younger 
than  20  years  ol  age),  the  gap  between 
motor  vehicles  and  firearms  has 
decreased  since  1980  (Fig  2). 

In  1980,  1,047  children  and 
youths  died  Irom  motor-vehicle- 
related  injuries,  and  364  children  and 
youths  died  as  a result  ol  gunfire.  In 
1994,  676  children  and  youths  were 
killed  by  motor  vehicles,  and  528  died 
Irom  gunfire.  Thirteen  children  under 
the  age  of  10  years  died  as  a result  of 
gunfire  in  1994. 

Note:  Since  the  mid-1960s,  the 
death  rate  for  motor-vehicle-related 
crashes  in  Texas  and  throughout  the 
United  States  has  declined  substan- 
tially (4).  This  has  been  the  result  of 
the  construction  of  safer  vehicles  and 
highways;  increased  use  of  safety  belts, 
motorcycle  helmets,  and  child  passen- 
ger restraints;  reductions  in  the  levels 
ol  alcohol-impaired  driving;  and 
lower  speed  limits  (5). 
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Fig  1.  Motor  vehicle  and  firearm-related  deaths  in  Texas,  1980—1994. 


Fig  2.  Firearm  and  motor  vehicle  deaths  for  Texans  younger  than  20  years  of  age,  1980—1994. 
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Representation, 
Education  and 
Networking 


TWenty  Seventh  Assembly  Meeting 
June  20- June  24, 1996 
Chicago  Marriott  Hotel 
Chicago,  IL 

With  a stronger  voice,  comes  greater  action 

Send  a medical  staff  representative  to  the  1996  Annual  American  Medical 
Association  Organized  Medical  Staff  Section  (AMA-OMSS)  Assembly  Meeting, 
June  20-24  in  Chicago  and  have  your  voice  heard.  This  meeting  serves  as  a forum 
for  discussing  issues  and  crafting  policies  that  impact  our  nation’s  health  care  as 
well  as  physician  practice.  Whether  they  be  individual  or  collective  interests 
centering  on  managed  care,  quality  improvement,  antitrust,  medical  ethics,  due 
process,  or  peer  review  the  OMSS  wants  your  views  and  participation  in  helping  to 
shape  the  future  of  medicine.  The  meeting  also  offers  opportunities  to  network 
with  colleagues  and  learn  about  new  products  and  services  from  exhibitors. 

Highlights  of  the  June  meeting  include  an  information  exchange,  which  builds  on 
the  December  1995,  program  theme,  “Creating  the  Future  and  Getting  There 
First.”  Physicians  will: 

• Gain  insight  into  the  “ nuts  and  bolts”  of  establishing  a viable,  autonomous 
organization,  and 

• Explore  various  ways  physicians  can  band  together  to  become  market  leaders. 

In  addition,  an  education  program,  “Keys  to  Influencing  Physician  Performance 
and  Developing  Successful  Clinical  Pathways,”  will  help  physicians: 

• Master  outcomes  measurement  and  management, 

• Differentiate  between  outcomes  measurements  and  clinical  pathways,  and 

• Understand  the  success  factors  for  developing  clinical  pathways. 

Plan  now  to  attend  this  stimulating  and  informative  meeting.  The  Thursday 
evening  Information  Exchange  and  OMSS  Educational  Program  on  Friday 
afternoon  are  sure  to  provide  information  useful  to  your  organized  medical  staff. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for 
physicians.” 

“The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award.” 

For  more  information,  please  call  800  AMA-3211  and  ask  for  the  AMA’s 
Department  of  Organized  Medical  Staff  Services. 
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Prescription  errors  are  the  second  most 
frequent  malpractice  claim  filed  against 
physicians  in  the  United  States.  Drug 
claims  are  also  the  second  most  expensive 
dispute  that  all  physicians  confront,  and 
primary  care  physicians  account  for  most 
of  those  claims.  Family  practitioners, 
internists,  and  other  primary  care  physi- 
cians are  the  physicians  who  will  benefit 
most  from  acquiring  further  knowledge 
of  c linical  pharmacology.  Such  knowl- 
edge will  lead  to  a consistent  approach  to 
qualitative  and  quantitative  decision 
making  in  the  therapeutics  of  patient 
management.  Knowledge  of  clinical 
pharmacology  shoidd  allow  practition- 
ers to  distinguish  drug-related  events 
from  unpredictable  changes  in  the  course 
of  the  disease  and  should  provide  a 
diversified  knowledge  about  objective 
therapeutics  that  will  allow  these  clini- 
cians to  individualize  therapy. 


Dr  de  Sousa,  Visiting  Professor  of  Pharmacol- 
ogy, Immunology,  and  Medical  Microbiology, 
University  of  North  Texas  Health  Science  Cen- 
ter at  Fort  Worth,  Tex.  Send  reprint  requests  to 
Dr  de  Sousa,  Department  of  Medical  Microbi- 
ology and  Immunology,  Room  2-428E,  3500 
Camp  Bowie  Blvd,  Fort  Worth,  TX  76107- 
2699. 
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Prescription  problems: 

clinical  pharmacology  and  lawsuits 


Byron  de  Sousa,  MD,  PhD 


According  to  a recent 
study  released  by  the  Physi- 
cians Insurers  Association  of 
America  (PIAA)  (1),  prescription 
errors  are  the  second  most  frequent 
and  the  second  most  expensive  mal- 
practice claim  filed  against  physicians. 
The  population  studied  comprised 
393  cases  of  indemnity  (compensa- 
tion for  damage,  loss,  or  hurt 
incurred)  claim  payments  that  were 
made  by  insurance  carriers  belonging 
to  members  of  PIAA.  The  total 
indemnity  paid  in  that  study  exceeded 
$47  million  with  a mean  of  almost 
$121,000.  Although  indemnity  pay- 
ments varied  from  $5,000  to  more 
than  $2,000,000,  most  of  the  claims 
(74%)  had  compensation  payments  of 
$100,000  or  less. 

The  most  common  medication 
error  claimed  is  inaccurate  or  unsuit- 
able dosage,  accounting  for  about 
11%  of  the  total  number  of  claims, 
followed  by  medication  inappropriate 
for  the  medical  condition,  accounting 
for  almost  10%.  The  other  most  fre- 
quent prescribing  mistakes  are  listed 
on  Table  1 , which  depicts  the  12  most 
common  prescription  errors  commit- 
ted by  physicians  in  the  PIAA  study. 
The  words  “inaccurate,”  “inappropri- 
ate,” and  “unsuitable”  or  “incorrect” 
frequently  suggest  a lack  of  or  defi- 
cient knowledge  of  therapeutics. 

Drug  claims  are  the  second  most 
expensive  dispute  that  all  physicians 
confront.  Primary  care  physicians 
account  for  most  of  those  claims,  ie, 
almost  60%  of  all  drug  prescription 
claims.  Internal  medicine  and  family 
practice  ranked  either  first  or  second 
as  the  specialties  involved  most  repeat- 
edly in  9 out  of  the  12  drug  classes 
most  often  involved  in  claims,  and  the 
new  trend  towards  managed  care  is 
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likely  to  further  aggravate  problems 
for  primary  care  physicians.  The  third 
and  fourth  most  frequent  prescribing 
mistakes  in  those  claims  include  fail- 
ure to  monitor  for  medication  side 
effects  and  communication  break- 
down between  physician  and  patient. 

In  this  study,  of  27  drug  classes 
identified,  the  3 most  commonly 
involved  in  claims  were  antibiotics, 
glucocorticoids,  and  the  narcotic 
group  comprising  the  narcotic/non- 
narcotic  analgesics/narcotic  antago- 
nists. These  3 drug  classes  were 
calculated  to  make  up  about  35%  of 
total  claims  and,  also,  accounted  for 
30%  of  deaths.  The  narcotic  group 
alone  accounted  for  1 8%  of  those 
deaths,  the  most  of  any  drug  class. 

In  all,  the  27  drug  classes  in  this 
study  were  involved  in  83  deaths.  The 
number  of  deaths  accounted  for  more 
than  21%  of  the  total  number  of 
cases.  The  claimed  medication  error 
was  either  a direct  or  a major  con- 
tributing factor  in  84%  of  those 
deaths.  The  most  common  medica- 
tion errors  in  the  death  claims  were 
incorrect  dose  and  medication  inap- 
propriate for  the  medical  condition. 
Among  the  total  393  cases,  541  com- 
plications were  reported.  The  major 
complications  are  shown  in  Table  2, 
and  the  five  most  common  complica- 
tions account  for  about  54%  of  the 
total.  About  42%  of  the  claims 
involved  significant  permanent 
injuries,  including  deaths. 

The  most  common  significant  com- 
plication, overall,  occurring  in  15%  of 
the  cases,  was  central  nervous  system 
injury,  with  the  narcotics  and  minor 
tranquilizers  as  the  most  frequently 
involved  drug  classes.  The  major  mis- 
takes considered  to  cause  “damage”  to 
the  central  nervous  system  were  incor- 


rect  dosages  and  failure  to  monitor  either 
drug  usage,  drug  effects,  or  drug  side 
effects.  More  than  1 ,000  prescription 
errors  were  reported  in  the  393  cases, 
and  the  primary  care  physician  was 
involved  in  about  70%  of  them,  fol- 
lowed by  the  nurse  and  the  pharmacist 
with  13%  and  8%,  respectively. 

Drug  addiction  is  a frequent  claim 
with  prescription  drugs  nowadays, 
mostly  with  narcotic  analgesics,  minor 
tranquilizers  (mostly  benzodiazepines), 
and  combinations  ol  analgesics  and 
tranquilizers.  Patients  have  the  idea 
that  they  are  not  responsible  for  taking 
too  much  of  a drug.  The  message  is 
that  you,  the  physician,  should  warn 
them  of  the  possibility  they  can 
become  addicted,  and  you  are  at  fault  if 
they  become  addicted  to  these  drugs. 
Drug  allergic  reactions  took  place  in 
14%  of  the  claims  at  an  increased  rate 
with  antibiotics,  nonsteroidal  anti- 
inflammatory drugs,  anticonvulsants, 
and  diuretics.  Table  3 shows  the  1 0 
I drug  classes  most  commonly  involved 
in  the  prescription  errors  claims  as  per- 
centages of  the  number  ol  total  claims. 

Malpractice  claims  against  doctors 
will  probably  never  leave  us;  however, 
these  claims  can  be  minimized  signifi- 
cantly. Physicians  can  do  two  things 
to  reduce  the  number  ol  patient 
injuries  and  the  accompanying  mal- 
practice claims  from  medication 
errors:  first,  pay  attention  to  the 
patient’s  history  ol  drug  allergic  reac- 
tions and  replace  a problematic  agent 
with  a drug  that  is  less  likely  to  cause 
■ such  an  adverse  reaction,  and,  second, 
in  the  case  of  narcotic  analgesics  and 
tranquilizers,  or  their  combinations, 
talk  to  the  patient,  explain  to  him  or 
her  what  the  rationale  for  your  pre- 
scription is,  and  what  the  problems  or 
adverse  effects  ol  taking  those  drugs 


Table  1.  The  12  most  common  prescription  errors  committed  by  physicians.* 


Prescription  Error 

Percent  of  Error 

Unsuitable  dosage 

1 1 

Drug  usage  innapropriate  for  condition 

10 

Failure  to  monitor  drug  side  effect 

8 

Communication  breakdown  between  physician  and  patient 

7 

Failure  to  monitor  serum  drug  concentration 

5 

Inadequate  knowledge  of  drug 

5 

Drug  of  first  choice  not  used 

5 

Innappropriate  treatment  length 

5 

Failure  to  monitor  drug  effect 

5 

Inadequate  history 

5 

Inadequate  charting 

4 

Failure  to  observe  drug  allergies 

4 

*Adapted  from  reference  4. 

Table  2.  The  1 0 most  common 

complications  due  to  prescription  errors.* 

Complication 

Percent  ofTotal  Complications 

Central  nervous  system 

15 

Allergy 

11 

Cutaneous 

10 

Cardiovascular 

9 

Respiratory 

9 

Bleeding 

7 

Metabolic 

6 

Addiction 

6 

Neuropsychiatric 

5 

Musculoskeletal 

4 

‘Adapted  from  reference  4. 

Table  3-  The  10  most  common  drug  classes 

involved  in  prescription  errors.* 

Drug  Class 

Percent  of  Cases 

Antibiotics 

14 

Glucocorticoids 

12 

Narcotics 

10 

Aspirin/NSAIDs 

7 

Topicals/ dermatologicals/ ophthalmics 

7 

Antihypertensive/cardiovascular 

5 

Minor  tranquilizers/sedatives 

5 

Major  tranquilizers 

5 

Anticoagulants 

4 

Respiratory 

4 

*Adapted  from  reference  4.* 
NSIDS=nonsteroidal  anti-inflammatory  drugs 
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are.  Document  on  the  patient’s  chart 
or  progress  notes  when  and  how,  you, 
the  doctor,  presented  that  information 
to  the  patient.  This  is  a cost-effective 
recommendation  in  the  sense  that  it 
can  benefit  doctors  and  patients  (2). 

Based  on  the  available  data,  we  can 
infer  that  advancing  development  in 
physicians’  diagnostic  competencies 
does  not  seem  to  be  paralleled  by 
improvement  in  their  therapeutic  deci- 
sions. Thus,  clinical  pharmacology  (3,4) 
needs  to  become  an  integral  and  sig- 
nificant component  of  each  medical 
school’s  curricula  and  a requirement  in 
continuing  medical  education  courses. 

Conclusions 

A rational  approach  to  medical  thera- 
peutics must  take  into  consideration 
the  fact  that  no  drug  is  completely  free 
from  side  effects,  and  a desired  phar- 
macologic effect  in  one  patient  may 
be  an  undesirable  side  effect  in 
another.  To  make  a sound  judgement 
on  the  patient’s  therapy,  the  physician 
who  has  a solid  knowledge  of  clinical 
pharmacology  will  be  likely  to  have  a 
reasonable  confidence  of  the  diagno- 
sis, to  understand  the  pathophysiol- 
ogy of  the  disease,  to  have  a reasonable 
knowledge  of  the  pharmacodynamics 
and  pharmacokinetics  of  the  drugs 
available,  to  choose  the  medication 
and  dose  that  are  likely  to  be  optimal 
for  the  patient  receiving  treatment,  to 
pick  and  to  aggressively  monitor  the 
patient  for  end  points  of  efficacy  and 
toxicity,  and  to  develop  an  agreement 
with  the  patient  to  change  the  treat- 
ment regimen  depending  on  the 
intended  (therapeutic)  or  unintended 
(adverse)  responses.  Inasmuch  as  it 
aims  at  a rational  approach  to  thera- 
peutics and  requires  the  knowledge  of 


both  pharmacology  and  medicine, 
clinical  pharmacology/  should  help  the 
practicing  physician  to  avoid  errors  in 
prescribing  medications. 

References 

1 . Physicians  Insurers  Association  of  Amer- 
ica. Medication  Error  Study.  Washington, 
DC:  Physicians  Insurers  Association  of 
America;  1993:1-44. 

2.  Leaman  TL,  Saxton  JW.  Preventing  Mal- 
practice: The  Co-active  Solution.  New  York, 
NY:  Plenum  Medical  Book  Co;  1993. 

3.  De  Sousa  B.  Clinical  Pharmacology  and 
Rational  Therapeutics:  A Course  Proposal. 
Fort  Worth,  Tex:  University  of  North  Texas 
Health  Science  Center  at  Fort  Worth; 
1994:1-6. 

4.  Nierenberg  DW,  Stukel  TA.  The  effects  of 
a required  fourth-year  clinical  pharmacol- 
ogy course  on  student  attitudes  and  subse- 
quent performance.  Clin  Pharmacol  Ther. 

1986;40:488-493. 


6o 


TEXAS  MEDICINE  ★ MAY  1996 


Unplanned  pregnancy  is  a major  public 
health  problem  in  the  United  States. 
Emergency  contraception  has  the  poten- 
tial to  significantly  decrease  the  inci- 
dence. The  Yuzpe  regimen  is  highly 
effective  but  woefully  underutilized. 
Mechanisms  of  action  of  hormonal 
emergency  contraception  will  be  dis- 
cussed as  well  as  appropriate  indications 
for  use,  patient  counseling  issues,  and 
future  methods. 
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Emergency  contraception, 
a method  whose  time  has  come:  an  update 


Herbert  P.  Brown,  MD 


The  numbers  are 

staggering  — of  the  3.5  mil- 
lion unintended  pregnancies 
each  year  in  the  United  States,  almost 
half  occur  in  women  or  in  couples 
using  no  contraception  (1).  Despite 
the  availability  of  highly  effective 
methods  of  contraception,  many  preg- 
nancies continue  to  be  unplanned  or 
unwanted.  I he  causes  are  complex  as 
are  the  solutions;  many  factors  are 
social  rather  than  medical.  However,  a 
safe  and  efficacious  prevention  for 
many  of  these  unintended  pregnancies 
is  readily  available  but  has  been  woe- 
fully underutilized:  emergency  contra- 
ception (EC).  Synonyms  for  EC  are 
contragestion,  interception,  morning- 
after  pill,  and  postcoital  contraception. 

Why  is  EC  used  so  little?  Because 
the  public  lacks  awareness.  A recent 
Kaiser  Family  Foundation  study  showed 
that  the  problem  seems  not  so  much 
with  lack  of  information  on  the  part  of 
health  professionals  but  their  reluctance 
to  routinely  discuss  the  issue  with 
patients.  As  a result,  the  public  is  mostly 
unaware  of  the  availability  and  utility  of 
the  method  ( The  New  York  Times, 
March  29,  1995).  Reliable  estimates 
suggest  that  as  many  as  1.7  million 
unplanned  pregnancies  and  up  to  0.8 
million  voluntary  abortions  per  year  in 
our  country  could  be  averted  if  EC  were 
utilized  in  appropriate  situations  (2). 

The  pregnancy  rate  after  unpro- 
tected intercourse  varies  from  approx- 
imately 1 in  4 to  1 in  50,  depending 
upon  timing  of  intercourse  in  relation 
to  ovulation.  Close  to  that  event,  the 
rate  can  be  as  high  as  1 in  4 (3). 

Methods  of  EC 

Hormonal  methods  of  EC  have  been 
used  since  the  mid-1960s,  when  the 
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postcoital  use  of  orally  administered 
estrogens  were  reported  to  be  highly 
effective  in  preventing  pregnancy  (4). 
However,  severe  side  effects  including 
vomiting,  dizziness,  and  heavy  bleed- 
ing have  limited  estrogen’s  usefulness. 
A further  inhibiting  factor  is  the  need 
to  administer  the  estrogen  within  the 
first  48  hours  and  to  continue  it  for  5 
days  afterward. 

Other  steroid  hormones  and  com- 
binations of  estrogens  and  progestins 
have  also  been  shown  to  be  highly 
effective.  Estrogen-progestin  combina- 
tions using  readily  available  formula- 
tions of  combined  oral  contraceptives 
(COCs)  have  become  the  accepted 
standard  of  treatment,  known  as  the 
Yuzpe  regimen  (5). 

The  precise  mode  of  action  of  hor- 
monal EC  methods  is  still  unsettled; 
however,  the  prevention  of  implantation 
by  modification  of  the  endometrium  by 
the  temporary,  high  blood  level  of  estro- 
gen is  the  most  likely  of  those  proposed 

(6) .  Moreover,  EC  cannot  and,  there- 
fore, does  not  operate  as  an  abortifacient 

(7) . 

In  addition,  copper-releasing 
intrauterine  devices  have  also  have 
been  used  effectively  for  EC  (8),  but 
many  patients  are  young  and  at  risk  of 
sexually  transmitted  diseases,  a major 
contraindication  for  this  alternative. 
The  use  of  intrauterine  devices  for  EC 
will  not  be  discussed  in  this  article. 

What  is  the  preferred 

REGIMEN? 

The  regimen,  as  first  described  by 
Yuzpe  (6)  and  confirmed  later  in  multi- 
center studies  (9),  uses  COC  tablets 
containing  0.05  mg  of  ethinyl  estra- 
diol and  0.5  mg  of  norgestrel  (Ovral). 
Two  tablets  are  taken  as  soon  as  possi- 
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ble,  but  no  later  than  72  hours  after 
the  episode  oi  unprotected  inter- 
course, and  repeated  once  after  12 
hours.  Other  brand  name  combina- 
tions of  the  same  hormones  are  more 
available  and  can  be  used:  LoOvral, 
Nordette,  Levlen,  Triphasil  (yellow 
pills  only),  and  Tr i-Levlen  (yellow  pills 
only);  each  of  these  tablets  contains 
0.03  mg  of  ethinyl  estradiol  and  0.13 
mg  of  levonorgestrel.  With  the  latter 
five  combinations,  four  tablets  should 
be  taken  at  each  of  the  two  doses,  and 
slightly  more  estrogen-related  side 
effects  can  be  anticipated  than  with 
the  0.05  mg  ethinyl  estradiol/0.5  mg 
norgestrel  tablets.  Nausea  can  be 
anticipated  with  any  of  the  hormone 
combinations,  so  the  medication 
should  be  taken  with  food.  If  vomit- 
ing occurs  within  3 hours  of  the  initial 
dose,  it  should  be  repeated  and  an 
antiemetic  considered. 

The  regimen  has  a maximum 
reported  failure  rate  of  2%  when  used 
appropriately  (10).  Higher  failure 
rates  are  associated  with  delays  in  the 
time  of  first  administration  following 
intercourse  and  lower  numbers  associ- 
ated with  the  earlier  administration  of 
the  medication. 

What  are  the  indications 

FOR  EC  USE? 

The  EC  regimen  is  indicated  for 
women  who  were  exposed  to  unpro- 
tected sexual  intercourse.  Instances 
where  it  might  be  used  include  rape, 
method-failure  (eg,  condom  breakage), 
or  omission  of  contraceptive  method 
(eg,  forgotten  diaphragm  or  a teenager’s 
first  intercourse,  which  is  frequently 
unprotected.)  The  use  of  the  Yuzpe  reg- 
imen has  no  confirmed  contraindica- 
tions (11);  however,  many  American 


clinicians  observe  the  package  label 
contraindications  to  standard  COC 
administration. 

Patient  evaluation 

Before  prescribing  or  dispensing  the 
medication,  the  clinician  should  per- 
form a sensitive  pregnancy  test  (at 
least  50  mlU  hCG  sensitivity)  and,  if 
possible,  a pelvic  examination  to  rule 
out  a preexisting  pregnancy. 

Counseling  issues 

All  women  of  reproductive  age  in 
urgent  and  non-urgent  settings  should 
be  informed  that  EC  is  available.  Also, 
these  women  should  be  encouraged  to 
notify  their  health-care  providers  as 
soon  as  possible  of  their  need  for  the 
service.  Detailed  counseling  at  the  time 
EC  is  provided  should  include  a discus- 
sion of  the  correct  use  of  the  method,  of 
possible  side  effects  and  their  manage- 
ment, and  of  requirements  for  continu- 
ous contraception.  Pregnancy  risk  can 
be  estimated  by  the  menstrual  cycle 
timing  of  the  episode  in  question. 
Based  on  this,  the  option  of  no  treat- 
ment, the  possibility  of  method  failure, 
and  the  significance  of  no  withdrawal 
bleeding  by  2 weeks  after  initiating  the 
regimen  should  be  discussed. 

In  the  event  of  failure,  the  patient’s 
wishes  should  be  respected.  If  she 
chooses  to  continue  with  the  preg- 
nancy, she  can  be  reassured  that  the 
Yuzpe  regimen  shows  no  evidence  of 
teratogenic  effect  ( 1 2)  and  no  increased 
risk  of  ectopic  pregnancy  (11).  While 
no  long-term  anatomic  or  develop- 
mental studies  have  been  conducted  on 
children  born  to  mothers  where  the 
regimen  failed,  we  may  take  some  reas- 
surance of  safety  from  two  epidemio- 


logic findings.  First,  given  a 2%  failure 
rate,  the  actual  numbers  should  be 
quite  small.  Second,  available  studies 
have  shown  neither  anatomic  nor 
developmental  abnormalities  in  off- 
spring up  to  8 years  of  age  who  were 
exposed  to  COCs  during  pregnancy 
(13)  or  through  breastfeeding  (14). 

rhe  use  of  hormonal  EC  has  no 
impact  on  future  fertility  (11),  but 
efficacy  in  preventing  pregnancy,  even 
though  high,  is  still  less  than  with 
COCs  used  in  the  standard  contracep- 
tive regimens.  Coupled  with  unpleas- 
ant side  effects,  this  comparative 
shortcoming  makes  EC  medically 
undesirable  for  regular  or  repeated  use. 
However,  the  frightening  experience 
for  being  at  risk  for  an  unplanned 
pregnancy  could  serve  as  an  incentive 
or  an  outreach  mechanism  to  institute 
regular  contraception,  which  should 
be  discussed  and  encouraged. 

Promising  methods  under 

INVESTIGATION 


Intervals  longer  than  72  hours 
postepisode  should,  in  theory,  be  effi- 
cacious using  the  standard  EC  regi- 
men but  have  not  been  reported.  Use 
of  the  regimen  as  long  as  120  hours 
postevent  is  being  studied  (6).  Small 
trials  of  other  progestin-containing 
COCs  (15)  and  of  levonorgestrel 
alone  (11)  show  significant  efficacy; 
larger  trials  of  these  regimens  are 
needed.  Anti-progestins  have  also 
been  evaluated  for  use  as  ECs. 
Mifepristone  (RU486)  has  been 
found  to  have  at  least  equal  efficacy  to 
the  Yuzpe  regimen  and  carries  fewer 
side  effects  (16).  Use  of  this  experi- 
mental drug,  however,  remains 
restricted  by  lack  of  Food  and  Drug 
Administration  (FDA)  approval. 
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FDA-related  concerns 


Some  clinicians  have  expressed  con- 
cern that  the  FDA  has  not  approved 
the  Yuzpe  regimen  specifically  lor  EC. 
On  the  one  hand,  physicians  are  free 
to  use  approved  drugs  for  nonap- 
proved  indications  provided  the  use  is 
generally  accepted  therapy  (eg,  the  use 
of  metronidazole  for  the  treatment  of 
bacterial  vaginosis  is  recommended  by 
the  Centers  for  Disease  Control  and 
Prevention  but  not  by  the  FDA).  Even 
though  approved  by  the  FDA  for  use 
as  an  oral  contraceptive,  ethinyl  estra- 
diol/norgestrel  has  never  been  and  is 
unlikely  to  be  submitted  for  approval 
for  postcoital  use.  The  main  reason 
probably  is  that  the  cost  and  effort  for 
: a new  drug  application  likely  would 
not  be  recovered  by  the  meager  profits 
involved  in  one-time  usage  of  so  few 
pills.  A number  of  other  potential  rea- 
sons exist  as  well.  (See  Narrigan’s  well- 
written  discussion  of  these  issues 
[17].)  Nevertheless,  an  unfortunate 
consequence  of  this  situation  is  that 
the  service  has  not  been  advertised, 
contributing  to  the  public’s  lack  of 


awareness. 


On  the  other  hand,  the  Yuzpe  reg- 
imen’s use  is  well  established,  and  it  is 
the  accepted  standard  of  therapy  in 
most  emergency  centers  in  the  coun- 
try for  rape  victims.  Additionally,  the 
US  Office  of  Population  Affairs 
li  (administrators  of  Title  X)  issued  a 
statement  in  1993  that  clinicians  in 
family-planning  programs  may  use 

EC  (18). 


iCONCLUSIONS 


Emergency  contraception  using  the 
■ Yuzpe  regimen  is  a safe  and  effective 
postcoital  contraceptive  (9).  In  light  of 


the  continuing  high  rates  of  unin- 
tended pregnancy  in  the  United  States, 
increased  use  of  hormonal  EC  could 
have  a positive  impact  on  this  enor- 
mous public  health  problem.  Improved 
availability,  more  extensive  prospective 
discussion,  and  greater  utilization  could 
contribute  significantly  to  the  preven- 
tion of  unanticipated  and  unwanted 
pregnancies.  Furthermore,  more  wide- 
spread use  could  reduce  the  number  of 
elective  abortions  performed  each  year. 
Health-care  providers  should  make  EC 
a part  of  their  regular  reproductive 
health-care  discussions  and  counseling 
with  patients. 
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While  small  benign  cysts  of  the  pineal 
gland  are  a common  incidental  autopsy 
finding  in  the  adolescent  and  adult  years, 
lesions  larger  than  0.5  cm  in  diameter  are 
rare.  Cysts  2 cm  or  larger  may  cause  neu- 
rologic symptoms  and  signs  from  aqueduc- 
tal  obstruction  and  tectal  compression. 
Large  pineal  cysts  have  an  almost  3 to  1 
predominance  in  women,  and  the  high 
incidence  of  recent  or  old  bleed  into  the 
cyst  suggests  that  it  may  be  a factor  in  its 
expansion.  In  most  instances,  sequential 
MR1  monitoring  of  even  large,  asympto- 
matic benign  pineal  cysts  remains 
unchanged,  and  only  rarely  is  surgical  or 
stereotactic  intervention  necessary. 


Presented  at  the  meeting  of  the  Texas  Associa- 
tion of  Neurological  Surgeons,  May  19,  1995, 
Houston,  Tex.  Send  reprint  requests  to  Dr 
Hardy,  5430  Fredericksburg  Rd,  Ste  318,  San 
Antonio,  TX  78229. 


Large  benign  pineal  cysts: 
two  case  reports  with  review 

Robert  C.  Hardy,  MD 


SMALL  BENIGN  CYSTS  OF 
the  pineal  gland  are  found  com- 
monly at  autopsy,  having  been 
identified  in  as  many  as  40%  of 
autopsy  specimens  (1-3).  These  small 
lesions,  2 mm  to  3 mm  in  diameter, 
occur  after  the  onset  of  puberty. 
Before  magnetic  resonance  imaging 
(MRI)  became  available,  they  were 
rarely  detected  antemortem  by  neuro- 
radiologic studies,  including  comput- 
erized tomography  (CT).  They  may 
be  seen  in  up  to  4.3%  of  patients 
studied  by  MRI  (4,5).  Three  varieties 
of  pineal  cysts  are  seen  (6):  small  sin- 
gle or  multiple  cavities  within  the 
pineal  parenchyma  without  gland 
enlargement;  cysts  associated  with 
tumors,  especially  teratomas  and 
pinealomas;  and  large  single  cysts  with 
distension  of  the  pineal  gland  and 
mass  effect  on  adjacent  structures. 
Reported  here  are  two  cases  of  large 
single  pineal  cysts  with  mass  effect. 

Case  report  1 

A 39-year-old  woman  complained  of 
episodic  generalized  and  occipital 
headaches  for  20  years,  with  a pro- 
gressive increase  in  frequency,  severity, 
and  duration  during  the  past  4 years. 
Thinking  that  she  might  have  an 
allergy,  she  consulted  an  otolaryngolo- 
gist, who  examined  her  and  requested 
a cranial  MRI.  Neurologic  findings 
were  normal. 

Cranial  MRI  done  with  (Fig  1)  and 
without  (Fig  2)  gadolinium  enhance- 
ment revealed  a 1.9  cm  pineal  cyst 
causing  mild  effacement  of  the  supe- 
rior colliculi  and  minimal  effacement 
of  the  superior  end  of  the  aqueduct. 
The  normal  veins  coursing  through 
this  area  were  splayed  around  the 
mass,  resulting  in  peripheral  enhance- 


ment. The  signal  characteristics  of  the 
cyst  were  slightly  hyperintense  to  cere- 
brospinal fluid  on  both  Tl  and  T2 
weighting,  thought  to  reflect  an 
increased  protein  content.  Follow-up 
clinical  and  MRI  studies  will  be  made 
at  6-month  intervals. 

Case  report  2 

A 34-year-old  woman  complained  of 
intermittent,  generalized  dull  headaches. 
Her  neurologic  findings  were  normal. 
Cranial  MRI  (Fig  3)  revealed  a 1.5  cm 
pineal  cyst  with  some  enhancement  of 
posterior  venous  structures.  Minimal 
mass  effect  was  observed,  but  there  was 
no  obstructive  hydrocephalus.  No 
change  was  evident  in  MRI  studies  done 
6 and  1 8 months  later. 

The  cyst  wall  consists  usually  of 
three  layers:  an  outer  fibrous  layer;  a 
middle  layer  of  pineal  parenchyma, 
often  containing  microscopic  deposits 
of  calcium;  and  an  inner  layer  of  glial  - 
tissue  (7).  An  ependymal  lining  is  pre-  I 
sent  rarely  (8).  Etiology  and  patho- 
genesis of  pineal  cysts  remain  unclear.  ^ 
Most  are  thought  to  be  remnants  of 
an  embryologic  diverticulum  arising 
from  the  third  ventricle  during  forma- 
tion of  the  pineal  gland.  Cooper  (2)  ; 
suggested  a congenital  dysembryo- 
genic  origin  related  to  the  incomplete 
obliteration  of  the  “cavum  pineal”  by 
neuroepithelial  cells  in  the  third  to 
fourth  month  of  fetal  life.  Others  have 
proposed  a regressive  and  degenerative 
origin  (3,  9-1 1).  Tapp  and  Huxley  (1) 
hypothesized  that  on  the  basis  of  the 
type  of  cyst  lining  of  ependyma,  glial 
cells  or  pineal  tissue,  there  would  be 
either  a dysembryogenic  or  a degener- 
ative origin. 

While  a large  benign  cyst  of  the 
pineal  gland  was  first  reported  in  1899 
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by  Campbell  (12),  lesions  larger  than 
0.5  cm  in  diameter  are  relatively  rare, 
although  pineal  cysts  up  to  4.5  cm  in 
diameter  have  been  reported  (13). 
Symptomatic  cysts  are  usually  larger 
than  2 cm  (14).  A predominance  in 
[women  of  almost  3 to  1 (6,13)  sug- 
gests the  presence  of  a hormonal  fac- 
tor related  to  pregnancy  or  the 
menstrual  cycle  (15,16).  Carr  (17) 
suggested  that  the  large  cyst  results 
from  a coalescence  of  smaller  cysts. 
The  rather  common  evidence  ol 
irecent  or  old  hemorrhage  suggests 
that  blood  may  be  a factor  in  the 
expansion  of  a cyst  (18,19). 

Pineal  cysts  become  symptomatic 
only  rarely  (13,15,20,21),  and  only  27 
such  instances  have  been  reported 
(22).  Two  incidental  cysts  have  been 
reported  to  rupture  spontaneously 
and  to  collapse  during  follow-up 
observations,  there  being  no  sympto- 
matology (23).  Fetel  et  al  (13) 
(reviewed  53  patients  with  non-neo- 
plastic cysts  of  the  pineal  gland.  Of 
these  patients,  9.4%  had  obstructive 
Fjhydrocephaly;  the  remainder  had 
jheadache  or  other  nonspecific  symp- 
toms or  they  were  asymptomatic.  In 
only  1 of  the  cases  did  cyst  enlarge- 
ment by  20%  occur  during  1 year’s 
observation,  leading  to  hydrocephaly 
and  surgery. 

Of  the  21  cases  in  the  literature  in 
iwhich  cyst  contents  were  known,  19 
ishowed  evidence  of  acute  or  subacute 
intracystic  bleeding  (22).  It  would  fol- 
low that  onset  of  symptoms  in  many 
cases  is  related  to  intracystic  bleed.  In 
one  case,  subarachnoid  bleeding  con- 
firmed by  spinal  puncture  was  pro- 
duced by  intracystic  hemorrhage  (18). 
|Symptoms  result  from  compression  of 
the  aqueduct  of  Sylvius  or  posterior 
third  ventricle  resulting  in  obstructive 


hydrocephalus.  It  is  thought  that  in 
most  patients  with  large  pineal  cysts 
the  development  of  hydrocephaly  is 
probably  due  to  intermittent  obstruc- 
tion of  the  aqueduct  progressing  to 
continuous  partial  obstruction. 
Headache  becomes  gradually  more 
intense  and  continuous.  There  often  is 
papilledema,  and  occasionally  gaze 
abnormalities  and  Parinaud’s  syn- 
drome result  from  compression  of  the 
superior  colliculus. 

Compression  of  the  vein  of  Galen 


Figs  1A  and  B: 

T1  weighted  images. 


may  he  a factor  in  the  hydrocephalus 
and  possibly  a cause  for  headaches 
(7,15,20,24).  Cysts  less  than  2 cm  in 
diameter  are  unlikely  to  cause  symp- 
toms from  their  mass  effect  (14). 

Visualizations  of  pineal  cysts  by 
MRI  have  been  variably  reported  in 
1 .5%  (24)  to  4.3%  (5)  of  series.  On  Tl 
weighted  images,  intensity  of  the  cyst  is 
lower  than  that  of  brain  parenchyma 
but  higher  than  that  of  cerebrospinal 
fluid.  On  T2  weighted  images,  the  cysts 
are  hyperintense  relative  to  brain  and 
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Fig  2.  A,  Gadolin- 
ium-enhanced Tl 
weighted  image 
demonstrates  the 
characteristic  periph- 
eral ring  ol  enhance- 
ment. B,  T2 
weighted  image. 
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often  to  cerebrospinal  fluid.  A high  sig- 
nal rim  of  enhancement  seen  typically 
right  after  injection  of  contrast  is  a 
reflection  of  the  surrounding  pineal  tis- 
sue, which  does  not  have  a blood  brain 
barrier.  Enhancement  of  surrounding 
vessels,  the  internal  cerebral  vein,  supe- 
rior thalamic  vein,  and  the  basal  vein  of 
Rosenthal  and  its  tributaries  contributes 
to  the  peripheral  cyst  enhancement.  On 
delayed  images  obtained  60  to  90  min- 
utes after  injection,  the  cyst  becomes 
hyperintense,  probably  from  the  passive 


diffusion  of  contrast  material  from  the 
surrounding  pineal  tissue.  At  this  stage, 
the  cyst  may  resemble  a solid  tumor. 
Computerized  tomography  reveals  cal- 
cification in  almost  all  cases;  a bracelet- 
like configuration  is  characteristic  (13). 
The  wall  of  the  cyst  is  enhanced  com- 
monly in  a ringlike  fashion. 

Although  a number  of  asympto- 
matic benign  pineal  cysts  have  been 
removed  surgically  (13,21,24),  patients 
have  been  followed  up  to  4 years  with- 
out evidence  of  change  or  the  develop- 


ment of  neurologic  sequelae  (15,23,23). 
That  asymptomatic  patients  with  even 
large  benign  cysts  should  be  followed  at 
6-month  intervals  by  neurologic  exami- 
nation and  MRI  now  seems  generally 
accepted  (13,21).  We  cannot  always  dis- 
tinguish a nonneoplastic  cyst  from  a 
low-grade  astrocytoma  on  radiologic 
grounds  alone  (15),  and  follow-up  is 
important.  Because  malignant  lesions  of 
the  pineal  gland  occur  more  frequently 
in  men  than  in  women,  prudence  sug- 
gests being  more  suspicious  of  any 
abnormality  in  this  region  in  men  (25). 
If  the  lesion  is  growing,  the  frequency  of 
clinical  monitoring  should  be  increased, 
and  if  aqueductal  occlusion  occurs, 
intervention  is  mandatory.  Shunting 
without  resection  of  the  cyst  may  result 
in  progressive  convergence  and  upward 
gaze  difficulties  (6).  While  successful 
stereotactic  management  has  been 
reported  (14),  most  symptomatic 
patients  have  been  managed  by  an 
infratentorial  supracerebellar  surgical 
approach  (21,26). 

In  summary,  two  cases  are  reported 
in  which  the  patients  each  had  a large 
benign  pineal  cyst  and  were  asympto- 
matic except  for  headache.  While  some 
benign  pineal  cysts  are  a common  inci- 
dental autopsy  finding,  lesions  2 cm  or 
more  in  diameter  may  become  sympto- 
matic, usually  from  obstructive  hydro- 
cephaly and  occasionally  from  tectal 
compression,  and  surgical  intervention 
becomes  necessary.  While  stereotactic 
treatment  has  been  successful  in  a few 
cases,  an  open  surgical  approach  is  most 
commonly  used.  In  most  cases,  however, 
cyst  size  as  measured  by  MRI  monitor- 
ing during  follow-up  observations  up  to 
4 years  has  remained  unchanged,  and  a 
conservative  approach,  even  to  large 
asymptomatic  benign  pineal  cysts, J 
should  be  taken. 
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| Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 
7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
I Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

(214)  661-7010 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 
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Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
(214)  879-6299 


Orthopedic  Spinal  Surgery 

JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  FAX  (817)  468-7676 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  73204-2385;  (214)  220-2468;  FAX  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316.  (800)  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 
Phillip  E.  Fiansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  B 1 1 6 
Dallas,  Texas  75230;  (214)  661-7010 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas.  TX  75235,  (214)  350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal,  MD 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs.  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal.  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061 , (214)  254-8000 


Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  (214)  492-1334 

Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX  75150,  (214)  682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 


1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  (214)  265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 


Kevin  Gill,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  &C  Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of six  months.  A discount  of 5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15  th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 

Anesthesiology 


Anesthesiology  Residency 


Positions  available  in  busy  academically  ori- 
ented department.  Unexpected  openings 
available  at  this  time  for  PGY-1  and  CA-1  lev- 
els. Positions  to  start  July  1,  1996.  Delightful 
community  within  driving  distance  of  skiing, 
etc.  Contact  Edward  Wilson,  M.D., 
Residency  Program  Coordinator,  Department 
of  Anesthesiology,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  Texas 
79430.  (806)  743-2981,  fax  (806)  743-2984. 
Texas  Tech  HSC  is  an  equal 
opportunity/affirmative  action  employer. 

V. / 


Emergency  Medicine 

BAYLOR  COLLEGE  OF  MEDICINE,  Department  of 
Medicine  and  Ben  Taub  General  Hospital  are  seeking  a 
BC/BE  internist  with  an  interest  in  Emergency  Medicine 
and  urgent  care.  Responsibilities  include  patient  care, 
housestaff  supervision,  and  teaching.  Clinical  research  is 
encouraged.  Send  CV  and  letter  of  interest  to  J.L.  Zim- 
merman, M.D.,  1504  Taub  Loop,  Houston,  TX  77030; 
fax  (713)  798-1017.  Baylor  College  of  Medicine  is  an 
Equal  Opportunity/Affirmative  Action/Equal  Access 
Employer. 


TEXAS:  Well  established  regional 
group  has  opportunities  available  in  EDs 
ranging  from  12,000  to  50,000  visits 
annually.  Earn  the  industry’s  maximum 
compensation  as  an  independent  con- 
tractor without  the  day-to-day  hassles  of 
managing  your  own  practice. 


Send  CV  to  Emergency  Medicine  Consultants, 
PA,  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  TX  76107;  or  call  (817)  336-8600. 


BIG  SPRING,  TX  - Seeking  BE/BC  primary  care  physi- 
cians to  work  in  the  emergency  department  of  a scenic 
mountain  hospital.  Annual  volume  is  less  than  12,000  with 
excellent  remuneration.  We  help  procure  malpractice  insur- 
ance on  your  behalf.  Please  call  Sue  Simin  at  Coastal  Physi- 
cian Services  of  the  West,  Inc.  at  (800)  745-5402  or  fax  CV 
to  (214)  241-4917. 

Need  doctors  to  cover  weekends  in  rural  hospitals.  Call  Jerry 
at  The  Lewis  Group  for  more  information.  (800)  460-8159. 


EMERGENCY  MEDICINE 


Be  A Shining  Star 
In  The  Lone  Star  State 

HOUSTON,  TX  AREA: 

Immediate  opening  for  Medical  Director.  EM  opportunity  for  BC  or  BE/EM  or 
IM.  191-bed  facility  near  Gulf  Coast.  14,000  annual  ED  visits  in  modern  hospital. 
Good  back-up,  state-of-the-art  equipment.  ED  is  only  one-year  old.  Remuneration 
at  $205,440  including  stipend.  Employee  benefits  and  401K  program  offered. 
Professional  liability  procurement  available.  For  confidential  consideration,  please 
contact  Pat  Weidman  at  1-800-745-5402  or  fax  CV  to  214-484-3739. 

BROWNSVILLE,  TX: 

Emergency  department  director  needed.  BP/BC  EM  or  PC.  Volume  22,500-24,000 
annually.  Located  less  than  one  hour  from  South  Padre  Island.  Ability  to  commu- 
nicate in  Spanish  a plus.  Incentive  and  stipend  (at  168  hours/month)  $205,000. 
Contact  Sue  Simin  at  1-800-745-5402. 

RIO  GRANDE  VALLEY,  TX: 

Emergency  medicine  physicians  needed  for  18,000  annual-visit  emergency 
department  located  in  the  Rio  Grande  Valley  of  Texas.  Ability  to  communicate 
in  Spanish  a plus.  Excellent  opportunity.  Guarantee  plus  incentive  $201,000. 
Contact  Sue  Simin  at  1-800-745-5402. 

TYLER,  TX  AREA: 

Enjoy  living  in  a safe,  value-oriented  community.  Wonderful  place  to  raise  a fami- 
ly. Approximately  90  minutes  from  Dallas  yet  close  to  shopping,  university  and 
outdoor  sports.  ED  annual  volume  14,000.  Superb  nursing  and  physician  staff. 
Physician  fees  are  competitive,  exceeding  150K  with  productivity  incentive.  No 
state  income  tax.  All  interested  physicians,  please  fax  CV  to  214-241-6318  or  call 
Sally  Smith  Williams  at  1-800-745-5402. 

DALLAS/FT.  WORTH,  TX  AREA: 

Suburban  hospital  35  minutes  from  Metroplex.  Expanding  ED  with  annual  volume 
of  15,000.  Excellent  nurses  and  back-up  staff.  Close  to  shopping,  city  amenities 
and  family  recreation  areas.  Remuneration  based  on  productivity  and  quality  of 
care  with  guarantee  180K-200K.  No  state  income  tax.  All  interested  physicians, 
please  fax  CV  to  214-241-6318  or  call  Sally  Smith  Williams  at  1-800-745-5402. 


TO  A NEAT 

PHYSICIAN  SERVICES 

OF  THE  WEST,  INC. 


1-800-745-5402 
or  fax  CV  to  214  484-3739 
3010  LBJ  Freeway 
Suite  1300 
Lock  Box  #43 
Dallas,  TX  75234-2709 


Visit  our  web  site  at  http://www.medconnect.com  for  more  contract  opportunities 
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PRIMARY  CARE/SPORIS  MEDICINE 
THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN 


The  University  of  Texas  at  Austin  is  currently  seeking  a physician  who 
will  serve  both  as  a staff  physician  at  the  Student  Health  Center  and  as  a 
sports  medicine  physician  for  Women's  Athletics.  Administrative  super- 
vision for  the  position  will  be  shared  by  the  Student  Health  Center  and 
the  Department  of  Intercollegiate  Athletics  for  Women.  The  person  fill- 
ing the  position  will  be  responsible  for  at  least  20  hours  per  week  of 
primary  medical  care  at  the  Student  Health  Center  in  addition  to  the 
administration  of  all  sports  medicine  services  in  the  Department  of 
Intercollegiate  Athletics  for  Women.  The  Student  Health  Center  has  17 
staff  physicians  and  lab.  x-ray,  and  pharmacy  facilities.  Required  quali- 
fications include:  doctoral  degree  in  medicine;  current  license  or 
eligibility  for  licensure  to  practice  medicine  in  the  State  of  Texas;  resi- 
dency training  with  board  eligibility  or  board  certification  in  family 
practice,  pediatrics,  internal  medicine,  or  another  specialty  with  adoles- 
cent medicine  training;  and  experience  in  direct  patient  care.  Preferred 
qualifications  include  post-residency  experience  in  sports  medicine. 
Salary  is  open;  excellent  fringe  benefits.  Work  hours  are  variable. 
Complete  information  on  this  job  vacancy  will  be  provided  to  finalists 
at  the  interview.  Interested  individuals  may  call  (512)  475-8349  for 
more  information.  To  apply,  send  a letter  of  interest,  resume,  and  three 
letters  of  reference  to: 

Chair,  Search  Committee 
The  University  of  Texas  at  Austin 
Student  Health  Center 
P.O.  Box  7339,  University  Station 
Austin,  TX  78713-7339 

The  University  of  Texas  at  Austin  is  an  Equal  Opportunity/Affirmative  Action  Employer 


Emergency  Medicine 


TEXAS:  WE  ARE  A MULTI-HOSPI- 
TAL GROUP  committed  to  providing 
extraordinary  medical  care  and  leadership  in 
the  field  of  emergency  medicine.  Several 
opportunities  available  in  the  Dallas/Fort 
Worth  area  as  well  as  North  and  East  Texas. 
Annual  ED  volumes  range  from  I 1,000  to 
30.000.  Compensation:  $ I 50  - $200K/year 
plus  productivity  incentive  and  paid  malprac- 
tice insurance.  Medical  Directorship  training 
and  ownership  options  available.  CONTACT: 
Carl  Hunt,  Metroplex  Emergency  Physician 
Associates,  PA,  14651  Dallas  Parkway  Ste.  # 
700,  Dallas,  Texas  75240;  800/346-6687  or 
2 1 4/774-8238;  or  FAX  CV  to:  2 1 4/789-0339. 


Family/General  Practice 

BC/BE  FAMILY  PHYSICIAN  required  for  regular  part 
time  employment  in  busy  family  practice.  Easy  commute 
from  Austin.  Please  respond  to  Ad  Box  890,  Texas  Medicine, 
401  W.  15th  St.,  Austin,  TX  78701. 


FP’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro  & S140K+.  Call 
Mary  Latter  at  (800)  520-2028!  Job  #0321  FAF 


TYLER,  TEXAS  - BC/BE  Family  Practice  or 
Internal  Medicine  to  join  well  established  and 
fully  equipped  clinic.  Full  hospital  support. 
Terms  generous  and  negotiable.  Please  call 
(903)  581-5115  or  write  to: 

Southpark  Diagnostic  Clinic 
2020  Lindbergh 
Tyler,  Texas  75703 


SAN  ANTONIO  - BC/BE  Family  Physicians  needed. 
Excellent  practice  opportunities  available  in  a variety  of 
practice  structures  and  locations.  Salary,  plus  bonus  leading 
to  shareholder  status.  Call  or  send  C.V.  with  cover  to:  Jane 
Vogt,  (800)  546-0954,  I.D.  4123,  222  S.  Central,  Ste.  700, 
St.  Louis,  MO  63105,  Fax  (314)  726-3009. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth 
and  Houston.  Low  stress,  office  based  practice.  No  nights, 
no  emergencies,  and  no  hospital  work.  Paid  malpractice. 
M-F.  Lucrative  salary  and  benefits.  Call  Lisa  Cole  at  (800) 
254-6425,  or  fax  CV  to  (214)  258-0838. 

Spanish-speaking  FP’s  needed  throughout  Texas,  Okla- 
homa, Florida,  Arizona,  Ohio,  and  Chicago.  High  income 
guarantees,  full  benefits,  call  coverage.  Call  Mary  Latter  - 
(800)  520-2028.  Job  #M  1 15FAF 


7^ 


TEXAS  MEDICINE  ★ MAY  1996 


Classified  Directory 


Family/General  Practice 


For  Practice 


ce  Opportunities  in  the  Lone  Star  State 

. . . The  TEXAS  Specialists 


• Academic  Positions  (in 
FP,  IM  and  Pediatrics) 

• Correctional  Medicine 

• Family  Practice 

• Gastroenterology 

• Internal  Medicine 


Physician 
Resource 
Network 


Obstetrics/Gynecology 

Otolaryngology 


Pediatrics 


Radiology-Interventional 

Surgery-Cardiothoracic 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


CIAN  SEARCH 


lSSESSMENT 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


DALLAS  and  HOUSTON  METRO  AREAS  - Family 
Practice.  Outpatient  and/or  inpatient  positions  with 
CIGNA  HealthCare.  Excellent  call  schedule.  Contact: 
Dave  Duncan,  (800)  678-7858,  222  S.  Central,  Suite  400, 
St.  Louis,  MO  63105.  Fax:  (314)  726-0026. 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Garland, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)338-7107. 


Primary  Care  Opportunity  - Northeast  Texas.  Need 
primary  care  and  family  practice  physician  to  run  family 
care  clinic  in  Delta  County,  Texas.  Should  be  able  to  pro- 
vide comprehensive  medical  services  for  members  of  family 
regardless  of  age  or  sex.  Should  be  able  to  manage  opera- 
tion of  hospital  based  outpatient  family  care  clinic.  Provide 
minimum  of  forty  hours  per  week  of  primary  care  practice. 
In  addition,  willing  to  do  some  evenings  and  weekend 
work.  Require  Texas  license  and  BC  in  family  practice  or 
internal  medicine.  Excellent  financial  package  with  incen- 
tive bonus.  Send  resume  with  two  letters  of  recommenda- 
tion to  Cynthia  L.  Bennett,  3600  Gaston  Avenue,  Suite 
1137,  Dallas  TX  73246. 
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Family/General  Practice 


Residency  Director  Position 


The  Memorial  Family  Practice  Residency  Program  is 
seeking  a board  certified  family  physician  for  the  posi- 
tion of  Residency  Program  Director.  The  program, 
established  in  1970,  is  community  based  and  well 
respected.  Appointment  as  faculty  at  the  University  of 
Texas  Medical  School  at  Houston  (UTMSH)  is  included 
in  the  position.  Responsibilities  include  administration 
of  the  residency,  liaison  between  UTMSH  and 
Memorial  Hospital,  teaching  residents,  and  direct 
patient  care.  Experience  as  residency  program  faculty, 
previous  management  and  practice  experience  highly 
desirable.  Salary  commensurate  with  experience. 
Excellent  benefits  package.  Please  send  CV  to  Carol 
Paret;  Memorial  Healthcare  System,  7737  Southwest 
Freeway,  Suite  235,  Houston,  Texas  77074.  The 
University  of  Texas  Health  Science  Center  at  Houston 
is  an  equal  opportunity/affirmative  action  employer. 
Women  and  minorities  are  encouraged  to  apply. 


m 


Methodist 

Hospitals  of  Dallas 


FAMILY  PRACTICE 


A variety  of  exciting  opportunities  for  family 
practitioners  to  staff  new  Family  Health 
Centers  as  well  as  join  established  practition- 
ers. Base  salary  plus  incentive  bonus  and  a 
comprehensive  benefit  package  offered. 
Facilities  and  medical  equipment  provided. 
Appointment-based,  urgent-care,  fee-for-ser- 
vice,  and  participation  in  managed  care  plans. 


PEDIATRICS 

Two  established  “solo"  pediatricians  seek  a 
full-time  or  part-time  associate  to  join  them 
in  their  busy  practices  where  new  patients 
are  being  turned  away  daily!  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 


Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter,  Methodist  Hospitals 
of  Dallas,  P.O.  Box  655999,  Dallas.  TX 
75265  or  call  (800)  727-6131  or  (214) 
947-4579.  Fax:  (214)  947-4501. 


Genera!  Surgery 


AUSTIN,  TEXAS 
The  City  of  Austin, 
Texas/Travis  County 
Health  and  Human 
Services  Department 


Has  excellent  opportunities  for  Family 
Physicians  to  provide  care  in  Women’s 
Health,  Pediatric,  and  Adult  in  commu- 
nity based  clinics.  Benefits  include 
vacation,  sick,  and  holiday  pay,  paid 
malpractice  insurance,  memberships 
and  CME  allowance. Contact: 

Phil  Brown,  Recruiter 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
512-707-5403  FAX 
1-800-299-0265 


Located  in  the  Texas  Hill  Country,  Hill  Country  Med- 
ical Associates  is  the  largest  Family  Practice  group  in  New 
Braunfels.  HCMA  is  seeking  a high  quality  Family  Practice 
physician  to  join  our  practice  of  seven  physicians.  Excellent 
opportunity  to  practice  obstetrics  in  an  actively  growing 
rural  community  conveniently  located  near  Austin  and  San 
Antonio.  Good  salary  and  benefits.  Professional  liability 
coverage  included.  Possible  opportunity  to  become  a part- 
ner. Currently  building  a new  $1.5  million  dollar  clinic. 
Interested  candidates  should  call  or  send  a CV  to  Randal  K. 
Jacks,  MD,  President,  or  John  Morey,  Administrator:  71  1 
N.  Walnut,  Suite  C,  PO  Box  31 1627,  New  Braunfels,  TX 
78131.  Phone  (210)  625-0305,  fax  (210)  625-0298,  e-mail 
j b m orey@ao  I . co  m . 

Tired  of  managed  care  or  insurance  hassles?  Full- 
time associate  physician  needed  in  fast  growing  Houston 
Obesity  practice.  Send  CV  and  current  salary  to  Larry 
Richardson,  25000  Pitkin  #120,  Spring,  TX  77386  or  fax 
(713)  292-2300. 


RURAL  EAST  TEXAS 

Board-certified  general  surgeon  needed  to  join 
established  BC/FACS  37  y/o  general  surgeon. 
• Moving  expenses  • Salary  guarantee 
• Excellent  local  primary  care  • Nice  opportunity 
Send  resume  to  Ad  Box  870,  Texas  Medicine, 

401  W.  15th  St.,  Austin,  TX  78701. 


Internal  Medicine 

POSITION  AVAILABLE  for  BC/BE  internist.  Affiliate 
with  large  IM  practice  in  service  area  of  300,000. 
Arrangements  open.  Weekdays  (915)  673-1000.  Princi- 
pals only,  please. 


SAN  ANTONIO,  TEXAS  Outstanding 
opportunity  for  BC/BE  internist  in  beautiful  San 
Antonio.  Presently  adding  to  staff  of  multispe- 
cialty  clinic  with  satellite  office.  Adjacent  to 
major  hospital  center.  Fee-for-service  and  sever- 
al managed  care  plans.  Contact:  Leroy  Kitch, 
Skinner  Clinic,  124  Dallas  S.,  San  Antonio,  TX 
78205.  PH:  210-224-1771. 
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Internal  Medicine 

BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 


INTERNAL  MEDICINE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpatient 
services,  depending  on  physician  prefer- 
ence for  hospital  or  office  practice.  Other 
attractive  opportunities  in  suburban  areas 
of  Dallas/Fort  Worth.  Very  attractive  com- 
pensation package  includes  salary,  plus 
benefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week  paid 
CME  time,  a $2000  CME  allowance,  a 
retirement  program,  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712-2018 
or  800/527-2145. 


Corpus  Christi, Texas  - 3-5  yrs.  exp.  Inpatient  IM  with 
premier  group.  Opportunity  to  net  S250K.  Call  1:3. 
Scheduling  interviews  now.  BC  only.  Call  Terri  Orf  at 
(800)  546-0954,  I.D.  #4089.  Fax  C.V.  to  (314)  726-3009. 


Locum  Tenens 

n 


SAVE  YOUR  LEAP  OF  FAITH 
FOR  THE  BUNGEE  JUMP. 


When  you  practice  medicine  as  part  of  the 
CompHealth  locum  tenens  physician  network, 
all  the  options  arc  yours.  Because  we  have 
more  practice  opportunities  in  more  places 
than  anyone  else.  Full-time  or  part-time.  For 
a week  or  a year.  To  seriously  explore  your 
opportunities,  or  just  enjoy  sidestepping  the 
administrative  headaches  and  politics  that  can 
take  all  the  fun  out  of  practicing  medicine. 

We  have  outstanding  short-  and  long-term 
locum  tenens  assignments,  trial  practice 
options,  and  permanent  placement  opportuni- 
ties available  all  across  the  country.  And  our 
personal  service  makes  it  easy.  Call  today  to 
hear  more  about  your 
options.  Take  the 
plunge! 

800-328-3051 


Int  rim 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

0^  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  today I 

1-800-531-1122 


Your  Hfalth  Care  Resource 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

July  1996  May  3 I,  1996 

August  1996  July  I,  1996 

September  1996  August  I,  1996 
October  1996  August  30,  1996 
November  1996  October  I,  1996 


1 CLASSIFIED  ADVERTISING  CATEGORIES  1 

Allergy  and  Immunology 

Internal  Medicine 

Otolaryngology 

Positions  Wanted 

Anesthesiology 

Locum  Tenens 

Pathology 

Entertainment 

Cardiology 

Neonatology 

Pediatrics 

Equipment 

Dermatology 

Nephrology 

Physical  Medicine/ 

Office  Space 

Emergency  Medicine 

Neurology 

Rehabilitation 

Practices 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Property 

Family/General  Practice 

Obsletrics/Gynecology 

Preventive  Medicine 

Travel 

Gastroenterology 

Occupational  Medicine 

Psychiatry 

Vacation  Homes 

General  Surgery 

Oncology 

Radiology 

Wanted  to  Buy 

Geriatrics 

Ophthalmology 

Rheumatology 

Business  and  Financial 

Hematology 

Orthopedics/Orthopedic 

Urology 

Services 

Surgery 

Other  Opportunities 
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Locum  Tenens 


Staff  ft 

the  staffing  solution  ^V. 
a DSI  company  ■* 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

• Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


Obstetrics/Gynecology 

Faculty  Positions  (Full-Time)  - UTMB  at  Port  Arthur/St. 
Mary’s  Hospital  Family  Practice  Residency  Program  Must 
be  board  certified  or  have  met  the  requirements  to  be  board 
certified  by  the  American  Board  of  Family  Practice.  OB 
desired.  Duties  include  teaching,  direct  patient  care,  and 
research.  Very  competitive  salary  and  benefits.  Call  or  send 
CV  with  cover  letter  to  James  Hrachovy,  MD,  St.  Mary 
Family  Practice  Center,  3535  Gates  Blvd.,  Suite  100,  Port 
Arthur,  Texas  77642,  (409)  989-5147.  UTMB  is  an 
EO/AA  employer,  M/F/D/V.  UTMB  is  a smoke  free/drug 
free  workplace.  UTMB  hires  only  individuals  authorized  to 
work  in  the  United  States. 


Occupational  Medicine 

DALLAS, TEXAS.  M.D.  ph>  'sician,  orthopedist,  anesthesi- 
ologist, and  neurologist  needed  Lor  a rehab/medical  office. 
Office  only.  No  nights  or  holidays.  Regular  office  hours. 
Please  send  C.V.  to  P.O.  Box  35327,  Dallas,  TX  75235. 

Pediatrics 

LAS  COLINAS  PEDIATRICS,  located  in  a beautiful  cor- 
porate suburb  of  Dallas,  Texas,  seeks  energetic,  ambitious 
pediatrician  to  join  a rapidly-growing  practice.  We  provide 
a casual  work  environment,  but  pride  ourselves  on  high 
standard  medical  care.  We  are  affiliated  with  the  UT  South- 
western Medical  School  and  Children’s  Hospital  and  man- 
date a dedicated  and  caring  doctor  to  manage  both  well  and 
complex  management  patients.  Please  call  Michele  for  fur- 
ther details  at  (214)  556-2220. 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  sroup,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 


Need  pediatrician  to  join  group  in  North  Texas.  For  more 
information,  call  Jerry  at  The  Lewis  Group.  (800)  460-8 1 59. 

Texas  Are  you  tired  of  night  calls,  administrative  hassle, 
and  traffic  jams?  Driscoll  Children’s  Hospital  is  seeking  a 
BC/BE  Director  of  Ambulatory  Services.  Competitive 
salary  and  excellent  benefits.  Driscoll  Children’s  Hospital  is 
a private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 


Radiology 

We  cover  you r. 


1-800-523-9955 


Other  Opportunities 

Specialties:  FAMILY  PRACTICE,  PEDIATRICS,  INVA- 
SIVE CARDIOLOGY,  OCCUPATIONAL  MEDICINE, 
GENERAL  SURGERY,  INTERNAL  MEDICINE, 
ONCOLOGY,  NEPHROLOGY,  OB/GYN,  THORACIC 
SURGERY,  UROLOGY,  and  VASCULAR  SURGERY. 
Locations:  TX,  AZ,  FL,  CA,  IN,  LA,  LA,  MO,  MS,  NV,  OR, 
WA,  WV,  WY.  Profile:  Excellent  opportunities  for  board  cer- 
tified/eligible physicians.  Response:  To  learn  more,  please  call 
or  send  your  CV  to:  OrNda  HealthCorp,  2600  W.  Magnolia 
Blvd.,  Attn:  L.  Geer,  Physician  Services,  Burbank,  CA 
91505.  Phone:  (800)  235-5534.  Fax:  (805)  298-3022.  Visit 
our  Web  site:  http://www.physiciannet.com.  EOE. 
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Other  Opportunities 


lb 

HENDRICK 

MEDICAL 

CENTER 


Leading  medical  center  in 
Texas  Midwest  offers  you  an 
exciting  opportunity  in  the 
following  specialties: 


■ Family  Practice 

■ Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

■ Nephrology 

• Urology 

• Endocrinology 


Send  C.Vto  Laura  Minor 
Physician  Recruitment  Coordinator 
Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)670-3528 
Fax  (9 15)  670-2293 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  I -800-284-4S60  / Houston  7 1 3-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  n , 

Houston,  TX  77242-23 1 4 J?  I o n s t e l n 
FAX  71  3-493-2234  & Associates 


UNIVERSITY  HEALTH  SERVICE 
PHYSICIAN  WANTED 


Campus  of  25,000  seeks  physician  to  provide 
primary  medical  care  to  students.  Onsite  lab- 
oratory, x-ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  and  health  education  services 
also  available.  40  hour  work  week  with  no 
call  or  weekends.  Salary  is  $75,000  - $80,000 
plus  benefits,  based  on  years  of  experience. 
BC/BE  preferred  but  not  essential. 

Contact:  Dee  Jackson,  Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


Medical  Director 


needed  for  expanding  45,000  member 
HMO.  This  10-year-old  health  plan  consti- 
tutes the  original  and  largest  component  of  a 
rapidly-growing,  provider-owned  Texas 
HMO.  The  successful  candidate  will  be  a 
board  certified  physician  (preferably  in  a 
primary  care  discipline)  with  experience  in 
clinical  practice  and  utilization  management 
in  a managed  care  setting.  Ability  to  work 
constructively  with  physicians  to  contain 
costs  while  improving  quality  will  be  essen- 
tial. The  individual  selected  may  choose  to 
live  in  Amarillo  or  Austin.  If  based  in  Austin, 
frequent  travel  will  be  required.  Please 
respond  confidentially  with  resume  or  cur- 
riculum vitae  to  Ed  Sherwood,  MD,  Sr.  VP 
& Chief  Medical  Officer,  FIRST CARE, 

12940  Research  Blvd.,  Austin,  Texas  78750, 
or  call  (512)  257-6215. 


DALLAS  MEDICAL  ASSOCIATES,  P.A.  is  seeking  a 
Neurologist,  Orthopedist  and/or  Physiatrist  for  an  office- 
based  practice.  Competitive  compensation  with  opportu- 
nity for  rapid  advancement.  Paid  malpractice,  vacation  and 
personal  time.  Call  W.  Max  Frankum,  MD,  Medical  Direc- 
tor at  (214)  484-8008. 

Positions  Wanted 

DIAGNOSTIC  RADIOLOGIST  seeks  locum  tenens  or 
permanent  position.  U.S.  trained;  board  certified.  Qualified 
in  all  diagnostic  modalities  including  MR,  mammography, 
and  most  interventional  procedures.  Available  Summer  ‘96. 
Please  respond  to  Ad  Box  860,  Texas  Medicine,  401  W.  15th 
St.,  Austin,  TX  78701. 


BOARD-CERTIFIED  DIAGNOSTIC 
RADIOLOGIST  with  25  years  experi- 
ence now  available  for  Locums  cover- 
age. Wyatt  E.  Collins,  MD.  Phone 
(817)  424-0363,  fax  (817)  329-7719. 
E-mail  pco938@airmail.net 


FOR  SALE  OR  LEASE 

Equipment 

FOR  SALE:  MEDICAL  GRAPHICS  CAD/NET  1070 

automated,  computerized,  PF  analyzer,  cost  38K,  ‘86  — 
under  maintenance  contract.  Best  offer.  (915)  695-4421 
(10-12/2-5  CST). 

Practices  For  Sale 

PRACTICE  FOR  SALE  NEAR  DALLAS.  3-year-old  IM 
practice  with  hospital  financing  support.  Physician  moving 
out.  For  more  information,  contact  (214)  932-7060. 

GYNECOLOGY  PRACTICE  FOR  SALE  Obstetrics 
could  be  added  easily  if  desired.  Located  in  Northeast 
Texas.  Selling  for  health  and  age  reasons.  Reply  to  Ad  Box 
880,  Texas  Medicine,  401  W.  1 5th  St.,  Austin,  TX  78701 . 

PRACTICE/OFFICE  FOR  SALE  OR  RENT  in  Plano,  a 
growing  city  of  140,000,  30  minutes  from  UT  Southwest- 
ern. Well-developed  internal  medicine  practice.  Rent  and 
take  over  the  practice  or  purchase  the  office  with  practice. 
Physician  will  stay  to  assist  during  transition.  1100  sq  ft, 
two  exam  rooms  with  lab  or  testing  area,  free  parking. 
Available  in  3 to  9 months.  Send  CV  to  Ad  Box  M, 
DCMS,  PO  Box  4680,  Dallas,  TX  75208. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Gunther 
(214)  353-5118 
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Practices  For  Sale 


FAMILY  PRACTICE  OPPORTUNITY  to  assume  a 37 
year  practice  in  beautiful  Colorado  Springs,  Colorado.  Call 
(719)  632-6676. 

Office  Space 


FOR  LEASE:  High  quality  professional 
building  has  space  available  for  pediatrician 
in  southwest  Fort  Worth,  Texas.  Next  to  pedi- 
atric dentist,  orthodontist,  with  large  day  care 
in  back.  One  of  the  fastest  growing  commu- 
nities with  many  schools  in  the  area.  Will 
build  to  suit.  Call  Debbie,  (817)  370-0268. 


BUSINESS  AND  FINANCIAL  SERVICES 


FOR  SALE 


HOME  HEALTH  AGENCIES  in  South  East  Texas 

50-100+  Patients  per  Agency 

For  more  information,  call:  The  Law  Offices 

of  Mark  E.  Price  at  (71  3)  782-4646. 


PUT  YOUR  HEALTH  CARE 

BUSINESS  ON  THE  INTERNET!! 


Our  service  fees  are  low.  Write,  call, 
or  visit  our  Internet  site.  Healthfirst, 
2142  Riverside  Drive, 

West  Columbia,  TX  77486. 
1-800-283-7582.  • A.  Ricks,  MD 


http://www.healthfirst.com 


PHYSICIAN’S  SIGNATURE  LOANS 


Borrow  up  to  $50,000  unsecured  through 
Physicians  Service  Association,  a division 
of  SunTrust  Bank,  Atlanta.  Since  1891, 
SunTrust  Bank,  Atlanta  has  continued  its 
heritage  of  steady  growth  by  extending 
consistently  prompt,  courteous  and  profes- 
sional service  to  our  customers.  Simply 
call  to  check  the  features  of  our  Physicians 
Signature  Loan  Program.  (Special  interest 
only  payments  for  in-training  and  new 
practitioners-may  qualify  for  up  to  6 years 
to  repay.)  (800)  241-6905  Atlanta,  GA 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don't  delay,  call  today! 

HI-GROWTH  INVESTMENTS 

(214)  868-9085 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


MD  MONEY  ADVISORS,  INC. 

& 

KANTI  S.  PATEL,  M.D;  M.B.A. 

Registered  Principal 

Securities  Offered  Through 

NORTHEAST  SECURITIES,  INC. 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  * Bonds  * Mutual  Funds  • Pension  • 
Plans  • IRA’s  • Trusts  * Keogh’s  * 
Professional  Money  Management 


805  West  Wadley  (800)  9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 
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Texas  Medicine 


Educational  Opportunities 


ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8302  Tybor 
Street,  Houston,  TX  77074. 


CME  INTHE  ROCKIES 


INTERNAL  MEDICINE  PROGRAM 

July  14-19,  199C  Estes  Park,  CO 
(note  corrected  dates) 

RENAL  DISEASE  PROGRAM 

July  22-26,  1996  Aspen,  CO 
(note  corrected  dates) 

1ST  ANNUAL  ASPEN  BRAIN 
TUMOR  SYMPOSIUM 

August  11-13,  1996  Aspen,  CO 
Sponsored  by  the  University  of  Colorado 
School  of  Medicine.  Category  1 AMA 
credit  offered  Information:  J Bauer, 
Office  of  Continuing  Medical  Education, 
University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153, 
303-372-9050,  FAX:  303-372-9065 


Witness  for  the  Defense:  Strategies  for  the  Defendant 
Physician  - This  three  hour  seminar  is  designed  to  inform 
Texas  physicians  about  the  complexities  of  the  medical  mal- 
practice claim  and  the  critical  factors  necessary  in  planning 
and  managing  legal  defense  strategies.  AMA/PRA  Category 
1 Credits  and  AAFP  Prescribed  Hours  available.  For  more 
information,  call  TMA  at  (800)  880-1300,  ext.  1411.  Fri- 
day, May  10,  San  Antonio  (during  Annual  Session);  Thurs- 
day, June  13,  Fort  Worth. 

ER  Risk  Management  for  NON-Emergency  Medicine 
Physicians  - This  three  hour  seminar  will  update  NON- 
emergency  medicine  physicians  about  the  risks  involved 
when  physicians  see  patients  in  emergency  situations  and 
settings.  AMA/PRA  Category  1 Credits  and  AAFP  Pre- 
scribed Hours  available.  For  more  information,  call  TMA  at 
(800)  880-1300,  ext  1411.  Thursday,  May  23,  Lubbock; 
Thursday,  June  6,  Port  Aransas  (during  South  TX  Chapter 
ofTAFP  annual  meeting). 


The  Texas  Dermatological  Society  Annual  Meeting 

will  be  held  in  conjunction  with  TMA's  Annual  Session, 
Friday,  May  10  - Sunday,  May  12.  Topics  include: 
“Melanoma  Update,”  “Dertmatophytes  and  the  New  Anri- 
fungals,”  and  a discussion  of  cases  presented  at  Santa  Rosa 
Ambulatory  Care  Center.  CME  credit  available  for  scien- 
tific part  of  program.  Call  (800)  880-1300,  ext.  1502  for 
more  information  or  to  register  for  the  meeting. 

The  Texas  Society  of  Plastic  Surgeons  Annual  Meet- 
ing will  be  held  at  the  Henry  B.  Gonzales  Convention 
Center  in  San  Antonio,  Texas  on  May  10-11,  in  conjunc- 
tion with  TMA’s  Annual  Session.  This  program  is 
approved  for  1 1 credit  hours  of  AMA/PRA  Category  1 
CME,  and  9.75  AAFP  credit  hours.  For  more  informa- 
tion, contact  (512)  370-1  511. 

The  Texas  Neurological  Society  will  meet  in  San  Anto- 
nio for  its  Annual  Meeting  on  May  10-1  1,  1996  at  the 
Henry  B.  Gonzales  Convention  Center.  13  CME  credit 
hours  AMA/PRA  Category  1 (9.75/AAFP  credit  hours) 
available.  For  registration  or  more  information,  contact  Lisa 
Jackson  at  (512)  370-1532. 


TEXAS  TRANSPLANTATION 
SOCIETY 


Annual  Meeting  - June  27-30 
Sheraton  Fiesta  Beach  Resort 
South  Padre  Island,  Texas 


New  for  1 996:  CME  & CEU  Credits 
Available! 

Transplant  surgeons,  nurse 
coordinators,  and  anyone 
working  in  the  field  of 
transplantation  is  welcome  to  join  us 
for  this  8th  annual  meeting  of  the 
society.  Keynote  address:  "Recipient 
Selection  Controversies”  by  Roger 
Evans,  PhD  of  the  Mayo  Clinic.  Join 
us  for  a stimulating  scientific 
program,  as  well  as  a fun  time  for  the 
whole  family.  For  program  brochure 
and  registration  form,  contact: 

Texas  Transplantation  Society 
(800)  880-1300,  Ext.  1512; 

fax  (512)  370-1635  or 
e-mail  laurie_r@texmed.org 


VOLUME  92  ★ NUMBER  5 


79 


Question 

What’s  the  funniest  thing 
a patient  has  ever  said  to  you? 


lady  in  whom  I placed  a pacemaker  came  to  the 


. office  6 months  later.  She  asked  if  it  was  safe  to 
take  a bath  now.  One  ot  her  friends  had  told  her  she  would 
short-circuit  her  pacer  and  die  if  she  ever  got  the  area  wet.” 


Terence  L.  Babcock,  MD,  51 

thoracic  surgery,  Paris 


ollowing  a successful  thrombolytic  infusion  for 

«¥  ; 


acute  myocardial  infarction,  a patient  exclaimed 
that  this  was  his  luckiest  day  ever.  He  then  requested  that  I buy 
him  a lottery  ticket  that  day.  No,  he  didn’t  win  the  Lotto!” 


Don  Royce  Bosse,  MD,  39 

internal  medicine,  Bellville 


hile  I was  evaluating  a patient  for  hoarseness, 
she  offered  the  additional  complaint  that, 
'When  I remove  my  glasses,  I don’t  hear  so  well.’  We  both 
thought  that  was  very  funny.” 


A 


4-year-old  girl  with  abdominal  pain  and 
cramping  said,  ‘Oh,  Mommy,  I think  the 
baby’s  coming  out  now!’  Her  mother  later  explained  they 
had  watched  childbirth  on  the  Discovery  Channel.” 


Randy  Pinkston,  MD,  39 

otolaryngology,  Temple 


Donald  R.  Craig,  MD,  63 

pediatrics,  Lubbock 


n older  patient  was  seen  after  his  first  hospital- 
ization.  He  said,  'It  wasn’t  bad  except  lor  the 
enemy  before  the  x-rays.’” 


Bruce  Baker,  MD,  40 

pulmonary  diseases,  Amarillo 


young  patient  ol  mine  asked  me,  ‘In  the  middle 
of  the  night,  what  kind  of  soup  should  I make?”’ 


Richard  M.  Applebaum,  MD,  65 

pediatrics,  El  Paso 


MA  ne  of  my  patients  came  in  for  an  office  visit  — 
^Fwe  had  seen  her  for  complaints  to  several  parts  of 
her  body.  She  said  in  Spanish,  'Quiero  que  me  metan  y me 
saquen  de  nuevo. ' In  English,  she  said  she  wanted  someone 
to  stick  her  back  in  the  womb  and  pull  her  out  brand  new.” 


Thomas  E.AIost,  Jr,  MD,  37 

orthopedic  surgery,  El  Paso 


** 


,nce  I asked  a patient  about  his  erection,  and  he 
told  me  it  was  'like  trying  to  push  a marshmal- 
low into  a parking  meter.  ” 


was  taking  a family  history  of  one  of  my  patients,  and 
he  said,  'My  cousin  had  that  sick-as-hell  anemia.  ” 


Alexander  S.  Bernath,  MD,  49 

urology,  Sherman 


Alan  R.  Stockard,  DO,  47 

family  practice,  sports  medicine,  Fort  Worth 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone  or  e-mail.  We  welcome  suggestions  for  fiiture 
topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  or  fax 
them  to  (512)  370-1632. 
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Corporate  practice  ban  • Antitrust  relief  • Minority  student  recruitment  • MBAs  for  MDs 


For 


Ten 


Years 


All  We’ve 


Cars. 


A fter  10  years  in  practice,  you  're  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Texas  Dental  Association.  So,  ccdl  an  Autoflex 
leasing  specialist  today. 


Tex 

It 


TexasMedical 

Association 


Auto/Zev 

(l  i A S I N G) 

c7 

Call  1 -800-678-FLEX 
(3359) 
or  817-234-1234 


Reliable  insurance  coverage  shouldn’t  be  a roll  of  the  dice. 

Choose  TMAIT. 


Responsible  financial  planning 
for  the  future  takes  more  than 
good  luck.  TMAIT  provides  you 
a choice  of  traditional  indemnity 
plans  or  the  new  Group  Plus 
Point-of-Service  (POS)  plan  for  you,  your  family,  and 
your  office  staff. 


know  and  understand  the  financial  needs  and  con- 
cerns of  other  TMA  physicians  like  you. 

TMAIT  offers  you  financial  security,  stability  and 
responsive  service. 

Call  TMAIT  at  1-800-880-8181  for  more  information. 


TMAIT  is  endorsed  and  was  created  by  the  TMA.  Its 
Board  of  Trustees  includes  TMA  physicians  who 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Tex; 

Ass< 
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Association 
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TexasMedicine 


James  W Greer,  MD,  an  internal  medicine  spe- 
cialist at  the  Greer  Rural  Health  Clinic  in 
Wimberley,  confers  with  Julie  Baldwin,  PA-C. 
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COVER  STORY 


High  marks 

Everybody  talks  about  the  importance  of physical  fit- 
ness. Taekwondo  expert  Dale  M.  Dunn,  MD,  lives  it. 
Meet  Dr  Dunn  and  four  other  Texas  physicians  who 
have  found  interesting  ways  to  stay  in  shape. 


34 

Cover  photograph  by  THERESA  DiMENNO 


Medical  Economics 


Hope  for  antitrust  relief 26 

Until  now,  federal  antitrust  laws  have  blocked  most  physicians  from  forming  net- 
works to  compete  with  the  big  guys  for  managed  care  contracts.  New  guidelines 
from  the  Federal  Trade  Commission  offer  a glimmer  of  hope,  and  leg- 
islation now  being  considered  in  Congress  may  be  key. 

BY  LARRY  BESAW 


Legislative  Affairs 

Who’s  the  boss? 


30 


That’s  a troubling  question  when  corporations,  not  physicians,  call  the  shots  in 
patient  care.  Texas  is  one  of  a handful  of  hold-outs  that  still  ban  the  corporate  practice 
of  medicine.  But  a legislative  battle  could  be  brewing  for  1997. 

BY  KEN  ORTOLON 
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Law 


Diversity  dilemmas 44 

A recent  court  ruling  said  Texas  colleges  and  universities  may  not  consider  race  in 
their  admissions  policies.  While  they  wait  to  see  if  the  US  Supreme  Court  will  hear 
an  appeal,  Texas  medical  schools  are  scrambling  to  continue  minority  recruitment. 

BY  TERI  LEE  JONES 


The  Physician’s  Life 

MBAs  for  MDs 49 

In  the  rapidly  changing  medical  market- 
place, physicians  are  returning  to  school  for 
business  expertise. 

BY  LARRY  BeSAW 


DEPARTMENTS 


Texas  Medicine  Rounds 14 

Getting  to  know  Hugh  Lamensdorf  MD  • Immunization  update  • 

Call  A Doctor  • Spotlight  on  internal  medicine  • 

2nd  Opinion  on  sharper  listening  • Sports  medicine  tips  • From  the  Field  • 

Jeffrey  I.  Levin,  MD,  MSPH,  on  reporting  pediatric  lead  toxicity 
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{At  Century  American,  Well  Guide  1 
You  Through  The  Unknown.  J 


jT 


When  it  comes  to  group  practice 


liability  coverage,  some  programs  might 
leave  you  lost.  Century  American’s  group 
coverage  policies  are  designed  to  meet 
your  needs  based  on  the  way  your  group 
practices  medicine  in  today’s  changing 
medical  profession. 

Unlike  other  companies  just  now 
entering  the  group  protection  arena. 


Century  American  has  firsthand  experience 
in  solving  the  unique  issues  facing  physician 
group  practices.  Our  claims  defense  team, 
risk  management  experts  and  team  of 
customer-driven  specialists  make  group 
protection  affordable,  secure  and  flexible  — 
it’s  been  our  specialty  since  1986. 

Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes  to 


choosing  professional  liability  coverage.  The 
Century  American  difference  is  knowing 
which  way  to  turn.  For  your  personal  guide, 
call  Susan  Baker  at  1-800-476-2002. 

Insurance  Tj 

Century  American  Insurance  Company 
Century  American  Casualty  Company 


Texas  Medicine 


Thank  You 


for  Choosing  the  TMAF  Annual  Fund  Campaign!  ^ 

__  FUNDING  INITIATIVES  TO  MEET  THE  HEALTH  CHALLENGES  OF  TEXAS 


//hank  you  to  the  165  donors  who  raised  nearly  $24,000  for  TMA  Foundation's  first 
annual  campaign!  Your  generosity  is  keeping  the  Foundation's  work  on  track. 


There's  still  room  if  you  haven't  yet  made  a donation.  We're  moving  ahead  with  ambitious 
projects  to  prevent  child  abuse  and  the  spread  of  tuberculosis.  Don't  be  left  standing  at  the 
station! 


You  may  send  your  contribution  to  TMA  Foundation, 

401  West  15th  Street,  Austin,  Texas  78701,  or  call 
(800)  880-1300,  Ext.  1663,  or  (512)  370-1663. 

Your  donation  is  a charitable  contribution,  tax-deductible  under  Federal  income  tax  law. 


TMA  FOUNDATION 


Insurance 


/.  Menna  & Company  has  built  a 
reputation  for  our  integrity  and  strong 
knowledge  of  coverages  and  the  current 

marketplace. 

Whether  you  are  in  solo  or  group 
practice,  we  have  the  solution  to  your 
insurance  needs  at  the  most  reasonable 
price,  regardless  of  specialty  or  loss 

history. 

James  T.  Rubino 
Administrator 

Individual  and  Group  Physicians  and  Surgeons  Professional 
Liability  • Clinics  • Surgery  Centers  • IPA's  • MSO's  • 
Multiple  Specialty  Practices  • Individual  Disability 

Insurance 

For  additional  information  contact: 

J.  Menna  & Company 
(713) 358-9782 
(800) 856-9782 

I nternet  j menna  @ malpractice  .com 


Editor’s  Mote 


OUR  COVER  STORY,  “Do  As 
1 Do,”  pp  34-43,  features  five 
Texas  physicians  who  have  made 
physical  fitness  a permanent  part 
of  their  lives.  Their  secrets  to  staying 
in  shape  are  easy  to  identify:  Each  of 
them  found  an  activity  they  loved  and 
made  time  for  it  in  their  schedules. 

We  owe  many  thanks  to  those 
good  sports  for  also  fitting  us  in  their 
schedules  to  be  interviewed  and  pho- 
tographed. I can’t  resist  sharing  a cou- 
ple outtakes.  In  one,  photographer 
Theresa  DiMenno  mugs  it  up  with 
taekwondo  master  Dale  M.  Dunn, 
MD,  who  also  appears  on  our  cover. 
The  other  photo  gives  a glimpse  of  the 
unexpected  things  that  can  happen 
during  a photo  session  of  this  sort. 
Just  when  Theresa  had  the  perfect 
lighting,  angle,  and  composition  to 
shoot  bodybuilder  Lori  Wasserburger, 
MD,  her  cat  wandered  onto  the  set. 

Enjoy  this  one.  You'll  feel  more  fit 
just  reading  it! 

JEAN  PIETROBONO 
Managing  Editor 
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Consider  implications 
of  handgun  prohibition 

The  article  in  reference 
to  the  concealed  handgun  law 
( Texas  Medicine,  April  1996,  pp 
18—19)  does  not  place  enough 
emphasis  on  the  legal  implications  ol 
prohibiting  handguns  in  the  physi- 
cian’s office. 

A property  owner  or  employer  who 
takes  the  “affirmative  action”  of  pre- 
venting a licensed  individual  from  de- 
fending himself  or  herself  against 
deadly  force  or  serious  bodily  injury 
in  effect  takes  responsibility  for  the 
protection  of  this  individual.  If  that 
person  is  then  the  victim  of  an  inci- 
dent that  could  have  been  prevented 
by  the  legal  possession  of  a weapon, 
the  property  owner  or  employer  will 
be  held  responsible  for  that  injury  or 
death.  Since  the  weapon  will  have  to 
be  left  in  the  licensed  individual’s  ve- 
hicle, as  a result  of  this  prohibition, 
this  liability  will  extend  to  incidents  in 
the  parking  lot,  including  the  weapon 
being  stolen  from  the  parked  car. 

Of  further  concern  is  the  fact  that 
criminals  — who  will  not  abide  by  the 
posted  signs  any  more  than  they  will 
abide  by  the  law  prohibiting  them 
from  carrying  weapons  — will  con- 

Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail , fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  jean  _p@texmed.org.  Please  type  letters  you  submit 
for  publication,  and  keep  the  length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor 
and  editorial  advisors,  and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


sider  the  premises  so  posted  as  easy 
targets  for  violent  crimes,  since  they 
know  they  will  not  encounter  armed 
resistance. 

Given  the  overwhelming  odds  that 
crimes  of  this  nature  will  be  per- 
formed by  armed  criminals  rather 
than  law-abiding,  thoroughly  checked 
and  licensed,  decent  citizens,  it  is  ob- 
vious that  the  legal  risk  of  prohibiting 
weapons  is  statistically  several  levels  of 
magnitude  higher  than  the  risk  of  al- 
lowing them. 

It  is  naive,  to  say  the  least,  to  be- 
lieve that  posted  signs  will  prevent  a 
person  with  criminal  intent  from  car- 
rying a weapon  on  any  premise. 

Roberto  Restrepo,  MD 

3410  Silver  Spur 
San  Angelo , TX  76904 

Physicians  should  tell 
patients  about  plan  limits 

I AM  CONCERNED  ABOUT  THE 
explanations  given  by  the  managed 
care  companies  regarding  why  gag 
rules  were  started  ( Texas  Medicine, 
April  1996,  pp  46-48).  According  to 
Houston  attorney  Jerry  Bell,  JD,  “They 
don’t  want  doctors  telling  patients, 
‘Well  I would  have  done  this  for  you, 
but  your  HMO  won’t  let  me.’  They 
don’t  want  doctors  dumping  on  them.” 

Patients  frequently  do  not  under- 
stand the  limitations  that  are  placed 
on  them  by  their  different  plans. 
Their  main  concern  is  the  cost  (usu- 
ally out  of  pocket)  of  their  plan,  and 


they  naively  assume  that  all  things  will 
be  done  for  them  in  all  situations. 

A physician  should  not  be  limited 
in  his  or  her  explanation  to  patients  of 
the  limitations  of  their  policies.  The 
patient  is  the  loser  when  this  gag  rule 
is  placed.  It  is  just  as  much  our  re- 
sponsibility to  inform  patients  of 
these  things  as  it  is  to  inform  them  re- 
garding the  risks  and  benefits  of  med- 
ical procedures. 

Mitchell  Huebner,  MD 

5939  Harry  Hines  Blvd 
Dallas . Texas  75235 
wag68 1 4 @mem.po.  com 

Physicians  should  temper 
managed  care  rhetoric 

I READ  WITH  DEEP  REGRET 
the  letter  from  Keith  Fisher,  MD 
(April  1996,  p 7),  which  compared 
the  growth  of  managed  care  to  the 
spread  of  Nazism. 

I have  dedicated  my  professional 
life  to  providing  high-quality  health 
care,  first  as  a family  physician  and 
now  as  a leader  in  a local  health  plan. 

I resent  Dr  Fisher’s  implications  that  I, 
or  other  doctors  who  work  within 
managed  care  settings,  would  do  any- 
thing to  harm  our  patients  or  com- 
promise the  quality  of  care  we 
provide.  Though  we  may  have  differ- 
ences of  opinion,  Dr  Fisher’s  analogy 
is  unprofessional. 

Managed  care  will  continue  to 
grow  in  Texas  because  it’s  a system  that 
works.  It  increases  access  to  care 
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Sick  Over  Malpractice 
Insurance  Premiums? 

Rejected,  cancelled  or  non-renewed? 

In  a high-risk  specialty? 
El  Dorado  has  the  cure! 

« Licensed  and  admitted  carrier  with 
S&P  rating  of  A+  for  claims  paying  ability. 

« Cost-saving  policy  with  premium 
financing  available. 

« Risk  Management  Program  to  help 
you  return  to  a standard  policy. 

v Coverage  for  all  specialties  and 
an  alternative  to  the  JUA  program. 

El  Dorado  is  dedicated  to  the  unique 
needs  of  the  medical  professional. 

For  more  information, 
call  Claudia  Cox  or  Dob  King  at 
(800)  221-3386  or  (713)  521-9251. 
or  Fax  (713)  521-0125. 
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through  low  or  no  copayments  and  no 
deductibles;  ensures  the  availability  of 
care  in  the  face  of  a fee-for-service  sys- 
tem that  is  fast  becoming  too  costly  for 
employers  and  government  to  provide; 
and  shifts  the  focus  to  primary  care 
that  seeks  to  prevent  illness  rather  than 
just  treat  patients  once  they  are  sick. 

However,  it  is  not  a system  that 
should  pit  physician  against  physi- 
cian. I urge  Dr  Fisher  to  temper  his 
rhetoric  and  his  references,  and  work 
to  ensure  that  Texans  have  access  to 
high-quality,  affordable  health  care. 

Donald  J.  Gessler,  MD 

President  and  CEO,  PCA  Health  Plans  of  Texas 
1400  Lavaca  St,  Ste  101 
Austin,  TX  78701 


Company  offers  physicians 
Internet  services 

I read  with  great  interest  the  article 
entitled  “Online  Medicine”  by 
R.U.  Steinberg  in  the  April  issue 
(pp  36-44).  As  one  who  has  been 
enthusiastically  cheering  the  Texas 
Medical  Association  onto  the  Internet 
for  nearly  2 years,  I am  gratified  to  see 
that  action  is  finally  being  taken.  I 
have  been  preaching  for  that  long  that 
medicine  absolutely  must  take  a more 
firm  stance  in  the  online  arena.  After 
having  had  several  conversations  with 
then  TMA  President  Mark  J.  Kubala, 
MD,  and  many  other  fellow  TMA 
delegates,  it  does  my  heart  good  to 
hear  them  echoing  the  sentiments  I 
expressed  to  them  so  long  ago. 

I was  disappointed,  however,  that 
all  my  efforts  in  Texas  and  with  the 
Texas  Medical  Association  have  gone 
completely  unnoticed  in  this  article. 
Nearly  2 years  ago,  I and  several  other 
physicians,  all  TMA  members,  formed 
an  Internet  provider  corporation,  In- 
ternet Connect  Services,  Inc  (ICSI). 
As  a full-service  Internet  provider 
serving  Houston,  San  Antonio, 
Laredo,  and  Victoria,  we  set  forth  our 
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goal  with  ICSI  to  assist  the  medical 
community  and  PM  A in  achieving  a 
meaningful  Internet  presence. 

To  that  end  I have  spoken  to  many, 
many  physician  groups,  cajoling  them 
to  tread  into  the  Internet  waters.  Be- 
cause of  talks  I gave  at  the  TMA  Fall 
Leadership  Conference,  I was  ap- 
proached to  assist  TMA  during  the 
annual  session  in  May.  Point  in  fact, 
my  company  and  I were  responsible 
for  orchestrating  the  entire  Internet 
presence  for  the  TMA  Annual  Ses- 
sion. This  included  implementing  and 
staffing  a 1,500-sq-ft  display  at  the 
session  (Tl  Internet  link  with  16 
computer  workstations),  in  addition 
to  teaching  three  3-hour  CME  semi- 
nars regarding  the  Internet  and  med- 
ical applications.  I am  extremely 
proud  and  honored  to  be  able  to  work 
with  TMA  in  furthering  its  worth- 
while efforts  in  this  regard. 

Another  glaring  omission  by  the  au- 
thor was  to  ignore  the  database  product 
that  Mosby  has  allowed  us  to  produce 
and  provide  to  the  Internet  — Physi- 
cians GenRx.  Phis  most-expansive 
drug  compendium  reference  source  is 
available  online  with  a search  engine 
that  physicians  here  in  Texas  devel- 
oped. Our  Internet  version  of  Physi- 
cians GenRx  (http://www.icsi.net/)  has 
been  repeatedly  mentioned  as  one  of 
the  top  medical  sites  on  the  Internet. 

One  final  technical  comment.  I 
would  point  out  that  the  term  “list- 
serv”  has  been  incorrectly  used  to 
mean  “mailing  list”  in  the  article. 
There  are  a couple  popular  server  pro- 
grams that  provide  the  mailing  list 
function;  “listserv”  is  but  one  of  them. 
Majordomo  is  another  that  is  widely 
used  by  many  providers  and  universi- 
ties. Yes,  we’ve  set  up  a mailing  list  for 
Texas  physicians  at  ICSI. 

See  you  on  the  net! 

Philip  Suarez,  MD 

President,  Internet  Connect  Services,  Inc 
605  E San  Antonio  St,  No.  310E 
Victoria,  TX  77901-6040 
philip@icsi.net 


“ While  plants  con  tain  a large  amount  of  material  which 
cannot  he  digested and  hence  is  worthless  as  food,  yet  be- 
cause o f the  starch  and  sugar  which  they  contain , 
they  are  fattening  food.  ” 

Tiik  New  American  Family  Physician 

by  Drs.  Lyman,  Ferger  and  Belfield 
circa  1910 


Don’t  lose  patience 

as  the  world  changes. 

Adapt 

to  the  new  environment. 


Your  patients  are  rethinking  their  food 
choices.  Shouldn’t  you?  Attend  The  American  Dietetic 
Association  Annual  Meeting  & Exhibition  and  find  out  first- 
hand how  the  most  recent  developments  in  food  products 
and  nutrition  can  change  your  business. 

Meet  the  authors  who  wrote  the  books,  hear  the 
scientists  who  did  the  research  and  sample  the 
products  that  will  take  food  and  nutrition  into  the 
next  century. 

The  American  Dietetic  Association 
79th  Annual  Meeting  & Exhibition 

Henry  B.  Gonzalez  Convention  Center  • San  Antonio,  Texas 

October  2 1 -24,  1 996 

fXftj  J to  receive  a Preliminary  Program  containing  more 
information:  call  The  American  Dietetic  Assoda- 
y (ADA)  at  800.877.1600  ext.  4851  or 

' J--A  e-maiimtgsinfo@eatright.org. 
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For  more  than  half  a century,  one  hospital  has  been  your  best  choice  for  cancer  care  in  Texas. 
THE  ONLY  THING  WE  TREAT  BETTER  THAN  CANCER  IS  YOUR  PATIENT. 


TEE  UNIVERSITY  OF  TEXAS 

MD  ANDERSON 

CANCER  CENTER 


New  Patient  Referral  Office 

U800'392'161 1 


NEWSMAKERS 


Galveston  anesthesiologist  James  F. 
Arens,  MD,  was  named  president  ol  the 
American  Board  of  Medical  Specialties. 

Charles  L.  Bowden,  MD,  San  Antonio, 
was  reelected  Area  5 Trustee  (South- 
east United  States)  ol  the  American 
Psychiatric  Association. 

Houston  radiation  oncologist  James  D. 
Cox,  MD,  was  named  head  of  the  divi- 
sion of  radiotherapy  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Center. 

Among  recipients  of  the  1 996  American 
Medical  Association/Glaxo  Wellcome 
Achievement  Award  are  residents  C. 
Darren  Duvall,  MD,  a Temple  diagnostic 
radiologist,  and  Maryrita  K.  Mallet,  MD,  a 
Dallas  psychiatrist,  and  third-year  med- 
ical student  Shannon  M.  Kilgore,  of  The 
University  ol  Texas-Houston  Health 
Science  Center.  The  award  recognizes 
exceptional  leadership  abilities  in  orga- 
nized medicine,  civic  activities,  or  non- 
clinical  community  activities. 

B.  Mark  Evers,  MD,  Galveston,  was 
named  secretary-elect  of  the  Society  ol 
University  Surgeons. 

Houston  neurologist  William  H.  Flem- 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632;  e-mail johanna_f@texmed.org 


James  F.  Arens,  MD  C.  Darren  Duvall,  MD 


Shannon  M.  Kilgore  Maryrita  K.  Mallet,  MD 


ing  III,  MD,  was  elected  vice  president  ol 
the  Federation  of  State  Medical  Boards 
ol  the  United  States.  Wichita  Falls  lam- 
ily  physician  D.  Clifford  Burross,  MD,  re- 
ceived the  lederation’s  1996  Dr  John 
H.  Clark  Leadership  Award. 

John  N.  Harrington,  MD,  Dallas,  was 
elected  president  ol  the  American  So- 
ciety ol  Ophthalmic  Plastic  and  Re- 
constructive Surgery. 

Lubbock  family  practitioner  Suzelle  L. 
Hickle,  MD,  JD,  was  appointed  to  the 
Health  Care  Law  Council  ol  the  State 
Bar  of  Texas.  Dr  Hickle  also  was 
named  executive  vice  president  ol  the 
St  Mary  Medical  Group  in  Lubbock. 

Arlington  orthopedic  surgeon  Bruce 
S.  Hinkley,  MD,  was  named  Physician 


B.  Mark  Evers,  MD  John  N.  Harrington,  MD 


Don  W.  Powell,  MD  L.  Rodney  Rodgers,  MD 


of  the  Year  lor  1995  lor  the  Easter 
Seals  Society  lor  Children  and  Adults 
of  Tarrant  County. 

Lake  Jackson  pediatricians  Josefina  D. 
Imperial,  MD,  and  Pei  L. Wang,  MD,  were 
named  Community  Faculty  by  the 
Coastal  Area  Health  Education  Center 
for  their  excellence  in  clinical  teaching. 

Lubbock  nephrologist  Neil  A.  Kurtz- 
man,  MD,  was  named  editor-in-chiei  of 
the  American  Journal  of  Kidney  Diseases, 
the  official  journal  ol  the  National  Kid- 
ney Foundation.  He  will  serve  lor  5 
years  beginning  January  1997. 

James  W.  Lomax  II,  MD,  Houston,  was 
awarded  the  Association  lor  Academic 
Psychiatry  Region  IX  Teaching  Award 
for  1996. 
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Obstetrician-gynecologist  James  E. 
Mauldin,  Jr,  MD,  was  chosen  1996  Doc- 
tor of  the  Year  by  the  Longview  News- 
Journal.  Pulmonary  disease  specialist 

Roger W.  Kiser,  MD,  and  general  surgeon 
J.  Benjamin  Mack,  MD,  were  runners-up. 

Plastic  surgeon  William  T.  Miller,  MD, 

received  a 1996  Award  for  Excellence 
in  Teaching  from  the  senior  class  of 
Texas  Tech  Medical  School  at  El  Paso. 

El  Paso  public  health  specialist  Lau- 
rance  N.  Nickey,  MD,  received  the  first 
Friend  of  Women's  Health  award  from 
Planned  Parenthood  of  El  Paso. 

Grand  Prairie  orthopedic  surgeon 
James  J.  Pollifrone,  DO,  was  named 
1995  Physician  of  the  Year  by  the  Dal- 
las/Fort Worth  Medical  Center  Foun- 
dation. 

Don  W.  Powell,  MD,  Galveston,  is  the 
chair  of  the  Federated  Societies  of 
Gastroenterology  and  Hematology,  a 
new  organization  concentrating  on 
government  lobbying,  fundraising, 
and  public  service  campaigns  about 
digestive  diseases. 

The  Texas  Medical  Association  Com- 
mittee on  Cardiovascular  Diseases  and 
the  TMA  Stroke  Prevention  Project 
received  the  Paul  R.  Ellis,  MD,  Com- 
munications Award  from  the  Ameri- 
can Heart  Association  for  outstanding 
achievements  in  conveying  cardiovas- 
cular health  information  to  the  pub- 
lic. George  P.  Rodgers,  MD,  Austin, 
chairs  the  committee. 

Retired  Houston  internist  L.  Rodney 
Rodgers,  MD,  received  the  Mastership 
Award  from  the  American  College  ol 
Physicians  in  April. 

Porter  general  surgeon  Pedro  A.  Rubio, 
MD,  PhD,  received  the  degree  of  Acca- 
demico  honoris  causa  from  the  Acad- 
emic Senate  of  the  Accademia 
Costantiniana  di  Lettere,  Arti  e 
Scienze  in  Palermo,  Italy.  Dr  Rubio 
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also  was  elected  president  and  chair  of 
the  Board  of  Directors  ol  the  National 
Association  of  Preferred  Providers,  a 
nonprofit  Houston  organization. 

Salado  family  practitioner  Timothy  A. 
Scroggins,  MD,  was  appointed  to  the 
executive  committee  of  the  Center  for 
Rural  Health  Initiatives  by  Gov 
George  W.  Bush. 

Plastic  surgeon  Melvin  Spira,  MD,  re- 
ceived The  Houston  Surgical  Society’s 
Distinguished  Houston  Surgeon 
honor. 

Galveston  pediatric  nephrologist 
Luther  B.Travis,  MD,  was  selected  by  the 
Texas  Affiliate  of  the  American  Dia- 
betes Association  as  the  second  in- 
ductee into  the  Texas  Affiliate  Diabetes 
Hall  of  Fame  for  nearly  30  years  of  di- 
abetes work  at  state  and  national  levels. 

Houston  urologist  Andrew  C.  von  Es- 
chenbach,  MD,  was  named  a trustee  for 
the  new  organization  Catholic  Health 
Initiatives.  He  also  received  the  Can- 
cer Counseling’s  Medical  Award  of 
Excellence. 


DEATHS 


Matthew  Seng  Ang,  MD,  39;  Missouri 
City;  The  University  of  Texas-Hous- 
ton  Medical  School,  1989;  died 
March  20,  1996. 

Ona  Mae  Ricketts  Austin,  MD,  81;  Irv- 
ing; Baylor  College  of  Medicine-Dal- 
las,  1942;  died  March  1,  1996. 

Lowell  Evans  Bast,  MD,  64;  Amarillo; 
University  of  Oklahoma  College  of 
Medicine,  1960;  died  March  15, 
1996. 

Nathan  Edward  Coates,  MD,  39; 

Houston;  The  University  of  Texas 
Medical  School  at  San  Antonio,  1983; 
died  March  29,  1996. 
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James  Weldon  Findley,  Jr,  MD,  40; 

Plano;  University  of  Mississippi 
School  of  Medicine,  1984;  died 
March  3,  1996. 

Max  Harrison  Grow,  MD,  90;  Dallas; 
University  of  Nebraska  College  of 
Medicine,  1932;  died  March  29, 
1996. 

John  Morgan  Hammer,  MD,  82;  Cor- 
pus Christi;  University  of  Chicago 
School  of  Medicine,  1939;  died! 
March  12,  1996. 

Jesse  Boyd  Heath,  MD,  90;  Madis- 
onville;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1931;  died 
March  17,  1996. 

Loma  L.  Laird,  MD,  62;  Nacogdoches; 
Louisiana  State  University  School  of 
Medicine  in  New  Orleans,  1959;  died 
December  27,  1995. 

Robert  DeWitt  Leachman,  MD,  68; 

Houston;  Baylor  College  of  Medicine, 
1954;  died  April  1,  1996. 

Ruby  South  Lowry,  MD,  98;  Austin; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1924;  died 
March  20,  1996. 

Clarence  Simpson  Mast,  MD,  78; 

Amarillo;  Johns  Hopkins  University 
School  ol  Medicine,  1942;  died 
March  8,  1996. 

Donald  Raymond  Seidel,  MD,  64;  San 

Antonio;  Saint  Louis  University 
School  of  Medicine,  1956;  died 
March  31,  1996. 

Albert  Robert  Tormey,  Jr,  MD,  70; 

Temple;  University  of  Wisconsin 
Medical  School,  1949;  died  April  8, 
1996. 

William  Anthony  Wiesner,  MD,  81; 

Odessa;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1939;  died 
March  17,  1996. 
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The  right  leader 

Fort  Worth  urologist  Hugh  Lamensdorf,  MD, 
ready  for  challenge  ofTMA  presidency 


By  Jean  Pietrobono 
Managing  editor 

Because  it’s  the  right 
thing  to  do.  That 
slogan  has  been 
overused,  particularly  by 
the  people  selling  oatmeal, 
but  it  tells  a lot  about 
Hugh  Lamensdorf,  MD. 
It  explains  why  he  became 
a physician,  why  he  got  in- 
volved in  organized  medi- 
cine, and  why,  last  month, 
he  assumed  leadership  of 
the  most  powerful  state 
medical  association  in  the 
country. 

Growing  up  in  Shelby, 
Miss,  population  2,500, 
during  the  1940s  and  early 
’50s,  he  was  the  only  child 
of  Rosann  and  Jerome 
Lamensdorf,  who  ran  a gen- 
eral store.  As  in  the  majority 
of  small  towns  back  then, 
the  most  revered  member  of 
the  community  was  the 
physician.  “When  it  came 
time  to  go  to  college,  and  I 


found  out  1 was  academi- 
cally good  enough  to  make 
it,  medical  school  seemed 
like  a wonderful  opportu- 
nity,” said  Dr  Lamensdorf. 

Becoming  a physician 
wasn’t  something  he  had 
dreamed  of  or  coveted.  He 
took  an  unblinking  look  at 
his  God-given  abilities  and 
chose  the  path  that  would 
make  the  best  use  of  them. 
He  attended  college  and 
medical  school  at  Tulane 
University  in  New  Orleans; 
did  his  internship  at  the 
University  of  Mississippi 
Hospital  in  Jackson,  Miss; 
then  returned  to  New  Or- 
leans for  his  urology  resi- 
dency at  the  Ochsner 
Foundation  Hospital. 

Military  duty  landed 
him  in  Texas.  In  1966, 
during  the  Vietnam  War, 
he  was  stationed  at  Cars- 
well Air  Force  Base  in  Fort 
Worth.  Two  years  later, 
fresh  out  of  the  service,  he 
joined  the  Fort  Worth 
urology  practice  of  Grant 
Begley,  MD,  and  Dolphus 
Compere,  MD.  He  con- 
siders both  men  his  men- 
tors and  lifelong  friends. 

About  ethics 

Dr  Begley,  now  retired,  re- 
calls that  Dr  Lamensdorf 
first  got  involved  in  the  Tar- 
rant County  Medical  Soci- 
ety because  of  his  concerns 
about  medical  ethics. 
“Hugh  was  really  annoyed 
that  we  didn’t  have  more 
control  over  the  people  who 
were  practicing  borderline 
or  shady  medicine,  and 
who  were  milking  the  in- 
surance companies  or  had 
otherwise  learned  to  beat 
the  system,”  Dr  Begley  said. 
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Tradition  also  may  help 
explain  why  Dr  Lamens- 
dorf  got  involved  in  orga- 
nized medicine  so  early  in 
his  career.  Drs  Begley  and 
Compere,  as  well  as  Huh 
Isaacks,  MD,  who  retired 
shortly  before  Dr  Lamens- 
dorf joined  the  group,  all 
had  served  their  turns  as 
president  of  the  county 
medical  society  and  been 
active  in  other  medical  or- 
ganizations. 

“When  you  involve 
yourself  in  organized  med- 
icine, you  involve  yourself 
in  the  management  of 
rules  and  regulations,”  said 
Dr  Begley.  “Why  anyone 
wants  to  take  that  on,  I 
don’t  know,  except  that  we 
felt  someone  needed  to.  It 
was  a thing  that  ought  to 
be  done.” 

About  politics 

Dr  Compere,  also  retired, 
remembers  that  a similar 
sense  of  duty  prompted  Dr 
Lamensdorf  in  the  1970s  to 
become  active  in  the  Texas 
Medical  Association  Politi- 
cal Action  Committee 
(TEXPAC).  “A  lot  of  doc- 
tors shy  away  from  politics, 
although  they’re  glad  some- 
body else  is  willing  to  do  it,” 
Dr  Compere  said.  “Hugh 
was  there  to  make  sure  the 
doctor  and  patient  come 
first,  always,  and  to  make 
sure  there’s  no  interference 
from  insurance  companies 
or  anybody  else.” 

Dr  Lamensdorf  served 
on  the  TEXPAC  Board  of 
Directors  from  1976  to 
1986,  and  he  chaired  the 
board  in  1983-1984. 
“Medicine  has  had  burn- 
ing political  and  legislative 


issues  for  many  years,  and 
1 wanted  to  be  involved  in 
trying  to  solve  some  of 
them,  he  explained.  Tort 
reform  and  scope-of-prac- 
tice  issues  topped  the  list 
of  concerns  when  he  was 
on  the  TEXPAC  board. 

He  acknowledges  that 
many  physicians  have 
been  reluctant  to  get  in- 
volved because  of  the  un- 
savory reputation  of 
political  action  and  lobby- 
ing in  general.  “What  we 
have  had  to  do  is  to  con- 
vince doctors  that  it  is 
their  responsibility  to  get 
involved  in  the  political 
process,”  he  said.  “If 
physicians  are  going  to  be 
able  to  take  care  of  their 
patients  the  way  they  were 
trained  to,  and  in  the  way 
their  patients  deserve,  then 
they  must  have  an  envi- 
ronment that  meets  their 
needs.  In  a democracy,  the 
only  way  to  see  to  that  is 
through  political  action.” 

Over  the  past  two 
decades,  TEXPAC  has 
grown  steadily  in  strength 
and  reputation,  and  today 
— thanks  to  the  persistence 
of  Dr  Lamensdorf  and  other 
physician  leaders  — it  is 
considered  one  of  medi- 
cine’s most  powerful  politi- 
cal action  organizations  in 
the  country.  Dr  Lamensdorf 
attributes  that  success  pri- 
marily to  the  association’s 
dogged  adherence  to  ethics. 

“We  refuse  to  let  our 
lobbyists  go  against  our 
principles  and  make  con- 
cessions that  might  hurt 
our  patients,”  he  said.  “In 
most  of  the  political  lob- 
bying that  goes  on  in 
Austin  and  Washington, 


the  lobbyists  are  sent  in  to 
get  the  best  possible  deal. 
So  much  legislation  is 
done  by  trading.  But  there 
are  certain  compromises 
we  will  not  make.” 

The  association’s  un- 
willingness to  compromise 
on  some  issues  probably 
frustrated  earlier  TEXPAC 
lobbyists,  as  well  as  the 
legislators  and  others  with 
whom  they  had  to  deal, 
Dr  Lamensdorf  concedes. 
“They  felt  that  we  were 
being  stubborn.  But  over  a 
period  of  years,  they  real- 
ized the  reason  we  would 
not  compromise  was  that 
we  have  very  strong  princi- 
ples, and  we’ve  come  to  be 
respected  for  that.” 


Nitty-gritty  committees 

That  same  resolute  atti- 
tude toward  issues  of  im- 
portance to  medicine  may 
explain  why  Dr  Lamens- 
dorf has  a reputation  for 
forcefulness,  some  might 
even  say,  well,  stubborn- 
ness, in  his  service  to  the 


federation.  “He  believes 
strongly  in  things  and  he’s 
not  afraid  to  say  so,  even  if 
what  he  says  may  not 
please  everybody,”  said 
one  TMA  colleague. 

In  25-plus  years  of  in- 
volvement with  organized 
medicine,  he’s  been  a mem- 
ber of  the  TMA  Board  of 
Trustees,  a I MA  delegate 
to  the  American  Medical 
Association,  and  president 
of  the  Texas  Urological  So- 
ciety and  the  Tarrant 
County  Medical  Society. 
He  has  also  done  his  time 
on  numerous  “nitty-gritty 
committees”  of  those  orga- 
nizations and  others. 

“Hugh  takes  his  com- 
mittee work  seriously.  He’s  a 


very  thorough,  well-pre- 
pared person,"  said  John  H. 
Smith,  MD,  a Fort  Worth 
general  surgeon  who  has 
known  Dr  Lamensdorf  for 
30  years.  “When  he  goes  to 
a committee  meeting,  you 
can  bet  that  he  has  done  his 
homework,  read  the  mater- 


“A  lot  of  doctors 
shy  away  from  politics, 
although  they’re  glad 
somebody  else  is 
willing  to  do  it.  Hugh 
was  there  to  make  sure 
the  doctor  and  patient 
come  first,  always,  and 
to  make  sure  there’s 
no  interference  from 
insurance  companies 
or  anybody  else.” 
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ial,  asked  questions  of  colleagues,  and 
thought  it  out.  He  doesn’t  make  deci- 
sions on  the  spur  ol  the  moment. 

Said  another  colleague,  “Because 
he  is  extremely  intelligent  and  so 
well  prepared,  you  have  to  respect 
his  opinions  even  if  you  don’t  always 
agree  with  them.  He’s  not  a guy 
you’d  want  to  debate  unless  you  re- 
ally know  your  subject,  especially  if 
it’s  about  something  he  believes  in 
strongly.” 

Passionate  about  patients 

And  Dr  Lamensdorf  believes  pas- 
sionately in  the  rights  of  physicians 
to  give,  and  patients  to  receive,  qual- 
ity medical  care  with  the  least  possi- 
ble interference  from  outside  parties. 
In  his  inaugural  speech  as  TMA 
president  delivered  this  May,  he 
blasted  “the  forces  that  are  asking  us 
to  keep  an  eye  not  only  on  our  pa- 
tients’ vital  signs  but  also  on  the  eco- 
nomic signs,  at  the  expense  of  our 
patients’  well  being.” 

He  stressed  that  he  is  not  against 
managed  care.  “Physicians  have  al- 
ways managed  care.  What  we’re 
against  are  the  forces  in  business  and 
government  that  want  to  usurp  our 
role,  that  want  to  manage  our  pa- 
tients’ care  but  lack  the  compassion, 
involvement,  experience,  and  knowl- 
edge of  physicians.” 

Dr  Lamensdorf  will  focus  on  two 
strategies  for  dealing  with  managed 
care  during  his  presidential  year. 
First,  he  will  continue  to  work  to- 
ward making  the  TMA-sponsored 
Patient  Protection  Act  law.  The  act, 
which  contains  numerous  provisions 
aimed  at  protecting  the  physician- 
patient  relationship  under  managed 
care,  was  passed  by  the  Texas  Legisla- 
ture in  1995  but  vetoed  by  Gov 
George  W.  Bush. 

His  other  priority,  and  the  one 
closest  to  his  heart,  is  to  update  med- 
icine’s code  of  ethics.  “We’re  frus- 
trated now  because  managed  care 
has  created  potential  abuses  that 


we’ve  never  dealt  with  before,”  he 
said.  “I  don’t  know  that  they  are  any 
worse  or  more  tempting  than  abuses 
under  the  fee-for-service  system. 
Problems  were  rampant  at  the  turn 
of  the  century,  and  things  didn't  im- 
prove until  physicians  pushed  for  li- 
censing standards,  medical  school 
accreditation,  and  a code  of  ethics.” 

What  medicine  must  do 

Those  ethical  standards,  and  laws 
based  on  them,  however,  were  not 
designed  to  take  care  of  some  of  the 
problems  that  can  arise  with  man- 
aged care.  And  that’s  where  a crucial 
role  for  organized  medicine  comes  in. 

“In  order  to  rewrite  our  code  of 
ethics,  to  agree  among  all  physicians 
about  what’s  right  and  what’s  wrong, 
we  must  keep  all  physicians  within  a 
unified  system,”  he  said.  “Managed 
care  is  driving  wedges  between  us  — 
between  physicians  in  small  groups 
and  larger  ones,  between  primary  care 
physicians  and  specialists,  between  aca- 
demic and  nonacademic  physicians.” 

Physicians  have  more  things  in 
common  than  they  have  differences, 
he  says.  “We  all  want  to  take  care  of 
patients.  What’s  best  for  the  patient 
must  be  our  guiding  principle.” 

Dr  Lamensdorf  says  AMA’s  recent 
proposals  resulting  from  its  Study  of 
the  Federation  are  a “great  first  step” 
toward  reinventing  organized  medi- 
cine. He  is  concerned,  however,  that 
AMA  has  not  been  more  assertive  in 
soliciting  the  involvement  of  diverse 
physician  groups. 

“Success  depends  not  upon  how 
we  decide  to  mathematically  ap- 
point delegates,  but  rather  upon  our 
ability  to  persuade  all  elements  to 
participate,”  he  said.  “AMA  has  fo- 
cused on  trying  to  redesign  the  fed- 
eration so  that  those  physicians  can 
come  in.  What  we  have  to  do  is  go 
to  the  groups  we  want  in  our  fold 
and  ‘sell’  the  federation  to  them.  We 
must  solicit  their  involvement  in  a 
very  active  way.” 


Another  side 

While  his  intense  focus  on  the  issues 
may  make  an  intimidating  first  im- 
pression, Dr  Lamensdorf  has  an- 
other side  that  is  readily  apparent  to 
friends  and  colleagues.  “He  comes 
across  at  meetings  and  in  conversa- 
tion as  a very  serious  person,”  said 
Dr  Smith,  his  friend  of  30  years. 
“But  he  also  really  enjoys  humor 
and  joking.” 

One  sure  way  to  see  his  warm 
side  is  to  ask  Dr  Lamensdorf  about 
his  children.  At  the  inauguration 
ceremony  last  month,  his  face  lit  up 
with  pride  as  he  introduced  his  four 
children.  Jerry  is  in  the  printing 
business  in  Dallas.  Bradley  is  a 
stock  analyst  in  Fort  Worth. 
Jonathan  is  with  Merrill  Lynch  in 
New  York  City.  Daughter  Marilyn 
and  her  husband,  George  Shashoua, 
MD,  who  live  in  Austin,  are  the 
parents  of  his  two  grandchildren, 
Nathan  and  Sally. 

When  interviewed  for  this  article 
in  late  April,  Dr  Lamensdorf  was 
helping  his  wife,  Louise,  a promi- 
nent chef  who  has  studied  in  France, 
make  final  preparations  for  the 
grand  opening  of  her  restaurant, 
Bistro  Louise,  in  suburban  Fort 
Worth.  “I’ll  be  actively  involved  in 
the  restaurant,  but  I can’t  tell  you  ex- 
actly what  I’ll  be  doing,”  he  said.  In 
the  previous  weeks,  he  had  helped 
choose  wallpaper,  reviewed  wine 
lists,  and  selected  the  point-of-ser- 
vice  computer  system  the  waiters  use 
to  place  orders. 

With  a strong  leader  who  is  un- 
afraid to  speak  his  mind  and  “draw 
the  line,”  as  he  says,  on  anyone  who 
threatens  the  bond  between  physi- 
cian and  patient,  the  Texas  Medical 
Association  can  look  forward  to  a 
year  that  is  anything  but  dull.  And 
anyone  who  would  take  on  the  TMA 
presidency  and  the  launch  of  a 
restaurant  in  the  same  year  clearly 
relishes  a challenge. 
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Alliance  president  puts 
family  of  medicine  first 

Barbara  Chapman,  a Dallas  busi- 
nesswoman and  community 
volunteer,  was  installed  as  pres- 
ident of  the  Texas  Medical  Association 
Alliance  last  month.  Mrs  Chapman 
and  TMA  President  Hugh  Lamens- 
dorf,  MD,  of  Fort  Worth,  were  hon- 
ored at  a joint  installation  ceremony 
during  annual  session  in  May. 

Mrs  Chapman  hopes  to  improve 
organized  medicine  in  Texas  through 
the  strength  of  the  TMA  and  TMA 
Alliance  partnership.  “All  of  us  must 
recognize  and  accept  our  responsibil- 
ity to  put  this  medical  partnership 
— the  family  of  medicine  — first, 
before  any  other  organization’s  activ- 
ities,’’ Mrs  Chapman  said.  “It  is  this 
feeling  of  commitment,  responsibil- 
ity, and  unity  that  I hope  will  spread 
throughout  our  two  companion  or- 
ganizations in  the  coming  year.’’ 

Mrs  Chapman  has  served  on  the 
boards  of  organizations  such  as  the 
Dallas  Symphony  League,  the  Cere- 
bral Palsy  Guild,  and  the  Southern 
Methodist  University  Lecture  Series. 
She  is  a partner  in  an  antiques  and 
collectible  business  in  Dallas,  where 
she  lives  with  her  husband,  radiologist 
Brooks  Chapman,  MD.  They  have 
three  children  and  five  grandchildren. 


Successful  immunization  campaign 
gears  up  for  next  phase 

By  Carly  L.  Price 
Editorial  intern 

Since  the  creation  of  the  Shots 
Across  Texas  immunization  pro- 
gram in  1993,  the  state’s  child 
immunization  rates  have  increased 
more  than  30%.  Now  71%  of  Texas 
children  are  protected  from  deadly 
diseases  through  the  Texas  Depart- 
ment of  Health  (TDH)  initiative, 
and  TMA  has  played  a key  role  in 
achieving  those  results. 

“A  large  part  of  our  success  was 
because  of  TMA,”  said  Carolyn 
Evans,  MD,  president  of  the  Shots 
Across  Texas  Board  of  Directors  and 
a Dallas  pediatrician.  “We’ve  almost 
doubled  our  immunization  rates,  and 
were  now  ranked  39th  in  the  nation 
for  childhood  immunizations.”  Be- 


fore the  Shots  Across  Texas  program, 
Texas  was  ranked  last  in  the  country, 
and  some  Texas  cities  had  immuniza- 
tion rates  as  low  as  10%. 

“ The  ad  campaign  for  Shots 
Across  Texas  ended  up  focusing  on 
the  fact  that  Texas  was  like  a third- 
world  country  in  terms  of  immu- 
nizations,” said  Lisa  Stark  Walsh, 
development  director  for  the  TMA 
Foundation.  'I  he  TMA  Foundation 
raised  funds  for  physician  education 
and  public  awareness  campaigns. 

TMA  and  the  TMA  Alliance  are 
longtime  advocates  for  childhood 
immunizations.  The  TMA  Division 
of  Health  and  Scientific  Affairs  and 
the  TMA  Alliance  have  distributed 


information  about  childhood  immu- 
nizations to  more  than  10,000  physi- 
cians. TMA  also  joined  the  fight  to 
pass  legislation  that  provided  TDH 
with  the  initial  funds  for  Shots 
Across  Texas  in  1 993. 

The  TMA  Alliance  played  a 
major  role  by  helping  establish  local 
coalitions  to  distribute  immuniza- 
tion information  and  address  prob- 
lems specific  to  each  community. 
Now  that  the  Shots  Across  Texas 
program  is  evolving  into  its  next 
phase  of  statewide  efforts,  the  coali- 
tions will  work  with  TDH  to  con- 
tinue those  efforts  and  to  hopefully 
reach  the  program’s  goal  of  a 90% 
statewide  immunization  rate  among 
children  age  2,  says  Lynn  Denton, 
TDH  director  of  communications 
and  special  health  initiatives. 

Dr  Evans  said,  “Keeping  the 
local  coalitions  in  contact  with  the 
health  department  is  important  to 


keep  them  on  course  so  we  don’t  lose 
the  new  gains  we’ve  made.  I think 
the  charge  now  is  to  finish  immuniz- 
ing all  the  children  and  then  to  sus- 
tain those  immunization  levels.” 

New  statewide  public  awareness 
campaigns  will  target  groups  whose 
immunization  rates  have  not  increased 
enough,  such  as  the  African-American 
population.  The  Shots  Across  Texas 
board  is  seeking  an  African-American 
spokesperson  to  travel  around  the 
state,  says  Dr  Evans.  Plans  also  are 
under  way  for  a statewide  computer- 
ized tracking  system,  which  will  even- 
tually be  available  to  both  the  private 
and  public  sectors  to  access  children’s 
immunization  records  instantly. 


Shois  Across  Texas 


Immunize  your  little  Texan  by  two 
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Physicians  on  call  for  the  community 

By  Johanna  Franke 
Editorial  associate 

KVUE  24  news  anchor  Judy 
Maggio  makes  the  announce- 
ment. The  phone  number 
flashes  on  the  television  screen. 
Within  seconds,  the  studio  is  filled 
with  the  shrill  of  ringing  telephones, 
and  viewers  all  over  Central  Texas  are 
asking  Travis  County  physicians 
questions  about  their  health. 

This  is  Call  A Doctor,  a yearly 
program  during  which  nearly  300 
physicians  answer  call-in  questions 
over  a 3-night  period  starting  with 
the  5 pm  news  and  ending  at  the 
close  of  the  10  pm  broadcast.  This 
year’s  program  was  held  March  18- 
20,  and  was  sponsored  by  the  Travis 
County  Medical  Society  (TCMS), 
KVUE  24,  and  the  Texas  Medical 
Association  Foundation. 

TCMS  initiated  Call  A Doctor  a 
decade  ago  as  an  opportunity  for 
physicians  to  keep  in  touch  with  their 
community  by  being  available  at 
hours  when  people  are  home  and  have 
time  to  call  in  their  health  concerns. 


About  30  physicians  from  various  spe- 
cialties volunteer  to  gather  in  a KVUE 
studio  for  each  2-hour  shift  and  an- 
swer questions  on  subjects  ranging 
from  allergies  to  breast  cancer. 

"It  is  an  opportunity  for  us  to  be 
available  away  from  our  offices,  where 
we’re  threatening  — wearing  our 
white  coats  and  rushing  in  and  out  of 
exam  rooms,”  said  Karin  Montero, 
MD,  chair  of  the  Call  A Doctor  pro- 
gram and  an  Austin  plastic  surgeon. 
“We  do  some  preventive  medicine 
teaching,  and  we  can  tell  patients  that 
they  need  to  see  their  primary  physi- 
cian or  advise  them  on  what  special- 
ists would  be  most  appropriate  for 
their  particular  ailments.” 

Call  A Doctor  physicians  receive 
about  10,000  calls  a night  altogether. 
The  calls  are  confidential,  and  the 
physicians  and  callers  remain  anony- 
mous. The  physicians  do  not  diag- 
nose, treat,  or  prescribe,  but  instead 
give  callers  basic  advice  and  phone 
numbers  to  call  for  help. 

Besides  participating  in  a com- 
munity service,  physicians  brush  up 
on  different  medical  disciplines  and 
meet  other  Travis  County  physicians 
during  the  Call  A Doctor  program, 


says  Belinda  Clare,  TCMS  associate 
executive  director. 

“It’s  a great  chance  for  them  to 
get  together,  but  the  main  thing  is 
they  enjoy  answering  questions.  And 
people  call  in  because  it’s  free  and  be- 
cause they  can  ask  questions  that 
they’re  not  really  comfortable  asking 
their  physicians  face  to  face,”  Ms 
Clare  said. 

Call  A Doctor  is  so  successful  that 
Elealthline  Texas,  TMA’s  radio  feed 
service  that  provides  health  tips  and 
news  stories  for  stations  across  the 
state,  has  established  a radio  version 
called  Ask  A Doctor.  Listeners  call  a 
toll-free  number  and  leave  their 
questions.  The  Healthline  Texas  staff 
contacts  physicians  to  obtain  an- 
swers for  the  most  frequently  asked 
questions  and  then  provides  a 60- 
second  question/answer  segment  on 
the  line  every  Friday. 

For  more  information  on  organiz- 
ing a Call  A Doctor  program  in  your 
area,  call  Carolyn  McManus,  TCMS 
public  affairs  coordinator,  at  (312) 
206-1220.  To  learn  more  about  Ask 
A Doctor,  call  Nancy  Good,  Health- 
line Texas  producer,  at  (800)  880- 
1300,  ext  1396,  or  (512)  370-1396. 


Travis  County  physicians  stay  busy  during  the  Call  A Doctor  program. 

PHOTO/NANCY  GOOD 


Healthline  Texas  producer  Nancy  Good  interviews  Karin  Montero , MD, 
for  an  Ask  A Doctor  segrnent. 

PHOTO/SPENCER  DURHAM,  KVUE  24 
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By  Teri  Lee  Jones 

Internal  medicine 

Medical  detectives 


AS  RECENTLY  AS  5 YEARS  AGO,  ACCORDING 
to  one  survey,  many  first-  and  second-year 
medical  students  could  not  clearly  define  the 
specialty  ol  internal  medicine.  Most  oi  the  552  survey  re- 
spondents identified  internists'  patient  population  as 
“old  people''  and  could  not  distinguish  between  an  in- 
ternist, a general  practitioner,  a family  physician,  and  an 
intern.  Although  there  are  more  internists  than  any  other 
specialty,  public  confusion  about  the  specialty  persists. 
Internists  had  traditionally  been  consultants  to  family 
practitioners  until  the  1950s,  with  hospitalized  patients 
making  up  most  of  their  patients.  As  specialization  grew 
in  the  succeeding  decades  and  the  proportion  of  family 
practitioners  declined,  internists  began  stepping  in  and 
becoming  the  primary  physicians  for  adult  patients. 

N umber  of  internists  in  Texas:  5,264 

Number  in  the  nation:  1 1 1,426 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  39%  ol  those  physicians  who  had  described  in- 
ternal medicine  as  their  primary  specialty  between  1 98 1 
and  1994. 

Texas  average  income  range:  $ 1 00,000— $ 1 75,000 

Key  concerns:  Compensation  often  is  not  commensurate 
with  training  and  skills;  restraints  managed  care  could 


place  on  internists'  ability  to  act  as  patient  advocates;  in- 
ternists increasingly  are  expected  to  provide  a wider  range 
of  services. 

What  internists  like  most  about  their  specialty:  Develop- 
ing close  relationships  with  patients  over  time;  the  spe- 
cialty’s blend  of  science  and  humanism;  playing  medical 
“detective”  while  unraveling  complex  cases;  wide  variety 
of  clinical  problems. 

What  internists  often  don’t  like  about  their  specialty: 

Working  uncertain,  long  hours  and  the  lack  of  control 
over  their  time;  more  administrative  hassles  than  some 
specialties. 

It  helps  if  internists  have:  Persistence  to  better  follow 
cases  through. 

Personality  traits:  People-oriented;  good  listeners;  thor- 
ough and  deliberate;  thoughtful;  intellectually  curious. 

Internists’  pet  peeve:  Being  confused  with  family  practice 
physicians. 


Sources:  Texas  State  Board  of  Medical  Examiners,  Texas  Society  of  Inter- 
nal Medicine,  American  Medical  Association,  American  Society  of  In- 
ternal Medicine. 
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June  marks  recognitions  of 
men’s  health 

For  the  second  year,  the  US 
Congress  has  designated  the 
week  preceding  Father’s  Day, 
June  10-16,  as  National  Men’s 
Health  Week  to  encourage  men 
to  make  better  use  of  the  health- 
care system.  Men  have  shorter  life 
expectancies  than  women  and 
suffer  higher  death  rates  from  ac- 
cidents, suicide,  assault,  and  dis- 
eases such  as  lung  cancer. 

The  Texas  Tegislature  desig- 
nated the  week  following  Father’s 
Day,  June  16-22,  as  Prostate 
Cancer  Awareness  Week.  Accord- 
ing to  Brian  B.  Berger,  MD,  of 
Austin,  prostate  cancer  kills  as 
many  people  each  year  as  breast 
cancer,  but  prostate  cancer  re- 
search receives  only  10%  of  the 
funding  that  is  allocated  to  breast 
cancer  research. 


Gene  defect  responsible  for 
heart  muscle  disease  discovered 

Genetic  specialists  at  Bay- 
lor College  of  Medicine 
and  The  Methodist 
Hospital  in  Houston  have  dis- 
covered a genetic  defect  on  chro- 
mosome 1 responsible  lor 
familial  dilated  cardiomyopathy 
(FDCM),  a hereditary  heart 
muscle  disease  in  which  the  ven- 
tricles enlarge,  causing  a loss  of 
pumping  strength  and  usually 
resulting  in  heart  failure. 

Scientists  detected  the  chro- 
mosomal delect  after  analyzing 
the  genetic  makeup  of  46  living 
members  of  an  afflicted  family 
in  California  and  Utah  spanning 
four  generations.  Eight  of  the 
family’s  18  cases  of  FDCM  have 
resulted  in  death.  Several  genes 
on  chromosome  1 are  consid- 
ered suspect. 


Sharp  listening 
is  preventive  medicine 
By  David  Woods 

“It  is  the  disease  of  not  listening,  the  malady 
of  not  marking,  that  I am  troubled  withal,” 
says  Sir  John  Falstaff  in  Henry  IV,  PartTwo.  Sir 
John’s  problem  isn’t  new,  although  Shake- 
speare’s remedy  for  it  — hanging  by  the 
heels  — was  perhaps  a bit  extreme.  In  fact, 
the  disease  has  surely  become  even  more 
troublesome  in  recent  times,  aggravated  by 
our  propensity  to  tune  out  or  switch  off 
entirely  the  ubiquitous  voices  of  radio  and 
television  — and  as  a result,  increasingly  to 
do  the  same  to  our  fellow  human  beings 
when  what  they  are  saying  seems  too  con- 
voluted or  uninteresting  to  lend  an  ear  to. 

Recognizing  that  I show  some  of  the 
symptoms  of  the  disease  of  not  listening  — 
impatience,  a low  threshold  for  boredom, 
and  the  journalist’s  irritation  when  speak- 
ers don’t  provide  a “lead  paragraph”  or  a 
clear  focal  point,  or  when  they  engage  in 
the  sort  of  self-indulgent  long-windedness 
that  Benjamin  Disraeli  described  as  tracing 
the  steam  engine  always  back  to  the  kettle 
— I was  delighted  to  encounter  Mortimer 
J. Adler’s  book,  HowTo  Speak,  HowTo  Listen. 

Adler  says  that  it  is  utterly  amazing  how 
people  generally  assume  that  the  ability  to 
listen  well  is  a natural  gift  requiring  no  train- 
ing. He  says  that  of  the  four  elements  in 
communication  — listening,  speaking,  read- 
ing, and  writing  — listening  is  learned  first,  is 
used  most  through  life,  and  is  taught  least 
through  all  the  years  of  schooling.  Deficien- 


cies in  listening  and  the  ensuing  failures  in 
communications,  says  Adler,  are  a major 
source  of  wasted  time,  ineffective  operation, 
miscarried  plans,  and  frustrated  decisions. 

Adler  lists  some  of  the  bad  habits  that  in- 
terfere with  proper  listening:  paying  more  at- 
tention to  a speaker’s  mannerisms  than  to 
what  is  being  said,  appearing  to  pay  attention 
while  allowing  one’s  mind  to  wander,  over- 
reacting to  certain  words  or  phrases  that 
arouse  adverse  emotional  responses,  or  just 
daydreaming.  Listening,  Adler  believes,  re- 
quires penetrating  through  the  words  to  the 
thoughts  that  lie  behind  them.  It  calls  for  sift- 
ing what’s  important  from  what  isn’t;  it  re- 
quires perceiving  as  early  as  possible  the 
focus  of  what  is  being  said. 

It  could  be  argued,  I suppose,  that  if 
people  spoke  more  logically  and  grammat- 
ically and  colorfully  than  most  of  us  do,  lis- 
tening would  be  easier.  But  that’s  rather 
like  saying  that  astronomy  would  be  more 
rewarding  if  there  were  never  any  clouds. 

Experts  have  identified  three  types  of 
listening:  supportive  — making  speakers 
comfortable  enough  to  state  what’s  on 
their  mind;  active  — asking  questions  and 
advancing  the  conversation;  and  analytic  — 
figuring  out  what  the  information  means 
and  what  to  do  about  it. 

To  put  it  bluntly,  your  future  could  de- 
pend on  improving  your  listening  skills. This 
is  especially  true  for  health-care  profession- 
als who,  by  turning  an  intentionally  deaf  ear 
to  what’s  being  said  or  by  failing  to  detect 
nuance,  may  place  their  careers  in  jeopardy. 
It’s  estimated  that  more  than  half  of  all  mal- 
practice litigation  has  its  origins  in  garbled 
communication  and  misunderstanding. 

So,  for  improved  patient  care  and  de- 
creased risk  of  litigation,  let’s  hear  it  for 
sharper  listening.  It’s  an  exercise  in  preven- 
tive medicine  — and  certainly  better  than 
the  Bard’s  cure. 

David  Woods  is  publisher  of  Medical  Practice  Com- 
municator, a newsletter  on  physician  communication, 
and  president  of  Healthcare  Media  International,  Inc, 
I 13  Naudain  St,  Philadelphia  PA  19147;  phone  (215) 
351-5328. 
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In  Texas,  until  recently,  toxic  levels  of  blood  lead 
in  children  were  not  required  to  be  reported  to 
the  Texas  Department  of  Health  (TDH).  Only 
work-related  lead  poisoning  was 
considered  a reportable  disease. 

During  its  last  session,  however,  the 
Texas  Legislature  passed  a law  re- 
quiring that  pediatric  blood  lead 
levels  above  10  pg/dL  now  must  be 
reported  to  TDH. 

Required  reporting  of  pediatric 
lead  poisoning  is  an  appropriate  first 
step  toward  reducing  morbidity  of 
this  totally  preventable  disease.  Re- 
porting will  help  define  the  true 
magnitude  of  the  problem,  and  will 
help  ensure  adequate  investigation 
and  elimination  of  ongoing  sources 
of  exposure. 

Children  are  at  greater  risk  from 
exposure  to  lead  than  adults  for  a va- 
riety of  reasons.  Mouthing  activities 
of  young  children,  greater  gastroin- 
testinal absorption  and  retention, 
and  incomplete  development  of  the 
blood-brain  barrier  make  children 
particularly  susceptible  to  lead’s  prolonged  neuro- 
behavioral  effects. 

While  the  regulated  reduction  in  the  lead  content 
of  gasoline  and  commercial  paint  has  helped  to  di- 
minish further  environmental  contamination,  the 
presence  of  inorganic  lead  in  our  environment  is 
ubiquitous  — in  old  paint,  soil,  and  food  and  water 
sources.  Some  estimates  suggest  that  in  1984,  as 
high  as  17%  of  the  US  pediatric  population  was  at 
risk  of  lead  toxicity  (1).  Although  children  in  fami- 
lies of  every  socioeconomic  status  have  been  re- 
ported to  have  elevated  blood  lead  levels,  the  highest 
prevalence  continues  to  be  in  inner-city,  underprivi- 
leged, African-American  and  Hispanic  families  liv- 
ing in  oid  housing  containing  leaded  paint. 

Following  ingestion  or  inhalation,  lead  is  dis- 
tributed to  the  blood  and  various  soft  tissues,  with 
the  majority  stored  for  extended  periods  in  the 
mineralizing  organs  such  as  bones  and  teeth.  The 
half-life  in  portions  of  the  bone  may  be  as  long  as 


25  years.  Therefore,  the  total  body  burden  of  lead 
typically  accumulates  over  time,  particularly  with 
ongoing  or  chronic  exposure. 

Lead  accumulation  and  toxicity 
may  alter  or  interfere  with  a number 
of  physiologic  processes,  including 
cognitive  functions,  heme  synthesis, 
reproductive  capacity,  renal  proximal 
tubular  function,  and  blood  pres- 
sure. Some  of  these  alterations,  in- 
cluding neurologic  ones,  can  be 
irreversible.  Furthermore,  overt  clin- 
ical toxicity  is  not  always  present, 
and  subtle  changes,  such  as  in  the 
nervous  system,  can  only  be  mea- 
sured through  sophisticated  testing. 
Hence,  the  subclinical  yet  significant 
abnormalities  associated  with  pedi- 
atric blood  lead  levels  above  1 0 
pg/dL  (adults  above  25  pg)  may  be 
missed  without  appropriate  screen- 
ing or  sufficient  index  of  suspicion 
among  at-risk  populations.  Current 
research  with  x-ray  fluorescence  of 
bone  may  also  prove  useful  for  mea- 
suring total  body  burden,  and,  it  is 
hoped,  dose  and  chronicity  of  exposure. 

The  Centers  for  Disease  Control  and  Prevention 
have  recommended  a management  protocol  for  pe- 
diatric lead  toxicity,  including  appropriate  chelation 
at  specified  levels  of  blood  lead  and  clinical  toxicity. 
Oral  chelation  is  now  possible,  but,  like  other  forms 
of  chelation,  it  should  be  undertaken  cautiously. 
Just  as  importantly,  appropriate  investigative  and 
preventive  strategies,  aided  by  reporting,  must  be 
applied  to  eliminate  ongoing  exposure. 

Reference 

1.  Royce  SE.  Lead  toxicity.  ATSDR  (DHHS,  PHS).  Case 
Studies  in  Environmental  Medicine.  1992;!:  1—29. 


Jeffrey  L.  Levin,  MD,  MSPH,  The  University  of 
Texas  Health  Center  at  Tyler  Department  of  Occupational  and 
Environmental  Medicine,  is  a member  of  the  Texas  Medical  Asso- 
ciation Committee  on  the  Environment. 
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By  Larry  BeSaw 

MedCath  Incorporated  of 
Charlotte,  NC,  has  an- 
nounced it  will  open  The 
Heart  Hospital  of  Austin, 
a 60-bed  facility  offering 
diagnostic,  interventional, 
and  surgical  services,  in 
fall  1997.  Other  investors 
include  1 8 Austin  cardiol- 
ogists and  10  Austin  vas- 
cular and  cardiovascular 
surgeons.  MedCath  oper- 
ates a similar  facility  in 
McAllen  and  is  planning 
two  others  in  Little  Rock, 
Ark,  and  Tucson,  Ariz. 

Texas  Healthcare  for 
Women,  PA,  has  been 
formed  in  San  Antonio  to 
provide  obstetrical  and 
gynecological  services  for 
managed  care  patients. 
Services  include  special- 
ized care  in  genetics,  gy- 
necological oncology,  and 
reproductive  endocrinol- 
ogy and  infertility.  It  will 
offer  capitated,  fee-for- 
service,  and  packaged 
rate  arrangements. 

Dynacare  Inc  has  ac- 
quired the  laboratory 
business  of  the  Kelsey- 
Seybold  Clinic.  Dynacare 
had  already  entered  into 
a joint  venture  with 
Houston’s  Hermann  Hos- 
pital to  create  Dynacare 
Hermann  Laboratory, 


which  provides  lab  and 
diagnostic  services  to  29 
clinics  serving  more  than 
300,000  patients  in  the 
Houston  area.  (Vinson  & 
Elkins  Health  Headlines) 

Scott  and  White  Clinic 
and  the  Metroplex  Hospi- 
tal campus  in  Killeen  are 
offering  new  cardiology 
services  to  patients  in 
Bell,  Coryell,  and  Lam- 
pasas counties.The  hospi- 
tal has  installed  a $2 
million  cardiac  catheteri- 
zation/angiography lab, 
and  Scott  and  White  car- 
diologists will  consult 
with  hospital  physicians. 

Valley  Baptist  Medical 
Center  in  Harlingen  has 
finalized  an  agreement 
withTIRR  Rehabilitation 
Centers  in  Houston  for 
the  opening  of  a new  out- 
patient rehabilitation 
program  in  September. 

Southwest  Regional  Can- 
cer Center  of  Austin  and 
The  University  ofTexas 
M.D.  Anderson  Cancer 
Center  Physicians  Net- 
work have  formed  a part- 
nership for  treatment  of 
Central  Texas  cancer  pa- 
tients.They  will  share  med- 
ical expertise,  research 
information,  and  treat- 
ment procedures.  (Austin 
American-Statesman) 


PruCare  has  changed  its 
name  to  Prudential 
Healthcare.  Prudential 
says  it  is  expanding  its 
network  of  hospitals  and 
physicians  nationwide. 

The  CorVel  Coporation  of 
Irvine,  Calif,  has  reached 
an  agreement  in  principle 
to  purchase  Selectplus,  a 
Fort  Worth-based  busi- 
ness unit  of  Dun  & Brad- 
street  Healthcare 
Information  that  develops 
databases  and  software. 
CorVel,  a nationwide 
managed  care  organiza- 
tion offering  preferred 
provider  networks,  says 
the  acquisition  of  Select- 
plus  will  expand  its  line  of 
medical  review  services. 

Austin-based  Healthcare 
America,  Inc,  says  a fed- 
eral judge  has  approved 
its  disclosure  statement 
for  a reorganization  plan 
proposed  by  the  com- 
pany and  its  lenders.The 
plan  calls  for  current 
shareholders  to  receive 
about  2%  of  the  proceeds 
of  the  sale  of  assets  or  is- 
suance of  stock  by  the  re- 
organized company.The 
shareholders  will  not 
have  any  other  interest  in 
the  reorganized  com- 
pany. Healthcare  America 
operates  acute  care, 
long-term  rehabilitation, 


and  psychiatric  hospitals, 
as  well  as  other  facilities, 
in  seven  states. 

IBM  will  create  a network 
infrastructure  and  de- 
velop software  applica- 
tions for  Irving’s  VHA,  Inc, 
to  allow  better  communi- 
cation with  its  health-care 
organizations  and  busi- 
ness partners.VHA  pro- 
vides more  than  1 ,300 
health-care  organizations 
with  information,  prod- 
ucts, and  services  to  im- 
prove community  health, 
clinical  effectiveness,  and 
operational  efficiencies. 

The  Presbyterian  Health- 
care System  in  Dallas  has 
formed  a physician  hospi- 
tal organization,  System 
Health  Providers,  Inc, 
which  will  allow  managed 
care  contracting  and  clin- 
ical management  to  be 
done  by  a single  body  for 
all  hospitals  and  physi- 
cians in  the  Presbyterian 
system.  (HealthTexas) 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  401  W 
15th  St,  Austin, TX  78701;  fax 
(512)  370-1632;  e-mail 
larry_b@texmed.org 
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UTMB  physicians  perform 
unprecedented  operation, 
grant  dying  patient’s  wish 

A cancer  patient  had  developed 
a hole  the  size  of  a thumb  in 
the  bronchial  tube  leading  to 
his  right  lung,  and  he  was  kept  alive 
only  by  a special  breathing  tube  that 
bypassed  the  leak.  As  his  condition 
deteriorated,  he  required  constant 
monitoring  in  the  intensive  care 
unit,  but  he  was  writing  notes  that 
read,  “I  want  to  go  home.”  It  was 
likely  that  the  patient  would  die  in 
the  hospital  unless  the  family  agreed 
to  another  physically  and  financially 
exhaustive  operation. 

Joseph  Zwischenberger,  MD,  a 
thoracic  surgeon  at  The  University  of 
Texas  Medical  Branch  at  Galveston, 
sought  the  help  of  his  colleague,  Eric 
vanSonnenberg,  MD,  who  had  been 
collaborating  with  the  Schneider 
Company,  manufacturers  of  a new 
type  of  covered  metallic  stent.  On 
January  5,  1995,  a stent  was  used  on 
a hole  in  the  respiratory  tract  for  the 
first  time  in  the  United  States. 

Dr  vanSonnenberg,  chair  of  the 
UTMB  Department  of  Radiology,  is 
a pioneer  of  interventional  radiology, 
a subspecialty  that  uses  radiological 
guidance  to  develop  minimally  inva- 
sive alternatives  to  traditional  opera- 
tions. He  and  Gerhard  Wittich, 
MD,  vice  chair  of  the  UTMB  De- 
partment of  Radiology,  performed 
the  first  procedure  in  3 hours.  Since 
then,  the  physicians  have  success- 
fully performed  the  procedure  on  at 
least  four  more  patients. 

"The  most  important  benefit  is 
that  these  patients  really  had  no  al- 
ternatives,” Dr  vanSonnenberg  said. 
“The  first  man  would  have  been  sent 
home  to  die.  So  far,  we  have  per- 
formed this  procedure  on  patients 
when  surgery  either  can’t  be  done  or 
has  been  done  so  many  times  before 
that  it  would  be  difficult  for  the  sur- 
geon to  go  back  in  again.” 


In  the  first  operation,  the  stent,  a 
2-inch-long  wire-mesh  tube  covered 
with  a thin  film,  resembles  a Chinese 
finger  trap  or  a tiny  Slinky.  When 
placed  in  the  patient’s  airway,  the  cov- 
ered stent  supports  the  walls,  plugs 
the  hole,  and  stops  the  air  from  leak- 
ing. After  studying  a 3-D  image  of 
the  bronchial  tube  by  helical  CT 
scan,  the  physicians  threaded  the  de- 
vice through  the  patient’s  trachea  and 
used  fluoroscopy  to  see  where  to  place 
the  stent.  Eventually,  the  patient’s  tis- 
sue will  grow  around  the  stent  and  se- 
cure it.  The  first  patient  was  released 
from  the  hospital  January  21  and  was 
breathing  free  of  external  tubes.  This 
procedure  marked  only  the  third  time 
a covered  metallic  stent  has  been  used 
in  the  United  States. 

“I  think  it’s  going  to  have  an  im- 
pact. This  is  really  a new  area  for  a 
tool  that  we  already  use,”  Dr  van- 
Sonnenberg said.  “Every  one  has 
technically  worked,  and  there  have 
been  no  major  complications  so  far. 
This  provides  a new  option  for  pa- 
tients who  might  be  out  of  viable 
therapeutic  options.” 

Sports  medicine  tips  for  the  summer 

Three  Baylor  College  of  Medi- 
cine physicians  offer  the  fol- 
lowing advice  to  doctors  and 
their  patients  working  to  keep  phys- 
ically and  mentally  fit: 

• Pulse  check:  As  one  of  your  best 
fitness  indicators,  your  pulse  can 
tell  you  if  you’re  pushing  your 
body  too  hard,  says  John  Cianca, 
MD,  a specialist  in  physical  medi- 
cine and  rehabilitation.  Each 
morning  for  a week,  take  your  rest- 
ing pulse  before  you  get  out  of  bed. 
Do  this  by  counting  the  number  of 
heartbeats  in  10  seconds  and  mul- 
tiplying by  6.  This  will  establish  an 
average  resting  pulse,  which  may 
go  down  as  you  get  in  better  phys- 


ical shape.  If  it  goes  up,  you’re 
overdoing  it.  “If  your  average 
morning  pulse  has  been  50  beats 
per  minute,  and  all  of  a sudden  it 
shoots  up  to  60  or  65,  it’s  time  to 
let  your  body  rest  for  a couple  of 
days,”  Dr  Cianca  said. 

• Concentration  training:  Good 
concentration  takes  practice.  “The 
successful  athlete  concentrates  on 
the  task  at  hand  and  filters  out 
everything  else,”  said  Francis 
Pirozzolo,  MD,  chief  of  neuropsy- 
chology at  Baylor.  “When  our 
minds  are  focused  on  the  past  or 
future,  we  cannot  be  as  effective  in 
our  present  performance.”  Re- 
gardless of  the  sport,  athletes  can 
work  on  paying  attention  to  the 
relevant  and  ignoring  the  irrele- 
vant by  taking  practice  sessions  as 
seriously  as  competitions.  For  ex- 
ample, baseball  pitchers  can  work 
on  refining  their  attention  skills  by 
throwing  to  a specific  target.  Dr 
Pirozzolo  added,  “A  simple  game 
of  catch  becomes  an  opportunity 
to  practice  concentrating  and  in- 
creasing accuracy.” 

• Arthritis  prevention:  Walking  and 
cycling  are  both  excellent  exer- 
cises for  preventing  and  treating 
osteoarthritis,  the  most  common 
form  of  arthritis.  “Exercise  is  key 
to  keeping  tendons,  ligaments, 
and  bones  strong,”  said  Sandra 
Sessoms,  MD,  a rheumatologist 
and  associate  professor  of  medi- 
cine at  Baylor.  “Studies  show  that 
a walking  program  for  moder- 
ately advanced  osteoarthritis  of 
the  knee  can  be  helpful.”  Exercise 
strengthens  connective  tissue  and 
makes  arthritis  less  likely,  while 
lack  of  movement  may  lead  to 
weak  tissue  and  immobility. 
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Moderation  can  help  prevent 
Little  League  Elbow 

With  summer  upon  us 
and  baseball  parks  over- 
flowing, parents  need  to 
be  aware  of  injuries  suffered  by  their 
Little  Leaguers.  According  to  an  arti- 
cle in  the  fall  1995  issue  of  the  Jour- 
nal of  Athletic  Training,  the  elbow  is 
injured  more  frequently  than  any 
other  part  of  the  body  when  children 
and  adolescents  play  baseball. 

“Little  League  Elbow  results  from 
repetitive  stress  on  the  elbow  during 
overhead  throwing,’’  said  certified 
athletic  trainer  Gerald  W.  Bell,  EdD, 
coauthor  of  the  report  and  director 
ol  the  Sports  Injury  Research  Lab  at 
the  University  of  Illinois  at  Urbana- 
Champagne.  “And  poor  mechanics, 
along  with  a developing  elbow  com- 
plex, leave  young  and  inexperienced 
pitchers  susceptible  to  Little  League 
Elbow.’’ 

Preseason  stretching  and  strength- 
ening programs  are  the  best  way  to  re- 
duce the  risk  of  damage  to  the  elbow’s 
growth  plates,  which  continue  to  de- 
velop until  age  17.  Mr  Bell  suggests 
the  well-known  motto:  “Warm  up  to 
throw,  don’t  throw  to  warm  up.” 

Though  the  Little  League  has  re- 
strictions on  the  number  of  innings 
pitched,  Michael  J.  Wells,  MS,  coau- 
thor of  the  report  and  medical  stu- 
dent at  the  University  of  Illinois  in 
Rockford,  says  it  is  more  important 
to  count  the  individual  pitches. 
“More  pitches  are  thrown  during  the 
week  in  practice  than  in  a single 
game,”  he  said.  A limit  in  the  range 
of  90  to  100  pitches  per  game  or 
practice  — barring  elbow  or  shoul- 
der pain  — should  prevent  damage 
from  the  unnatural  act  of  pitching. 

If  Little  League  Elbow  does  occur, 
initial  treatment  involves  resting  the 
elbow  joint  and  applying  ice  to  allevi- 
ate pain,  swelling,  and  inflammation. 
Athletic  activities  should  stop  until 
elbow  tenderness  has  disappeared. 


75  Years  Ago 

in  Texas  Medicine  - June  1921 

The  Citizen  and  the  Public  Health 

By  Manton  M.  Carrick,  MD,  State  Health  Officer 

Austin,  Tex 


The  small  boy’s  answer  to  a visiting  school 
director  as  to  the  meaning  of  the  word  “Citizen,”  furnishes 
a clue  to  our  past  ideals.  “Citizen?”  repeated  the  boy  with 
a puzzled  frown.  “Oh,  I know,  he’s  a man  what  votes  and 
pays  taxes.  My  Pa  says  he’s  one,  but  that  my  Ma  ain’t.” 
Despite  Little  Citizen’s  comprehensive  definition,  the  word  has 
taken  on  a new  meaning  during  the  past  decade.  Sometimes  even  good 
citizens  do  not  pay  taxes.  To  be  a working  unit  in  a community  and 
ever  ready  to  serve  its  best  interests,  is  the  aim  of  the  model  citizen. 
Such  an  one  realizes  that  the  greatest  asset  of  not  only  a community  but 
the  nation  at  large  is  Health  — mental,  moral  and  physical,  and  that 
we  have  no  right  to  be  spendthrifts  of  this  resource,  living  for  the  mo- 
ment at  the  expense  of  the  future  .... 

When  people  get  sick,  or  scourges  visit  us,  the  victims  have  to  be 
taken  care  of.  It  then  becomes  a question  of  self-defense.  Vast  sums  of 
money  are  required  for  the  purpose.  Why  wait  until  such  a contingency 
arises?  To  us  modern  followers  of  Hippocrates,  Health  means  some- 
thing more  than  the  mere  absence  of  disease.  The  old  health  system 
dealt  with  the  more  imminent,  spectacular  and  tragic  problems  of  dis- 
ease and  death,  and  chiefly  with  infectious  diseases,  looking  to  the  en- 
vironment of  man  for  the  sources  of  infection  and  disease  — in  the  air, 
the  water,  the  earth,  the  climate  and  the  topography  of  the  locality.  The 
new  public  health  finds  the  cause  in  man  himself,  and  is,  therefore, 
concerned  with  the  individual  .... 

In  order  to  prevent  or  cure  harmful  conditions,  we  must  first  ascertain 
the  causes  and  then  eliminate  them.  As  members  of  the  State  Medical  As- 
sociation of  Texas  your  first  obligation  is  to  awaken  the  Health  Con- 
science of  the  town  or  city  you  represent.  This  can  be  done  if  you  get 
right  down  to  the  foundation  and  demand  the  appointment  of  a work- 
ing, rather  than  a talking  Board  of  Health.  This  is  your  inalienable  right 
as  citizens.  Think  less  of  the  pretensions  of  your  candidates  and  more  of 
their  actual  capabilities.  A man’s  morals  or  money  should  not  be  consid- 
ered as  qualifications  for  the  Presidency,  Secretaryship  or  Treasuryship  of 
so  vital  a thing  as  your  Board  of  Health.  Your  candidates  should  stand  on 
their  own  merits  as  to  past  records  and  achievements  in  your  community, 
or  the  community  from  which  they  have  come.  Once  appointed  stand  by 
them  to  the  last  ditch,  lending  every  co-operation  .... 

(Texas  State  Journal  of  Medicine.  1 92 1 ; 1 7[2]  :65) 
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NOW  OFFERS 

PROFESSIONAL  LIABILITY 
INSURANCE  TO  TEXAS  PHYSICIANS 


About  Frontier 

Frontier  Insurance  Company  of  New  York  is 
a member  of  the  Frontier  Insurance  Group, 
Inc.  We  are  a licensed  and  admitted  carrier 
in  Texas. 


■ SUPERIOR  POLICY 

■ COMPETITIVE  RATES 

■ FINANCIAL  STABILITY 


Frontier’s  financial  stability  can  be  demon- 
strated by  our  ratings  of  A-  (Excellent)  by 
A.M.  Best  and  A+  by  Standard  & Poor’s 
for  our  claims  paying  ability. 


What  Makes  Frontier  Different? 

IS  Consent  to  Settle  Provisions 


Frontier  has  been  recognized  by  Forbes 
Magazine  8 years  in  a row.  We  are  one  of 
only  6 companies  in  the  country  to  have 
that  distinction. 


■ Occurrence  & Claims  Made  Policies 

■ Discounts  for  longevity,  loss  history,  risk 
management  courses  and  board  certification 


Frontier  has  an  office  in  Houston  dedicated 
to  managing  the  Texas  medical  malpractice 
insurance  program.  This  office  provides 
support  to  our  agents  and  policyholders. 


8P  True  Incident  Reporting 

■ Coverage  for  Contractual  Liability, 
HMO  & PPO  Contracts 


frontier 

INSURANCE  COMPANY  OF  NEW  YORK 

11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046  • (800)  853-9502 


■ Defendants  Reimbursement 

■ National  panel  of  defense  experts  working  in 
conjunction  with  local,  experienced,  established 
medical  malpractice  defense  firms 

■ A network  of  independent  insurance  agents 
experienced  in  medical  professional  liability 
insurance 


Contact  one  of 

National  Health  Services 
Houston:  (800)  634-9513 


Insurance  Associates  of  Texas 

Conroe:  (409)  756-2222 

Texas  American  Insurers 
Ft.  Worth:  (800)  856-3101 


Aberdeen  Medical 
Insurance  Services 
Houston:  (800)  622-9296 


J.S.  Edwards  & Sherlock 
Beaumont:  (409)  832-7736 

Madeley  & Company 
Dallas:  (800)  382-7741 


information. 

Tom  Baker  Insurance  Agency,  Inc. 
Houston:  (713)  467-4491 

Eichlitz,  Dennis,  Wray 

& Westheimer 

San  Antonio:  (210)  223-9171 

Ehrman,  Murphy  & Company 
Houston:  (713)  464-6291 


Medical  Economics 


Hope  for  antitrust  relief 

Actions  by  Congress,  FTC  may  help  physicians  form  networks 

By  LARRY  BeS  AW,  Associate  editor 


Ask  Joe  A.  Dean,  MD,  what  it  took  to  form 
a physician  network  in  Wichita  Falls,  and 
he  is  likely  to  tell  you  that  he  now  knows 
more  about  federal  antitrust  laws  than  he 
cares  to.  Perhaps  it  is  fitting  that  Dr  Dean  is  a gastroen- 
terologist. Antitrust  laws  have  certainly  given  him  and  his 
colleagues  across  the  country  serious  cases  of  indigestion. 

Dr  Dean’s  journey  into  the  world  of  antitrust  began  after 
an  ill-fated  attempt  by  Wichita  Falls’  two  hospitals  to  form 
a joint  physician  hospital  organization  (PHO).  Wichita 
General  Hospital  and  Bethania  Regional  Medical  Center 
spent  a lot  of  money  in  developing  the  PHO  before  their 
attorneys  told  them  it  was  illegal. 


As  a result,  Dr  Dean  and  other  area  physicians  decided 
to  form  their  own  network  “because  of  managed  care  com- 
petition.” They  opted  for  a 501(a)  nonprofit  health  corpo- 
ration under  the  Medical  Practice  Act  of  Texas,  he  said,  “to 
get  around  some  of  the  hassles.” 

It  was  still  an  expensive  process.  They  spent  a little  more 
than  $100,000  in  legal  fees  to  make  sure  they  did  not  vio- 
late antitrust  laws  in  deciding  which  physicians  would  and 
would  not  be  part  of  the  network,  and  another  $25,000  to 
$30,000  to  hire  a consulting  firm  to  develop  a fee  schedule 
that  would  not  provoke  the  wrath  of  the  Federal  Trade 
Commission  (FTC).  They  had  to  make  sure  everything 
they  did  satisfied  the  FTC  and  the  US  Department  of  Jus- 
tice, and  would  be  bulletproof  against  state  laws  allowing 
any  individual  who  feels  he  or  she  has  been  wronged  by  the 
arrangement  to  file  a lawsuit. 

Dr  Dean,  immediate  past  president  of  the  Wichita  County 
Medical  Society  and  a consultant  to  the  Texas  Medical  Asso- 
ciation Council  on  Socioeconomics,  says  he  and  the  other 
physicians  were  looking  for  leverage  to  level  the  playing  field 
with  the  insurance  companies  and  to  be  able  to  compete  with 
the  larger  clinics.  “No  single  physician  or  small  group  has  suf- 
ficient leverage  by  itself  to  make  an  insurance  company  do 
anything.  The  question  is,  how  do  you  get  leverage  so  you  can 


be  on  an  equal  footing  with  the  insur- 
ance companies?  They  can  share  data 
and  can  come  in  and  say  what  fee  sched- 
ule they’re  going  to  use,  and  you  have 
no  recourse  unless  you  have  sufficient 
leverage  to  keep  away  from  it.” 

With  about  1 00  physicians  as  mem- 
bers and  several  contracts  under  its 
belt,  Texoma  Total  Care  is  operating 
successfully  and  is  well  within  the  FTC 
guidelines.  But  the  physicians  still  carry 
battle  scars.  “We  have  done  it  the  right 
way,  but  it  has  been  a very  long  and 
exhausting  process,”  Dr  Dean  said. 


A different  world 

Dating  back  to  the  early  1900s  when 
Teddy  Roosevelt  and  the  trustbusters 


2 6 


TEXAS  MEDICINE  ★ JUNE  I99  6 


Medical  Economics 


took  on  the  oil  companies  and  the  rail- 
roads, antitrust  laws  with  their  accom- 
panying threat  ol  civil  and  criminal 
penalties  were  passed  to  protect  the 
public  from  price-fixing  and  other 
restraints  of  trade  measures.  But  the 
crafters  ol  such  laws  never  imagined 
the  medical  marketplace  that  exists 
today  and  the  major  roadblock  the  laws 
pose  physicians  trying  to  form  provider 
networks  to  deal  with  the  increasing 
prevalence  ol  managed  care  and  to  give 
their  patients  competitive  choices. 
Managed  care  and  mergers  creating  bil- 
lion-dollar  medical  conglomerates  have 
changed  medicine  forever. 

“The  reasons  the  antitrust  rules 
were  created  are  still  relevant,  but  the 
world  has  changed,"  said  Louis  J. 
Goodman,  PhD,  director  ol  TMA’s 
division  of  medical  economics.  “It's  not 
physicians  who  need  antitrust  scrutiny. 
It's  these  big  corporate  giants  who  are 
really  moving  the  market.  Physicians, 
just  like  their  patients,  are  getting 
pushed  and  shoved  one  way  or  the 
other.  The  rules  are  set  up  so  that  they 
prohibit  physicians  Irom  doing  exactly 
what  the  government  is  telling  them  to 
do:  Organize  to  be  more  efficient  and 
to  compete  in  the  marketplace.” 

There  may  be  hope.  Congress  is  now 
considering  a bill  granting  physicians 
relief  from  some  of  the  more  onerous 
provisions  of  antitrust  regulations,  and 
FTC  Chair  Robert  Pitofsky  said 
recently  that  the  guidelines  for  physi- 
cian networks  “ought  to  be  eased  some.” 
He  said  the  FTC  plans  to  make  it  easier 
for  physicians  to  form  networks. 

Mr  Pitofsky’s  comments  came  in  an 
April  interview  with  The  New  York 


Times.  He  acknowledged  that  the 
commission's  policy  toward  physicians 
may  be  too  restrictive  and  promised 
that  commissioners  will  adopt  new 
rules  by  the  end  of  August.  He  said  the 
rules  “ought  to  be  eased  some,"  adding 
that  physicians  should  “be  able  to  col- 
laborate in  their  dealings  with  insurers 
and  HMOs,  which  are  themselves  very 
strong  in  the  marketplace.  HMOs  are 
tough  bargainers,  and  some  of  them 
have  very  substantial  market  power.” 

Currently,  physicians  are  discour- 
aged Irom  collaborating  and  sharing 
information  about  prices  because  they 
may  legally  agree  on  fees  only  if  they 
share  financial  risk,  such  as  in  capitated 
payment  arrangements  in  clinics  or 
group  practices.  Mr  Pitofsky  told  The 
New  York  Times  the  FTC  should  con- 
sider the  possibility  that  a physician  net- 
work might  improve  the  quality  of  care 
or  control  costs,  even  if  the  physicians 
do  not  share  the  financial  risk  by  accept- 
ing a flat  payment  for  each  patient. 

His  comments  raised  hopes  that 
the  federal  government  would  back 
away  from  policies  inhibiting  develop- 
ment of  physician  networks.  They  also 
generated  suspicions  that  the  FTC  is 
merely  trying  to  avoid  legislation,  filed 
by  Republican  US  Reps  Henry  Hyde 
of  Illinois  and  Bill  Archer  of  Texas  and 
backed  by  organized  medicine,  that 
would  apply  the  “rule  of  reason”  for 
the  purposes  of  federal  antitrust 
reviews  of  networks  established  by 
physicians  and  other  health-care  net- 
works. Legitimate  physician  networks 
would  not  automatically  be  subject  to 
the  current  “per  se  illegal"  rule.  Mr 
Pitofsky  testified  against  passage  of  the 


bill  during  a House  Judiciary  Com- 
mittee hearing  in  February  and  asked 
for  time  for  the  FTC  to  complete  a 
review  of  its  policies. 

In  the  Hvde-Archer  bill,  proposed 
networks  would  be  examined  case-by- 
case and  on  the  basis  of  their  reason- 
ableness. When  he  introduced  the  bill. 
Representative  Hyde  said  the  current 
rules  concerning  financial  risk  dis- 
courage procompetitive  ventures 
“under  the  guise  of  antitrust  enforce- 
ment" and  prevent  networks  that 
would  expand  consumer  choices  and 
lower  health-care  costs.  He  said  the 
bill  is  not  an  exemption  from  the 
antitrust  laws  because  providers  would 
not  be  allowed  to  set  prices  or  control 
markets  if  such  action  has  an  anti- 
competitive effect  on  the  market. 

Only  an  organization  that  meets 
specified  criteria  would  qualify  for  the 
more  liberal,  rule-of-reason  considera- 
tion, he  said.  It  must  have  written  pro- 
grams for  quality  assurance,  utilization 
review,  coordination  of  care,  and 
resolving  patient  grievances.  It  must 
also  contract  as  a group  and  require  all 
providers  forming  the  group  to  be 
accountable  for  providing  the  sendees 
for  which  it  contracted.  Otherwise,  it 
could  still  be  considered  per  se  illegal. 

Nancy  W.  Dickey,  MD,  program 
director  for  the  Family  Practice  Resi- 
dency Program  at  Texas  A&M  College 
of  Medicine  and  chair  of  the  Ameri- 
can Medical  Association  Board  of 
Trustees,  testified  during  the  hearing 
that  “proper  antitrust  enforcement 
should  recognize  the  benefits  of 
provider  integration,  not  be  hostile  to 
them."  She  reminded  the  committee 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
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of  the  National  Cooperative  Research 
Act  of  1984  that  established  a rule-of- 
reason  standard  for  research  joint  ven- 
tures to  allow  cooperation  in  the 
high-tech  industry  and  said  a parallel 
situation  exists  in  medicine. 

“Harsh  treatment  of  physician  net- 
works is  particularly  inappropriate  as 
the  entities  with  which  physicians 
must  compete  — insurance  compa- 
nies and  managed  care  plans  — con- 
tinue to  merge  and  grow  even  larger,” 
Dr  Dickey  said.  She  cited  the  $5  bil- 
lion merger  of  two  hospital  chains  to 
form  the  Columbia/HCA  Healthtrust 
and  the  impending  merger  of  Blue 
Cross  and  Blue  Shield  of  Texas  and 
Blue  Cross  and  Blue  Shield  of  Illinois. 
“With  large  health-care  companies 
getting  even  larger  in  the  marketplace, 
the  AMA  finds  it  difficult  to  under- 
stand why  a group  of  physicians  can- 
not join  forces  to  compete  in  the 
marketplace  to  provide  quality  health- 
care services  to  our  patients  without 
fear  of  criminal  sanctions.” 

In  his  testimony,  Mr  Pitofsky  said 
passage  of  the  bill  “might  allow  certain 
clearly  anticompetitive  behavior  to 
escape  per  se  treatment  and  would 
rigidify  the  development  of  physician 
networks  in  the  sense  that  organizers 
would  seek  to  establish  networks  that 
fall  within  the  technical  requirements 
of  the  legislation  rather  than  those 
networks  that  insure  maximum 
patient  benefit.” 

Although  health-care  markets  have 
changed  dramatically,  he  said,  “collec- 
tive action  by  health-care  providers  to 
obstruct  cost  containment  by  pur- 
chasers unfortunately  remains  a signif- 
icant threat  to  consumers.”  He  says 
the  FTC  and  Department  of  Justice 
have  initiated  several  enforcement 
actions  against  physicians  and  other 
providers  in  the  past  5 years.  “These 
groups  have  often  portrayed  them- 
selves as  networks,  independent  prac- 
tice associations,  or  other  such 
potentially  procompetitive  ventures 
(even  including  utilization  review  or 
quality  assurance  programs),  but  in 
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fact  have  often  turned  out  to  be  noth- 
ing but  sham  efforts  to  forestall  or 
undermine  new  forms  of  health  care.” 

What’s  ahead 

Regardless  of  its  motivation,  the  FTC 
appears  serious  about  reviewing 
antitrust  policies  as  they  apply  to 
physicians,  says  Mary  Beth  Savory- 
Taylor,  JD,  an  attorney  in  the  AMA’s 
Division  of  Legislative  Counsel.  “The 
question  becomes,  what  exactly  will 
they  do?  They  have  had  a decade  to 
address  this  issue  for  physicians,  and 
they  haven’t  been  able  to  do  it.  I don’t 
think  we’re  expecting  that  they  are 
going  to  a fix  the  problem.  Granted, 

“We  hope  they 
will  more  rationally 
apply  the  FTC 
antitrust  rules  to  the 
medical  profession 
so  that  physicians 
can  organize  and 
have  some  reasonable 
amount  of  bargaining 
ability  with  the 
managed  care  plans.” 

we  could  be  pleasantly  surprised  on 
August  31  [the  date  by  which  the  FTC 
has  promised  to  adopt  new  rules].’’ 

She  says  Mr  Pitofsky’s  comments 
apparently  resulted  from  mounting 
pressure  from  the  Hyde- Archer  bill 
and  efforts  by  AMA,  TMA,  and  other 
state  medical  associations.  “Were  pro- 
ceeding under  the  assumption  it  is  a 
good  faith  effort  by  the  FTC.  It  sounds 
like  they’ve  got  to  at  least  move  in  our 
direction.  The  question  is  where  they 
move  to,  and  what  is  determined  to  be 
sufficient  in  terms  of  financial  risk 
sharing.  That  all  remains  to  be  seen.” 

Donald  P.  Wilcox,  JD,  TMA  gen- 
eral counsel,  says  antitrust  is  the  single 


biggest  legal  issue  standing  in  the  way 
of  physician  network  development. 
“We  hope  they  will  more  rationally 
apply  the  FTC  antitrust  rules  to  the 
medical  profession  so  that  physicians 
can  organize  and  have  some  reason- 
able amount  of  bargaining  ability  with 
the  managed  care  plans,”  he  said. 

Meanwhile,  AMA  will  continue  to 
push  for  passage  of  the  Hyde-Archer 
bill.  It  has  more  than  120  cosponsors 
in  the  House  and  AMA  is  trying  to 
secure  support  in  the  Senate,  Ms 
Savory-Taylor  says. 

Easing  the  threat  of  antitrust  actions 
against  physicians  will  spur  formation 
of  networks,  Dr  Goodman  predicts.  “A 
significant  number  of  physi- 
cian-sponsored organizations 
and  IPAs  are  just  waiting  for 
the  relaxation  of  antitrust  rules 
so  they  will  really  be  able  to 
compete  and  be  more  viable  in 
their  markets.” 

He  views  the  issue  as  one  of 
fairness  because  physicians  can- 
not assert  the  same  type  of  mar- 
ket presence  that  large 
companies  do.  “Why  can  an 
insurance  company  organize  a 
network  with  as  many  doctors 
as  it  wants,  include  them  or 
exclude  them,  and  not  have  the 
same  antitrust  issues?  Why  is  it 
that  a hospital  corporation  can 
own  the  majority  of  hospitals 
in  a large  metropolitan  area  and  the 
FTC  says,  ‘no,  that’s  not  antitrust.’ 
And,  yet,  you  get  a small  percentage  of 
physicians  who  deliver  the  services  and 
are  at  a disadvantage  because  they’re 
not  writing  the  contracts,  they’re  just 
providing  services,  and  they  are  prohib- 
ited from  competitively  organizing.”  ★ 
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Who's  the  boss? 

Legislative  fight  could  be  brewing  over  state  ban  on  employing  physicians 

By  Ken  Ortolon,  Associate  editor 


exas’  health-care  marketplace  is  evolving  at  a 
frantic  pace.  Huge  hospital  corporations  have 
been  created  through  mergers  and  hospital  ac- 
quisitions. Health  maintenance  organizations 
(HMOs)  and  a host  of  other  managed  care  entities  have 
gobbled  up  a significant  share  of  the  health  insurance  mar- 
ket. Physicians  have  banded  together  in  new  types  of  prac- 
tice arrangements.  And,  all  of  these  entities  have  struggled 
to  forge  relationships  as  the  health-care  delivery  system  has 
gone  through  the  phenomenon  of  “vertical  integration.” 


potentially  exerting  undue  influence 
over  medical  decision-making.  The 
law,  which  has  developed  over  several 
decades,  requires  a “natural  person” 
rather  than  a corporate  entity  to  hold 
a license  to  practice  medicine.  Aiding 
and  abetting  corporate  practice  is  pro- 
hibited by  the  Medical  Practice  Act  of 
Texas.  Unlicensed  practice  is  a third- 
degree  felony. 

That  situation  could  change,  how- 
ever, in  1997,  when  one  or  more  of 
the  major  players  in  the  new  medical 


But  one  thing  hasn’t  changed,  at  least  in  Texas.  Despite 
the  fact  that  few  states  do  so,  Texas  still  maintains  its  pro- 
hibition against  the  “corporate  practice  of  medicine.” 
By  law,  hospitals,  insurance  companies,  or  oth- 
ers are  banned  from  directly  employ- 


ing physicians,  paying  them 
salaries,  and,  thereby, 


marketplace  are  expected  to  ask  the 
Texas  Legislature  for  significant  modifications,  if  not  out- 
right repeal,  of  the  corporate  practice  ban. 


Next  step  in  the  progression 

Kim  Ross,  Texas  Medical  Association’s  director  of  public  af- 
fairs, says  the  association  is  preparing  to  defend  the  corpo- 
rate practice  ban  in  the  next  legislative  session  even  though 
the  ban’s  critics  are  not  yet  admitting  they  will  seek  its  re- 
peal. Mr  Ross  says  managed  care  entities  and  other  organi- 
zations seeking  to  reduce  health-care  costs  are  running  out 
of  places  to  squeeze  savings  out  of  the  system. 

“You  can  only  discount  physician  fees  to  a point,’’  Mr  Ross 
said.  “The  natural  step  to  take  — whether  you’re  a hospital,  a 
health  maintenance  organization,  or  an  employer  — is  to  get 
even  tighter  control  over  physicians.  You  ultimately  achieve 
that  not  by  contracting  with  them  but  by  employing  them.” 

It  is  that  question  of  control  that  worries  physicians  and  has 
led  to  TMA’s  staunch  defense  of  the  corporate  practice  ban. 

“A  corporate  practice  arrangement,  where  the  individual 
physician  is  employed,  changes  the  incentives,”  said  Dallas 
oncologist  Joseph  Bailes,  MD,  chair  of  TMA’s  Council  on 
Legislation.  “The  physician’s  decision,  vis-a-vis  the  patient, 
can  be  encumbered  by  economic  concerns.” 


All  artkles  in  Texas  Medicine  that  mention  Texas  Medical  Associations  stance  on  state  legislation  are 
defined  as  "legislative  advertising , ''according  to  Texas  Govt  Code  Ann  §305.027.  That  law  requires 
disclosure  of  the  name  and  address  of  the  person  who  contracts  with  the  printer  to  publish  the  legisla- 
tive advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive  Vice  President,  TMA,  401  W 15th 
St,  Austin,  TX  78701. 


TEXAS  MEDICINE 


★ JUNE  1996 


Legislative  Affairs 


TMA  General  Counsel  Donald  P. 
Wilcox,  JD,  says  the  physician’s  first 
duty  is  to  the  patient.  But  if  that  physi- 
cian is  an  employee  of  a hospital  or  in- 
surance company,  the  employer  also  has 
the  right  of  control  over  that  employee. 

“So,  if  the  employer  is  not  a physi- 
cian, with  that  right  of  control  the  em- 
ployer can  direct  how  that  employee 
practices  medicine  without  having  the 
necessary  training,  experience,  or  li- 
cense to  do  so,”  Mr  Wilcox  said. 

Texas  in  the  minority 

Texas  is  one  of  only  five  states  that 
were  enforcing  a corporate  practice 
ban  as  of  1991,  according  to  a study 
conducted  by  the  Office  of  Inspector 
General  of  the  US  Department  of 
Health  and  Human  Services.  The  oth- 
ers were  California,  Colorado,  Iowa, 
and  Ohio.  However,  Mr  Wilcox  be- 
lieves that  study  may  have  missed  a 
few  states  that  also  maintain  a corpo- 
rate practice  ban. 

And  courts  in  another  state,  Illi- 
nois, may  be  moving  toward  enforcing 
a similar  ban.  An  appellate  court  there 
recently  found  that  the  corporate 
practice  of  medicine  prohibition 
voided  an  employment  contract  be- 
tween a not-for-profit  hospital  and  a 
physician  because  the  hospital  was  not 
organized  under  the  Illinois  Medical 
Corporation  Act. 

The  Texas  ban  has  a long-standing 
history,  both  in  state  statute  and  case 
law.  Mr  Wilcox  says  the  ban  first  sur- 
faced as  an  interpretation  of  the  Med- 
ical Practice  Act,  originally  passed  in 
Texas  in  the  1880s. 

As  early  as  1933,  Texas  courts  were 


being  asked  to  rule  on  the  question  of 
whether  it  was  legal  for  hospitals  to  em- 
ploy physicians  and  collect  fees  for  their 
services.  And,  in  1939,  the  legislature 
passed  specific  language  stating  that  a 
physician  could  lose  his  or  her  license 
for  permitting  a nonphysician  to  use  his 
or  her  license  to  practice  medicine. 

In  the  1950s,  Texas  courts  held  that 
the  1939  statute  specifically  prohibited 
the  employment  of  physicians  in  the 
case  of  E.  Watt  v Texas  State  Board  of 
Medical  Examiners.  In  that  case,  the  Dal- 
las Court  of  Civil  Appeals  upheld  the 
suspension  of  Dr  Watt’s  license  for  18 
months  on  grounds  that  he  violated  the 
corporate  practice  ban  by  accepting  em- 
ployment at  the  Hoxsey  Cancer  Clinic, 
where  he  was  paid  $2,000  per  month  to 
interpret  x-ray  films.  Neither  the  clinic 
nor  its  owner,  Harry  M.  Hoxsey,  were  li- 
censed to  practice  medicine. 

In  1971,  the  legislature  again 
amended  the  corporate  practice  ban  to 
allow  a physician’s  license  to  be  revoked 
if  he  or  she  aided,  directly  or  indirectly, 
the  practice  of  medicine  by  any  person, 
partnership,  association,  or  corporation 
not  duly  licensed  to  practice  medicine 
by  the  Texas  State  Board  of  Medical  Ex- 
aminers (TSBME).  It  was  enforced 
twice  in  court.  One  case,  Garcia  v 
TSBME  upheld  the  refusal  of  TSBME 
to  certify  a health  maintenance  organi- 
zation (HMO)  that  sought  to  employ 
physicians.  In  the  second,  Flynn  Broth- 
ers v First  Medical  Associations,  the  court 
refused  to  enforce  a contract  executed 
between  a physician  and  a lay  company 
in  which  the  physician  agreed  to  pro- 
vide services  in  the  emergency  depart- 
ments of  several  hospitals.  The  court 


stated  the  arrangement  really  was  an  il- 
legal employment  agreement  where  the 
lay  corporation  received  a fee. 

Out  of  touch? 

Twenty-five  years  later,  opponents  of 
the  ban  say  it  is  outdated  and  out  of 
touch  with  the  types  of  health-care  de- 
livery systems  and  payment  mecha- 
nisms now  being  put  into  place.  The 
Texas  Business  Group  on  Health,  a 
coalition  of  some  of  the  state’s  largest 
employers,  has  been  among  the 
groups  most  critical  of  the  ban.  That 
group’s  executive  director,  John  Ka- 
jander,  says  it’s  time  for  the  legislature 
to  take  another  look  at  the  ban. 

“The  act  was  created  at  a period  of 
time  that  existing  mechanisms  were 
drastically  different,”  Mr  Kajander 
said.  “It  should  be  looked  at  again  to 
make  sure  it’s  applicable  and  appropri- 
ate in  the  1990s.” 

Specifically,  Mr  Kajander  says  the 
corporate  practice  ban  is  impeding  the 
development  of  integrated  health-care 
delivery  systems.  He  says  it  also  works 
against  physicians  who  might  want  to 
set  up  their  own  integrated  networks 
because  it  denies  them  access  to  capi- 
tal from  nonphysicians. 

Supporters  of  the  ban  point  out, 
however,  that  mechanisms  already  exist 
to  allow  some  nonphysician-owned  en- 
tities to  function  within  the  parameters 
of  the  corporate  practice  ban.  The  most 
noteworthy  are  the  so-called  “501(a) 
nonprofit  health  organizations.” 

Section  501(a)  of  the  Medical  Prac- 
tice Act  of  Texas  originally  was  drafted 
to  provide  settings  for  both  training 
new  physicians  and  providing  health 
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services  to  indigents.  In  recent  years, 
hospitals,  HMOs,  and  other  entities 
have  used  the  provision  to  create  new 
practice  arrangements  in  which  they 
employ  physicians.  The  501(a)  organi- 
zations are  run  by  a board  ol  physi- 
cians, but  the  nonphysician  entity  also 
has  a seat  on  the  board  and,  to  a large 
extent,  controls  the  purse  strings. 

Nearly  180  501(a)  organizations 
now  exist,  most  of  which  were  cre- 
ated within  the  past  4 years,  Mr 
Wilcox  says. 

Another  recent  exemption  to  the 
ban  was  passed  at  the  request  of 
Austin’s  city-owned  Brackenridge  Hos- 
pital. When  that  facility  was  having 
trouble  keeping  enough  neurosurgeons 
on  staff  to  provide  24-hour  coverage  in 
its  emergency  department,  it  asked  for 
legislation  to  allow  it  to  provide  a min- 
imum guarantee  to  neurosurgeons  who 
staff  the  emergency  department  and  to 
do  some  billing  and  collecting  for 
them.  The  measure  passed  after  TMA 
and  the  Texas  Hospital  Association 
worked  together  to  draft  language  ac- 
ceptable to  both  groups. 

Level  playing  field 

While  TMA  officials  don’t  believe  any 
more  exceptions  to  the  corporate 
practice  ban  are  warranted,  some  large 
hospital  companies  disagree.  In  meet- 
ings in  April  among  TMA  lobbyists, 
El  Paso  physicians,  and  representatives 
of  Columbia/HCA,  one  of  the  na- 
tion’s largest  hospital  chains,  Colum- 
bia officials  argued  that  the  501(a) 
organizations  have  an  unfair  competi- 
tive advantage,  and  that  to  “level  the 
playing  field,’’  either  the  ban  should 
be  repealed  or  the  501(a)  groups 
should  be  done  away  with. 

TMA  officials  point  out,  however, 
that  Columbia/HCA  could  set  up  its 
own  501(a)  organization  as  long  as  it 
structured  the  organization  to  meet  the 
not-for-profit  requirements  of  the  law. 

“We  have  accommodated  legitimate 
concerns  about  the  ability  to  recruit 
and  keep  physicians  in  certain  kinds  of 
settings,  such  as  community  health 
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centers,’’  Mr  Ross  said.  “We  believe  we 
fixed  what  was  broken  in  terms  of  any 
institutional  barriers  to  physicians  and 
hospitals  working  together.” 

Mr  Ross  says  the  bottom  line  is 
that  some  organizations,  especially 
those  with  businesses  in  several  states, 
would  rather  have  the  convenience  of 
importing  into  Texas  the  types  of  de- 
livery systems  they  have  set  up  else- 
where, where  they  are  free  to  hire 
physicians.  That  avoids  the  necessity 
of  a physician-controlled  board  and 
gives  the  hospital  corporation  or 
HMO  more  control. 

“The  hospitals  are  in  an  awkward 
situation  because  they  need  to  get 
along  with  the  medical  staffs,”  Mr 
Ross  said.  “You  can’t  admit  a patient 
to  a hospital  without  a doctor,  so  they 
have  to  get  along  with  them.  But 
many  would  like  to  exert  more  control 
over  their  medical  staffs  by  employing 
them  instead  of  contracting  with 
them.  They  believe  they  could  save  a 
lot  of  money  and,  of  course,  they  then 
could  have  total  control.” 

Is  the  debate  on? 

The  question  now  is,  will  a major  as- 
sault on  the  corporate  practice  ban 
occur  in  1997?  The  answer  to  that  is 
still  unclear. 

Joe  DaSilva,  senior  vice  president 
for  public  affairs  at  the  Texas  Hospital 
Association  (THA),  says  his  organiza- 
tion has  worked  closely  with  TMA  on 
the  Brackenridge  exception  and  recent 
changes  in  501(a)  rules.  THA  will  not 
seek  further  changes  in  the  corporate 
practice  ban,  he  says. 

Mr  Kajander,  of  the  Texas  Business 
Group  on  Health,  says  he  is  unaware 
of  any  plans  to  repeal  the  law.  How- 
ever, he  does  think  critics  of  the  ban 
will  seek  legislative  review  of  the  cur- 
rent statute. 

“I  don’t  think  anyone  will  go  out 
there  with  a buccaneer  approach  and 
try  to  kill  the  corporate  practice  of 
medicine  ban,”  he  said.  “I  think  there 
will  probably  be  a request  to  review  the 
language  to  see  what  is  appropriate  for 
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the  1990s,  to  see  if  it  makes  sense  for 
today’s  health-care  environment.” 

Columbia/HCA  may  have  other 
plans.  Several  months  ago,  the  corpora- 
tion’s political  action  committee  (PAC) 
sent  a flyer  to  El  Paso  physicians  in 
which  the  PAC  listed  repeal  of  the  cor- 
porate practice  ban  as  one  of  its  priori- 
ties. Use  of  the  flyer  was  discontinued 
after  El  Paso  physicians  reacted  angrily. 

Columbia  officials  characterized 
the  flyer  as  a “mistake.”  In  the  April 
meetings  with  TMA  and  El  Paso 
County  Medical  Society  representa- 
tives, Columbia’s  lobbyists  promised 
to  work  with  the  physicians’  groups  to 
address  concerns  about  the  ban. 

“The  debate  that’s  going  to  ensue,  I 
think,  is  how  one  balances  the  legiti- 
mate interests  of  the  payers  of  health 
care  about  utilization  of  services  with 
the  physicians’  equally  legitimate  con- 
cerns not  only  about  clinical  auton- 
omy but  also  about  what  the 
incentives  and  disincentives  are  to  pro- 
vide appropriate  care,”  Mr  Ross  said. 
“TMA  has  an  excellent  relationship 
with  the  Texas  Hospital  Association,  so 
a direct  confrontation  is  not  likely.  We 
will  work  closely  with  THA  and  others 
and  listen  carefully  to  their  concerns.” 

Dr  Bailes  says  TMA’s  goal  in  the 
debate  will  be  unchanged  from  that  in 
previous  debates  over  corporate  prac- 
tice issues.  “Our  goal  will  be  to  pre- 
serve physician  autonomy  and  prevent 
outside  interference  in  the  practice  of 
medicine  and  the  patient-physician 
relationship.”  ★ 
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Fit  physicians  practice 


what  they  preach 


Physicians  are  necessarily 
FULL  OF  IT.  Advice,  that  is.  It’s  part 
of  their  jobs.  Get  your  checkups,  stop 
smoking,  eat  right,  and  exercise  regu- 
larly, they  routinely  urge  their 
patients.  But  as  members  of  one  of 
the  most  demanding  professions, 
physicians  may  find  it  hard  to  take 
their  own  advice,  especially  when  it 
comes  to  squeezing  in  time  for  regular 
workouts.  For  some  Texas  doctors, 
choosing  to  stay  fit  or  not  is  like 
deciding  between  lobster  and  gruel  — 
it’s  a no-brainer.  They  can’t  imagine 
life  without  a few  weekly  doses 
of  sweat  and  burn.  Call  them  compul- 
sive or  call  them  fitness  freaks,  just 
don’t  ask  them  to  give  up  their  sports. 


Marathon  man 
John  Cianca,  MD 

When  your  sneakers  have  smacked  the 

ground  some  35,000  times  nonstop  and 
you’ve  been  running  2'A  hours  straight, 
time  begins  to  stand  still.  Your  legs  feel 
mushy,  your  feet  turn  to  cinder  blocks, 
and  all  your  muscles  start  screaming  at 
you  in  unison,  “Hey,  fella!  I’m  outta  fuel 
here.  Time  to  stop  now.  OK?”  And  no 
matter  how  fit  you  are  or  how  well  you 
have  trained,  at  about  the  20-mile  mark  in  a marathon,  you 
hit  an  invisible  wall  that  spares  no  one.  The  very  thought  of 
running  6 more  miles  becomes  almost  unbearable,  so  you 
shoot  for  the  next  tree  or  the  next  building  or  that  lady  up 
ahead  in  the  yellow  shirt  holding  out  a cup  of  water. 

“The  last  few  miles  feel  like  an  eternity,”  said  John 
Cianca,  MD,  assistant  professor  of  physical  medicine  and 
rehabilitation  at  Baylor  College  of  Medicine  in  Houston. 
“Your  muscles  go  into  debt,  and  you’re  so  sick  of  running 
by  that  time  that  to  some  extent  you  don’t  even  care  any- 
more.” Not  quite  in  the  ranks  of  elite  marathoners,  Dr 
Cianca  is,  nevertheless,  a competitive  runner  who  averaged 
a respectable  pace  of  7.5-minute  miles  this  January  in  his 
third  marathon.  Still,  he  described  his  finish  in  that  race  as 
“just  stumbling  along.  I was  almost  delirious,  and  I could 
have  sworn  every  minute  lasted  an  hour.” 

Although  observers  tend  to  regard  marathoners  with  a mea- 
sure of  awe,  some  probably  suspect  they  have  a crazy  streak. 
Some  marathoners  admit  that  the  agony  oi  running  their  first 
marathon  was  so  hideous,  they  swore  they  would  never  run 
another  one.  But  over  time,  memory  of  the  pain  faded,  and 
what  they  remember  most  is  the  sheer  wonder  of  the  whole  ex- 
perience. “I  ran  my  first  one  mainly  to  see  if  I could  do  it,”  said 
Dr  Cianca.  “Then,  I wanted  to  better  my  time.” 

No  stranger  to  grueling  exercise,  he  competed  and 
placed  in  several  triathlons  after  running  his  first  marathon 
at  the  age  of  22.  “I’m  not  quite  sure  il  I’ll  switch  back  to 
triathlons.  It’s  whatever  I find  time  lor  — that’s  pretty 
much  the  limiting  factor  now." 

A native  of  Rochester,  NY,  it  took  Dr  Cianca,  34,  about  2 
years  to  get  acclimated  to  Texas’  sweltering  heat  after  he 
moved  here  in  1993.  “The  first  race  I ran  in  Texas  was  a short 
race,  just  5 kilometers,”  he  explained.  “It  was  August,  and  that 
last  mile  was  so  hot,  I continued  to  sweat  long  after  the  race 
ended.”  He  now  runs  in  the  evenings  during  the  summer. 

One  of  his  first  athletic  ventures  didn’t  involve  much 
running.  As  a 1 4-year-old  freshman  in  high  school,  he 
wanted  to  be  a long  jumper.  “But  I hated  it,  so  I switched 

A marathon  does  the  feet  no  favors, 
says  John  Cianca,  MD, 
whose  own  have  apparently  held  up  well. 
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to  running  events.”  As  a mid-distance  runner,  his  favorite 
event  was  the  800-meter  race.  “I  was  a decent  athlete  but 
not  a real  standout,”  he  explained.  Unlike  many  teen  jocks, 
he  says  he  got  better  as  he  got  older.  “I  ran  my  best  800 
when  I was  30  years  old.”  These  days  when  he  goes  home 
to  New  York  for  visits,  he  sometimes  runs  into  former 
high-school  sports  stars  who  have  gone  to  pot.  “Their  stars 
rose  early  and  they  just  burned  out,”  he  said. 

Just  about  anyone  can  run  a marathon,  according  to  Dr 
Cianca.  “All  it  takes  is  determination  and  about  6 months 
of  training.”  He  recommends  a four-phase  plan:  8 weeks  of 
endurance  training,  where  you  basically  just  get  used  to 
running  regularly;  8 weeks  of  strength  and  stamina  train- 
ing, where  you  gradually  run  longer  distances;  6 weeks  of 
performance  training,  where  you  run  some  short  races;  and 
the  taper  phase,  where  you  gradually  decrease  your  mileage. 

“You  see  all  kinds  of  people  running  marathons,”  he 
added.  “Yet,  even  elite  runners  respect  the  fact  that  it’s  a 
long  race.”  Better  runners  must  restrain  themselves  some- 
what during  the  first  10  to  15  miles,  but  even  they  hit  the 
wall  near  the  end.  Then,  it  takes  intense  concentration  to 
simply  keep  going.  “You  can’t  help  but  think  of  strategies  at 
that  point,  and  you  start  saying  to  yourself,  'Do  I slow  up 
a little  bit  because  this  hurts  like  crazy,  or  should  I try  to  go 
faster  and  get  it  over  with?’” 

When  he  looks  back  on  his  accomplishments,  he  says  it’s 
not  the  trophies  and  plaques  that  are  important.  “It’s  the 
power  you  feel  in  your  body  — that’s  a good  feeling.”  Dr 
Cianca  admits  to  being  a bit  compulsive  about  keeping  fit. 
“I  can  get  cranky  when  I miss  more  than  one  or  two  work- 
outs.” Keeping  in  shape  also  makes  all  the  difference  in 
how  he  handles  stress  and  in  his  attitude  toward  life  in  gen- 
eral, he  says.  “Running  and  training  have  become  a way  lor 
me  to  become  suited  to  do  what  I do.”  — Teri  Lee  Jones 

The  shootist 
Robert  Chilton,  MD 

It’s  the  final  game  ofithe  National  Basket- 
ball Association  championship  series. 
Chicago  Bulls  107.  San  Antonio  Spurs 
105.  Four  seconds  left  on  the  clock.  The 
ball  is  inbounded  to  center  David  Robin- 
son, who  tries  to  take  it  to  the  basket  for  a 
monster  slam  dunk.  His  path  blocked  by 
the  Bulls’  Dennis  Rodman  ( who  has  dyed 
his  hair  red,  white,  and  blue  for  the  occasion ),  Robinson  dishes 
the  ball  off  to  shooting  guard  Robert  Chilton,  MD,  cardiolo- 
gist by  day  and  professional  basketball  player  by  night.  Dr 
Chilton  sends  Michael  Jordan  reeling  into  the  cheap  seats  with 
a pump  fake,  then  fires  a 3-point  jump  shot  from  24  feet  away. 
“Yesssss,  ” NBC  play-by-play  announcer  Marv  Albert  screams 
as  the  clock  hits  00. 00  and  the  ball  swishes  through  the  basket, 
nothing  but  net,  giving  the  Spurs  the  world  championship, 


« Physicians  may  be  more 
aggressive  because  they 
have  spent  a lot  of  time  in 
college  to  get  what  they 
want.  If  you’ve  gone  to  school  for 
10  years,  you’re  probably  going 
to  be  pretty  focused. 

108-107,  while  the  Alamodome  crowd  goes  wild.  The  Spurs 
hoist  Dr  Chilton  to  their  shoulders  and  carry  him  to  the  locker 
room  for  a wild  victory  celebration.  But  Dr  Chilton  can’t  stay. 
His  beeper  has  just  gone  off  and  he  has  to  rush  to  the  hospital 
to  do  an  emergency  cath  lab  procedure. 

Obviously,  that’s  a fantasy,  but  it  has 
some  elements  of  truth.  Dr  Chilton  does  play  basketball 
and  does  live  in  San  Antonio.  And  he  has  been  beeped 
while  on  the  basketball  court.  But  you’re  more  likely  to  find 
him  shooting  his  3-point  jumpers  at  the  YMCA  or  a local 
college  gymnasium  than  with  the  Spurs  in  the  Alamodome. 
He  doesn’t  play  lor  money  — not  even  a friendly  wager  — 
but  for  the  simple  pleasure  of  a game  he’s  been  addicted  to 
since  he  played  high  school  ball  in  Oklahoma  City. 

Basketball,  combined  with  his  other  passions  for  tennis, 
racquetball,  canoe  racing,  and  bicycling,  helps  him  stay  fit 
and  healthy.  “I  have  trouble  just  sitting  around,”  he  admitted. 

A 38-year-old  cardiologist  with  The  University  ofTexas 
Health  Science  Center  at  San  Antonio,  Dr  Chilton  is 
something  of  a gym  rat,  playing  10  to  15  hours  of  pickup 
basketball  a week  during  the  mornings,  evenings,  and 
weekends  with  whomever  shows  up.  At  6 feet  tall,  he  es- 
chews slam  dunks  in  favor  of  jump  shots.  And,  yes,  he  has 
sunk  a 40-foot  shot  to  win  a game.  “I  think  everybody’s 
done  that  once  or  twice.  Everybody’s  shot  a half-court  shot 
and  won  a game.  I’ve  had  my  share  of  lucky  shots.” 

The  game  Dr  Chilton  and  his  cohorts  play  is  basketball, 
but  it’s  not  the  highly  organized  effort  most  ol  us  are  used  to 
seeing  on  television.  Basically,  a bunch  of  guys  ranging  from 
the  unemployed  to  professionals  — united  by  their  love  of 
the  game  and  what  Dr  Chilton  describes  as  an  intrinsic  drive 
to  play  sports  — show  up  at  the  gym  and  choose  up  sides  for 
a “shirts-and-skins”  game,  meaning  one  team  wears  shirts 
and  the  other  doesn’t.  There  is  no  clock.  They  decide  before- 
hand how  many  points  it  will  take  to  win  the  game,  and 
whichever  team  gets  there  first  wins.  “Everybody  finishes  at 
the  same  time  and  goes  and  gets  a Coke,”  he  said. 

The  players  are  intense  on  the  court  and  want  to  win, 
but  they  seldom  cross  the  line  and  get  in  each  other’s  faces. 


Basketball  has  had 
a 20-year  grip  on  Robert  Chilton , MD, 
who  chases  hoop  dreams  on  San  Antonio  courts. 
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“They’re  not  particularly  physical,”  Dr  Chilton  said.  “It's  a 
gentlemen’s  game.” 

He  added,  however,  that  “some  of  the  hottest-headed 
guys  I’ve  seen  have  been  docs.  They  don’t  like  to  lose.”  That 
may  be  attributable  to  the  inner  drive  physicians  need  to 
get  through  college,  medical  school,  internships,  and  resi- 
dencies. “Physicians  may  be  more  aggressive  because  they 
have  spent  a lot  ol  time  in  college  to  get  what  they  want,” 
he  said.  “If  you’ve  gone  to  school  lor  10  years,  you’re  prob- 
ably going  to  be  pretty  focused.” 

Although  he  says  he  does  it  for  pleasure,  not  just  to  keep 
in  shape,  there’s  no  getting  around  the  fact  that  the  exercise 
from  the  almost  nonstop  movement  of  a basketball  game  is 
good  for  the  cardiovascular  system.  Like  everyone  else, 
physicians  need  to  exercise  regularly  when  they  get  a break 
from  their  busy  schedules.  “For  a lot  of  people,  it  would  be 
easier  to  sit  down  in  a chair  and  watch  TV  than  it  would  be 
to  go  play  ball,”  Dr  Chilton  said.  The  key  is  to  find  some- 
thing you  enjoy  and  stick  to  it. 

Although  he  loves  basketball,  Dr  Chilton  is  not  pre- 
pared to  forsake  his  medical  practice  for  a life  on  the  court. 
“I’m  not  good  enough.  But  I do  have  fun.”  — Larry  BeSaw 

Iron  woman 

Lori  Wasserburger,  MD 

AS  PEOPLE  ALL  AROUND  GRUNT,  PANT,  AND 
wipe  their  laces  with  sweat-drenched 
towels,  a pinkish  tint  Irom  neon  lights 
on  the  gym  walls  illuminates  the  frame 
of  Lori  Wasserburger,  MD.  Crashing 
iron  plates  echo,  and  the  peaceful  whir 
of  stationary  bikes  and  stair-climbers 
drones  in  the  background  as  she  casu- 
ally approaches  the  leg  press,  an  intimi- 
dating machine  that  resembles  a meat  slicer.  “That’s  a lot  of 
weight,  boys,”  she  taunts  a nearby  trio  of  muscle  heads. 
Standing  5 feet  8 inches  tall  and  a toned  1 50  pounds,  she’s 
buff,  and  there’s  no  question  she  belongs  here. 

Since  a track  coach  in  high  school  prescribed  lifting  as 
part  of  her  training  20  years  ago,  Dr  Wasserburger,  a spe- 
cialist in  physical  medicine  and  rehabilitation  in  Austin, 
has  weight-trained.  She  competed  in  bodybuilding  contests 
for  more  than  a decade. 

The  daughter  of  a well-known  medical  professor  in 
Madison,  Wis,  Dr  Wasserburger  spent  much  of  her  child- 
hood waterskiing.  Between  ages  12  and  24,  she  competed 
in  tournaments,  and  did  everything  from  barefoot  skiing  to 
jumping  to  pyramids  and  ballet  in  waterski  shows  every 
summer.  She  thought  she  had  found  her  true  athletic  call- 
ing in  high  school  as  a track  athlete,  but  those  dreams  were 
shattered  when  a serious  knee  injury  and  several  surgeries 
forced  her  to  abandon  the  sport. 

“My  track  career  just  went  downhill.  I couldn’t  run  any- 


I always  knew  I was  going 
to  be  a doctor.  And  I as- 
sumed that  I’d  be  athletic 
my  whole  life,  and  that  it 
would  help  me  convince  people 
to  take  care  of  themselves  and 

be  involved  in  life.  99 

more.  I couldn’t  do  a lot  of  things,  so  the  only  thing  it 
seemed  like  I could  do  was  weight-train,”  she  said.  “I  kept 
weight-training  just  as  a way  to  keep  in  shape  and  keep  my 
sanity,  since  track  and  field  had  been  everything  to  me.” 

It  was  during  her  medical  training  at  The  University  of 
Texas  Health  Science  Center  at  San  Antonio  that  body- 
building entered  the  picture.  “It’s  pretty  intense.  You  do  a 
lot  of  extra  training  and  eat  a lot  ol  strange  foods,”  she  said. 
“Some  people  live  it  totally.  For  me,  it’s  more  of  a challenge 
to  see  what  I can  do  with  myself.” 

After  competing  every  other  year  through  medical  school 
and  into  her  first  few  years  ol  practice,  Dr  Wasserburger 
abandoned  competitive  bodybuilding  4 years  ago.  “There 
are  just  too  many  drugs  in  the  sport  and  too  many  freaks.  A 
lot  of  them  are  doing  it  for  the  wrong  reasons,”  she  ex- 
plained. “I  train  much  less  in  quantity  now,  but  the  quality 
is  better.  I probably  heard  this  somewhere,  but  my  new 
quote  is,  ‘Train  smarter,  not  harder.  ” 

“I  always  knew  I was  going  to  be  a doctor,”  Dr  Wasser- 
burger said.  “And  I assumed  that  I’d  be  athletic  my  whole  life, 
and  that  it  would  help  me  convince  people  to  take  care  of 
themselves  and  be  involved  in  life.’  Besides  the  personal  ben- 
efits ol  reducing  stress  and  looking  good,  Dr  Wasserburger  be- 
lieves her  training  has  also  benefited  her  practice. 

“I  sometimes  see  patients  who’ve  gone  to  several  other 
doctors  or  therapists  who  haven’t  solved  their  problems. 
But  because  I understand  the  direct  cause  and  effect  of  the 
exercises,  I can  change  what  they’re  doing,  and  90%  of  the 
time  they’ll  do  better.  ” Her  personal  love  of  sports  also  en- 
hances communication  with  her  patients.  “It’s  easier  for 
them  to  relate  to  me,"  she  explained.  “How  can  I tell  them 
to  do  x,  y,  z il  I’m  not  doing  it?” 

Dr  Wasserburger  began  weight  training  in  the  early  ’70s, 
when  mostly  guys  pumped  iron.  “At  that  time,  women  cer- 
tainly weren’t  in  the  gym,  and  not  many  men  were,”  she  said. 
“Being  the  first  woman  in  a weight  room,  you  can’t  go  bust 
your  way  in  and  say,  ‘I’m  a woman!  I have  a right  to  be  here.’ 
You  just  treat  men  as  you  would  want  them  to  treat  you.” 

Her  upbringing  helped  her  find  her  place  in  the  tradition- 
ally male-dominated  realms  of  medicine  and  bodybuilding. 

Track  was  her  first  love, 
but  Lori  Wasserburger,  MD, 
found  a new  one  with  weight-training. 
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When  she  was  2 years  old,  her  father  suffered  partial  paralysis 
as  a result  of  a spinal  cord  tumor  in  his  neck.  For  much  of  her 
childhood,  he  was  rehabilitating  at  home  and  raising  five  chil- 
dren. She  credits  her  father  for  instilling  in  her  the  kind  of  pos- 
itive attitude  and  confidence  that  have  promoted  her  success. 
“He  always  made  me  feel  as  though  I could  do  anything  I 
wanted  to  do.  He  would  say,  ‘If  you  want  to  be  an  athlete,  be 
an  athlete.  If  you  want  to  be  a champion  tiddlywinks  player, 
go  do  that.  But  whatever  you  do,  do  the  best  you  can  at  it.  ” 

Her  father  died  when  she  was  only  22  years  old,  and  his 
early  death  taught  her  how  important  it  is  to  value  every 
moment.  “I  realized  that  life  is  very  short,  and  it  could  all 
end  tomorrow.  And  that’s  probably  why  I have  my  drive. 
Work  hard,  play  harder  — because  you  never  know  when 
it’s  going  to  be  taken  away  from  you.” 

These  days,  Dr  Wasserburger  and  her  husband,  Lynus 
Brown,  Jr,  MD,  can  be  found  gliding  across  the  surface  of 
Lake  Austin  every  week  when  it’s  warm,  and  they  make  two 
snow-skiing  trips  each  spring.  She  not  only  plans  to  con- 
tinue bodybuilding,  snow  skiing,  and  water  skiing  as  long 
as  she  can,  she  also  intends  to  produce  a series  of  exercise 
videos  for  sports  rehabilitation  with  her  partner,  Eduardo 
Elizondo,  MD.  “It’s  just  a challenge  to  me  to  say,  ‘I’m  39 
and  I look  as  good  or  better  than  I did  20  years  ago.’  I don’t 
think  I’ll  ever  compete  in  anything  again,  but  I still  see  my- 
self in  the  gym  20  years  from  now.”  — Carly  L.  Price 


The  athlete3 
Richard  Bryarly,  MD 

It  has  been  a strenuous  morning  of 

surgery  followed  by  a consuming  after- 
noon of  seeing  patients.  Richard  Bry- 
arly, MD,  a Conroe  otolaryngologist, 
prepares  his  mind  and  body  for  a cru- 
cial element  in  his  triathlon  training 
schedule.  He  closes  his  office  door,  flips 
off  the  lights,  stretches  his  6 foot  3 inch 
frame  across  two  wingback  chairs,  and 
takes  a nap.  In  20  minutes,  he’ll  be  up  and  ready  for  a VA- 
mile  swim  or  43-mile  bike  ride.  Of  course,  he  has  already 
completed  his  daily  morning  run  hours  ago.  Such  is  the  life 
of  a triathlete. 

It  all  started  so  innocently.  “I  began  running  in  1976  as 
a way  to  lose  weight,”  said  Dr  Bryarly.  “I  started  with  1 
mile,  which  seemed  like  a killer,  and  progressed  to  longer 
distances.”  Not  until  the  end  of  his  residency  at  Bethesda 
Naval  Hospital  in  Washington,  DC,  did  Dr  Bryarly  be- 
come a dedicated  runner.  “The  hospital  was  5 miles  from 
my  home,”  he  said.  “I  was  determined  to  run  no  matter 
what  the  weather  conditions  were  or  how  tired  I was.  That 
meant  I was  running  in  snow,  ice,  and  heat,  and  I would 
start  my  return  run  home  after  a 1 5-hour  day.” 

Dr  Bryarly  was  surprised  at  how  refreshed  he  felt  after 


MThe  entire  race  is  both 
a mental  and  physical 
challenge.  Triathlons 
play  with  the  mind  so 
much.  1 just  have  to  get  myself 
into  a pace  and  hang  on 
through  the  whole  run. 

running  his  treks  to  and  from  the  hospital.  “It  was  amazing 
that  I was  not  as  tired  as  1 thought  I would  be.  I learned 
that  your  mind  can  play  tricks  on  you.  My  hesitancy  to  run 
was  based  more  on  mental  than  physical  fatigue.” 

His  next  step  was  to  increase  his  mileage,  which  eventu- 
ally resulted  in  taking  on  the  grueling  26.2  miles  of  a 
marathon.  His  first  race  was  in  Rhode  Island,  followed  by 
the  Marine  Corps  Marathon  in  Washington,  DC,  and  the 
White  Rock  Marathon  in  Dallas.  He  also  ran  in  the 
“world’s  smallest  marathon”  in  Wills  Point,  Tex.  With  nine 
races  under  his  Asics  (a  brand  of  running  shoe),  Dr  Bryarly 
decided  it  was  time  for  a greater  challenge  — a triathlon. 

A triathlon  combines  swimming  (1.2  miles),  cycling  (56 
miles),  and  running  (13. 1 miles).  Etched  in  the  back  of  every 
triathlete’s  mind  is  the  thought,  Will  my  strongest  leg  of  the 
race  enable  me  to  survive  my  weakest?  Since  he  already  had 
considerable  running  experience,  Dr  Bryarly’s  primary  con- 
cerns were  the  swimming  and  cycling  legs  of  the  race.  “I  was 
comfortable  with  the  bicycling,  but  I didn’t  realize  my  swim- 
ming abilities,”  he  recalled.  As  it  turned  out,  swimming  has 
become  his  strongest  event  and  bicycling  second. 

“The  entire  race  is  both  a mental  and  physical  challenge. 
Triathlons  play  with  the  mind  so  much,”  he  said.  “I  go 
from  swimming  to  cycling  to  running,  which  means  my 
abilities  get  progressively  worse.  I just  have  to  get  myself 
into  a pace  and  hang  on  through  the  whole  run.” 

While  Dr  Bryarly  is  still  recovering  from  injuries  sus- 
tained when  a car  hit  him  during  the  bicycling  stretch  of  a 
Dallas  triathlon,  he  has  resumed  a rigorous  training  sched- 
ule. Typically,  he  and  his  running  partners  hit  the  pave- 
ment for  6 am  runs,  5 days  a week.  Then  on  Tuesday  and 
Thursday  evenings,  he  heads  to  the  pool  after  work.  A 45- 
mile  bike  ride  on  Wednesday  evenings,  a run  on  Sunday 
mornings  before  church,  and  another  dip  in  the  pool  on 
Saturday  mornings  round  out  his  routine.  And  if  time  al- 
lows, he  works  out  during  lunch. 

He  prefers  morning  workouts  to  take  advantage  of 
cooler  temperatures,  and  he  doesn’t  train  alone.  Like  many 
athletes,  becoming  part  of  a team  helps  keep  him  moti- 
vated. And  nobody  wants  the  ridicule  of  arriving  late  for  a 


Triathlons  demand  as  much  from  the  mind, 
says  Richard  Bryarly,  MD, 
as  they  do  from  the  body. 
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workout.  “I  bicycle  ride  with  a group  that  includes  other 
doctors,  dentists,  and  a trial  lawyer,"  he  said.  “We  keep  a 
pretty  good  pace  and  push  ourselves.” 

A member  of  the  Texas  Medical  Association  Committee 
on  Sports  Meciicine,  Dr  Bryarly  is  a firm  believer  in  the 
value  ol  exercise.  “1  have  more  get-up-and-go  when  I exer- 
cise,” he  said.  “With  my  hours,  it  is  amazing  how  the  work- 
outs give  me  more  energy.” 

Sure,  the  48-year-old  physician  has  sometimes  had  his 
doubts  when  the  alarm  goes  off  at  5:30  am  after  only  a few 
hours  of  slumber.  “But  then  I get  up  and  realize  I can  actu- 
ally have  a good  run,”  he  said.  “At  the  end  of  the  day  I crater, 
but  during  the  day  I don’t  miss  a beat.”  — Laura  J.  Albrecht 

THe  master 
Dale  IVI.  Dunn,  MD 

They’re  mysterious  and  invincible.  In 
the  movies,  martial  arts  masters  can 
defeat  15  bikers  in  a bar  with  a few 
karate  chops  and  can  save  the  world 
from  a nuclear  holocaust  with  their 
quick-witted  skill.  Though  he  has  a 
black  belt  in  taekwondo,  42-year-old 
Lubbock  pathologist  Dale  M.  Dunn, 
MD,  does  not  suffer  from  delusions  of 
grandeur.  “No  matter  what  level  of  black  belt  you  are,  all 
it  takes  is  one  well-placed  bullet  and  that's  the  end  of  your 
martial  arts  career.” 

True,  Dr  Dunn’s  interest  in  taekwondo  grew  as  a teenager 
when  self-defense  of  a smaller  scale  was  on  his  mind  — fend- 
ing off  the  bullies  at  school.  But  now,  he  enjoys  the  body  and 
brain  challenges  taekwondo  brings  to  his  life. 

At  first,  Dr  Dunn  had  only  two  M’s  — medicine  and 
music.  His  work  as  the  May  Owen  Chair  of  the  Depart- 
ment of  Pathology  and  regional  dean  of  the  medical  school 
at  Texas  Tech  University  Health  Sciences  Center  in  Lubbock 
took  care  of  his  intellectual  interests.  Playing  guitar  and 
composing  music  provided  the  artistic  and  emotional  re- 
leases he  needed.  But  his  life  was  out  of  kilter  when  it  came 
to  physical  expression,  leading  Dr  Dunn  to  take  more  seri- 
ously the  taekwondo  training  he  had  picked  up  earlier  on. 

“To  me,  there’s  no  pursuit  that  offers  the  balance  between 
the  mental  and  the  physical  the  way  martial  arts  does,  and  that 
was  really  the  biggest  reason  why  I became  involved  with  it,” 
Dr  Dunn  said.  “It  wasn’t  to  be  able  to  walk  around  feeling  I 
was  a tough  guy.  I just  wanted  to  do  something  that  required 
me  to  be  focused  and  disciplined,  and  that  cleared  my  mind.” 

True  dedication  to  his  third  M,  martial  arts,  began 
about  10  years  ago  when  Dr  Dunn  started  his  quest  for  a 
black  belt  in  taekwondo.  With  the  help  of  his  instructor, 
Master  Sang  Kim,  Dr  Dunn  achieved  this  goal  and  became 
a master  instructor  in  1994.  Now  he  works  with  students 
at  Sang  Kim’s  Taekwondo  Institute. 


To  me,  there’s  no  pursuit 
that  offers  the  balance 
between  the  mental  and 
the  physical  the  way  mar- 
tial arts  does,  and  that  was  really 
the  biggest  reason  why  1 became 

involved  with  it.  99 

He  spends  about  3 hours  in  class  every  week  and  trains 
on  his  own  in  his  garage  6 days  a week.  To  perfect  his  tae- 
kwondo moves,  Dr  Dunn  trains  with  weights  and  performs 
calisthenics  that  involve  gymnastics. 

“I’ve  trained  religiously,  but  I don’t  really  think  of  my- 
self as  being  that  athletically  inclined,”  he  said.  “Learning 
taekwondo  was  probably  more  of  an  effort  for  me  than  the 
average  person,  but  I persevered,  and  I achieved  my  goals.” 

Balance  and  flexibility  are  key  to  becoming  proficient  in 
taekwondo,  Dr  Dunn  says.  And  the  earlier  you  start,  the 
better.  But  students  of  this  discipline  should  not  be  at- 
tracted to  the  martial  arts  for  the  wrong  reasons. 

“So  many  people  go  into  taekwondo  thinking  it  will 
teach  them  how  to  beat  up  anyone.  These  are  the  ones 
who  really  don’t  stick  with  it,  though,”  Dr  Dunn  said.  “If 
they  pursue  it,  it  changes  their  perception  of  things.  They 
become  more  disciplined  and  have  a higher  level  of  self- 
control.  In  fact,  parents  with  children  who  have  attention 
span,  discipline,  or  shyness  problems  get  their  kids  in- 
volved in  martial  arts  to  instill  in  them  a level  of  focus  and 
self-confidence.” 

Taekwondo,  which  is  Korean  for  “the  art  of  hand  and 
loot,”  is  one  oi  the  original  martial  arts  and  dates  back  to 
50  BC.  It  is  differentiated  from  other  martial  arts  such  as 
judo  and  karate  by  the  amount  of  kicking  involved.  Tae- 
kwondo involves  high  kicks  to  the  head  and  jump-kicks 
rather  than  lots  of  punching  and  grappling.  Using  movie 
stars  as  examples,  Jean-Claude  Van  Damme’s  style  involves 
taekwondo  kicks,  while  Steven  Segal  punches  and  uses 
grappling  techniques  more,  Dr  Dunn  says.  The  six  fluid 
kicks  of  taekwondo  provide  the  basis  for  much  of  the  kick- 
ing techniques  ol  other  martial  arts  styles. 

Though  the  fighting  aspect  of  taekwondo  attracts  audi- 
ences to  movie  theaters,  that  has  never  interested  Dr  Dunn. 
“I  really  didn’t  want  to  get  my  head  kicked  in,”  he  said. 
“My  livelihood  is  based  heavily  on  my  ability  to  think 
straight,  and  I never  felt  like  I could  afford  to  get  too  many 
brain  cells  jumbled.”  — Johanna  Franke  ★ 


His  hands  and  feet  may  be  lethal  weapons, 
but  Dale  M.  Dunn,  MD, 
sees  taekwondo  as  an  artistic  discipline. 
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Diversity  dilemmas 


Texas  medical  schools  wrestle  with  ruling  that  bans  considering  race  in  admissions 


By  Teri  Lee  Jones,  Associate  editor 


ometimes  judicial  courts  remind  you  of  your 
least  favorite  elementary  school  teacher  — the 
|one  who  would  catch  one  kid  doing  something 
wrong  and  then  make  the  whole  class  suffer. 
Recently,  a panel  of  federal  judges  sent  every  institution 
of  higher  learning  in  Texas,  Mississippi,  and  Louisiana 
into  a tailspin  after  The  University  of  Texas  School  of 
Law  broke  a rule. 


In  a decision  that  has  stirred  up  controversy  and 
gotten  the  whole  country’s  attention,  this  March,  the  US 
5th  Circuit  Court  of  Appeals  in  New  Orleans  said  state 
colleges  and  universities  in  its  jurisdiction  could  no  longer 
use  race  as  a factor  for  admissions.  Some  experts  say  its  de- 
cision literally  contradicts  the  US  Supreme  Court,  which 
has  said  race  may  be  considered  as  a factor  as  long 
as  racial  quotas  are  not  used.  And  because 
the  circuit  court  set  out  such  a clear 
principle  for  admissions,  school 
officials  believe  the  ruling  also 
applies  to  financial  aid. 

The  5th  Circuit  Court  in 
April  granted  a stay  in  its 
Hopwood  decision  until 


While  legal  wheels  churn,  affected 
colleges  and  universities  will  stay  busy 
and  nervous,  scrambling  either  to  re- 
design programs  for  increasing  stu- 
dent-body racial  diversity  or  to 
painstakingly  inspect  every  step  in  ex- 
isting programs  to  make  sure  they  are 
defensible  in  a court  of  law. 

Medical  schools  have  an  especially 
difficult  time  increasing  student  diver- 
sity because  the  pool  of  qualified,  un- 
derrepresented minorities  — African-Americans,  Hispan- 
ics,  and  Native  Americans  — shrinks  the  higher  up  you  go 
on  the  educational  chain. 

Every  medical  school  in  Texas  has  diversity  programs, 
many  of  which  reach  down  to  preteens  at  the  middle 
school  level.  Such  programs  exist,  in  part,  because  federal 
and  state  lawmakers  have  been  pressuring  colleges 


and  universities  legislatively  since  the 


the  Texas  attorney  gen- 
eral could  appeal  to  the 
US  Supreme  Court.  If 
the  US  Supreme  Court 
accepts  the  case,  and  if 
the  judges  stand  by  the 
circuit  court’s  decision, 
Hopwood  would  be- 
come the  standard  for 
the  nation. 


Legal  articles  in  Texas  Medicine  are  intended 
to  help  physicians  understand  the  law  by  provid- 
ing legal  information  on  selected  topics.  These  articles 
are  published  with  the  understanding  that  TMA  is  not 
engaged  in  providing  legal  advice.  When  dealing  with  specific 
legal  matters , readers  should  seek  assistance  from  their  attorneys. 


1970s  to  graduate  more  underrepre- 
sented minorities.  For  1 month 
this  year,  the  Hopwood  ruling 
snatched  one  tool  away 
from  them  in  meeting  that 
challenge,  and  few  ex- 
perts care  to  predict 
whether  or  not  they 
will  ever  get  it  back 
for  good. 

Although  it  was  in- 
convenient, especially 
for  schools  that  had 
not  finished  selecting 
students,  some  officials 
at  Texas  medical  schools 
say  they  view  the  ruling 
as  a temporary  setback. 
Elvin  E.  Smith,  PhD,  Texas 
A&M’s  interim  vice  president 
for  health  affairs  and  dean  of 
medicine,  summed  up  its  impact  on 
Texas  medical  schools:  “To  some  extent  we 
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feel  we  are  caught  in  a hind  between 
legislative  intent  and  the  courts.” 

The  kid  who  broke  the  rule 

Cheryl  Hopwood  and  three  other 
white  students  sued  the  UT  School  of 
Law  claiming  reverse  discrimination 
after  they  were  denied  admission  in 
1992.  At  the  plaintiff’s  first  trial,  the 
US  District  Court  in  Austin  agreed 
that  some  of  what  the  law  school  had 
done  was  unconstitutional.  The  law 
school’s  admissions  process  then  — 
involving  two  separate  committees, 
one  for  minorities  and  one  for  every- 
one else  — was  too  close  to  a quota 
system.  Critics  of  the  law  school’s  ad- 
missions procedures  have  called  them 
erratic  and  overly  preferential  to  mi- 
norities. But  the  court  believed  the 
damages  were  nominal,  and  because 
the  school  had  already  corrected  its 
procedures,  the  court  decided  in  UT’s 
favor  in  1994,  awarding  each  plaintiff 
$1  in  damages.  The  plaintiffs  then  ap- 
pealed to  the  5th  Circuit  Court. 

The  whole  class  pays 

It  took  the  circuit  court  several  months 
to  issue  its  lengthy,  87-page  opinion  in 
favor  of  the  plaintiffs  in  Hopwood  v 
State  of  Texas.  The  case  was  tried  on 
theories  set  out  by  the  1978  Supreme 
Court  case,  Regents  of  Univ  of  Calif  v 
Bakke.  Allan  Bakke,  a white  male,  had 
been  denied  admission  to  a University 
of  California  medical  school,  which 
had  used  a quota  system  in  setting 
aside  16  positions  for  candidates  in  its 
special  program.  Supreme  Court 
judges  were  divided  in  Bakke  and,  al- 
though they  struck  down  the  medical 


school’s  quota  system,  they  recognized 
diversity  as  a compelling  state  interest. 

The  Hopwood  legal  counsel  took 
one  ol  the  Supreme  Court  judge’s  dis- 
senting opinions  in  Bakke  and  con- 
vinced the  circuit  court  that  because 
there  was  no  recent  history  of  discrim- 
ination at  UT’s  law  school,  it  could 
not  justify  preferential  minority  treat- 
ment. Some  experts  agree  with  its  de- 
cision, including  Lino  Graglia,  JD,  a 
UT  law  professor.  Mr  Graglia  says  the 
Hopwood  ruling  is  consistent  with  es- 
tablished statutory  and  constitutional 
law  prohibiting  racial  discrimination 
against  any  race,  including  whites. 
"Hopwood  is  in  compliance  with  a 
basic  American  ideal  — that  we  have  a 
system  of  individual  rights,  not  group 
rights,  and  that  all  persons  are  equal 
before  the  law  regardless  of  race.” 

Government  and  law  would  serve 
society  best  by  preaching  the  message 
that  a person’s  race  is  irrelevant,  Mr 
Graglia  adds.  “To  have  law  insisting 
upon  the  relevance  of  race  is  clearly 
inconsistent  with  that.  II  you  want  to 
facilitate  opportunities,  I think  it’s  a 
mistake  to  disadvantage  some  people 
who  want  those  opportunities  in  favor 
of  others  on  the  grounds  of  race.” 

At  a Texas  Higher  Education  Coordi- 
nating Board  (THECB)  conference  this 
April,  which  convened  in  Austin  before 
the  circuit  court  issued  its  stay,  partici- 
pants discussed  the  Hopwood  ruling.  All 
were  disappointed  with  it,  including 
Betty  James,  PhD,  THECB  assistant 
commissioner.  “This  decision  has  sent 
aftershocks  throughout  the  country,”  Dr 
James  said.  “It  will  have  a chilling  effect 
on  efforts  to  promote  diversity.” 


Ray  Farabee,  JD,  general  counsel  lor 
the  UT  System,  said  at  the  conference 
that  the  circuit  court’s  ruling  contra- 
dicted the  Supreme  Court  when  it  con- 
tended that  diversity  is  not  a compelling 
state  interest.  “This,  in  itself,  from  a 
legal  point  of  view  is  distressing,  de- 
pressing, and  amazing,  because  we  have 
a circuit  court  overruling  the  Supreme 
Court  of  the  United  States.” 

While  speakers  at  the  conference 
lamented  the  circuit  court’s  broad  de- 
cision, some  also  see  it  as  an  opportu- 
nity to  make  the  system  better.  “As 
draconian  as  the  decision  is,  it  will  get 
all  the  great  minds  out  there  working 
to  get  to  the  same  ends  by  using  dif- 
ferent means,”  said  Susan  Bradshaw, 
JD,  a UT  attorney  who  helped  defend 
the  law  school  in  Hopwood. 

Everybody  has  to  change 

Although  he  doesn’t  agree  with  the 
court’s  decision,  Quintin  Cassady,  JD, 
legal  counsel  for  the  University  of 
North  Texas  Health  Science  Center, 
says  it  will  “force  higher  education  to 
analyze  a better  way  to  do  business  in 
terms  of  minority  admissions.”  It  may 
also  nudge  society  in  general  toward 
looking  more  closely  at  the  root  of  the 
problem,  he  adds. 

“Will  it  cause  us  to  look  at  ourselves 
very  closely?”  asked  Samuel  Crocker, 
JD,  vice  president  for  legal  affairs  at 
Baylor  College  of  Medicine.  “Of 
course  it  will.  Lots  of  things  make  you 
look  at  yourself,  and  this  is  just  one  of 
them.”  Medical  school  admissions 
should  not  be  treated  like  a mathemat- 
ical equation,  Mr  Crocker  says.  “You 
have  to  look  at  the  whole  person  and 
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To  find  out  kow  to  nominate  a pkysician 
or  otker  kealtk-care  professional,  call 


(512)370-1464  or  (800)880-1300,  Ext.  1464. 
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Don’t  Take  Chances 
With  Your  Career, 
Take  Charge  Of  It 


It  ’.s'  taken  hard  work  and  determination  to  get  where  you  are  today. 
So  don’t  take  chances  with  your  future.  For  solid  career  opportunities 
call  EmCare  Physician  Staffing  Services. 

• Hospital  Income  Guarantee 

• Group  Practice  with  Partnership  Opportunity 

• Hospital  Affiliated  ( 501 A ) Practice  with  Full  Benefits 

• Ambulatory  and  Urgent  Care  Centers 

• Community  and  Indigent  Care  Centers 

• HMO 

Take  charge  of  your  career  today.  Call  EmCare  Physician  Staffing 
Services  800/535-9535. 

EmCare 

Physician  Staffing  Services 
The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


try  to  select  and  train  people  who  are 
going  to  be  good,  effective  doctors.” 

Because  the  Hopwood  ruling  also 
said  school  officials  could  be  held  per- 
sonally liable  for  using  racial  prefer- 
ences, admissions  and  scholarship 
administrators  are  naturally  nervous. 
“It’s  a scary  place  to  be,”  Ms  Bradshaw 
said.  “You  may  have  to  justify  your  de- 
cisions in  relation  to  every  other  per- 
son who  does  not  receive  either  a place 
in  the  class  or  a grant.  These  programs 
could  become  extremely  onerous,  at 
least  for  a while.” 

Spokespersons  for  Texas  medical 
schools  seem  amazingly  calm  about 
the  ruling  that  threw  a wrench  into 
their  scholarship  and  admissions 
processes,  perhaps  because  they  know 
there  is  usually  more  than  one  way  to 
solve  a problem.  “We  can  no  longer 
use  race  as  a marker,  but  we  can  use 
other  indices,"  A&M’s  Dr  Smith  said. 
Such  indices  might  include  geographic 
location,  an  economically  disadvan- 
taged background,  leadership  ability, 
unique  skills  or  talents,  and  many  oth- 
ers besides  standardized  test  scores. 

This  whole  business  of  increasing 
minority  graduation  rates  is  a highly 
competitive  one.  Schools  across  the 
country  compete  for  the  same  small 
pool  of  qualified,  underrepresented 
minority  candidates,  and  Texas  med- 
ical schools  have  been  trying  to  “grow 
their  own”  medical  doctors,  starting  as 
early  as  sixth  grade.  They  have  part- 
nerships with  middle  schools,  high 
schools,  high  schools  for  health  pro- 
fessions, and  mentor  programs.  But 
sometimes,  other  schools  will  “steal” 
prospective  students  they  have  nur- 
tured. “It’s  been  a real  challenge  for 
us,”  Mr  Crocker  said.  “We  compete 
with  top  schools  across  America, 
higher  ranked  schools,  for  the  bright- 
est and  the  most  successful  minority 
undergraduates.” 

Higher  minority  graduation  rates 
in  Texas  have  been  slow  in  coming. 
“Our  success  has  been  moderate  at 
best,  and  in  no  way  speaks  to  our  at- 
tempts,” Dr  Smith  said.  “We  remain 
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disappointed  that  we  haven’t  reached 
our  goal."  Most  Texas  medical  schools 
have  worked  hard  at  bringing  in  mi- 
norities and  share  a lingering  disap- 
pointment at  low  levels  of  minority 
applicants  and  graduates. 

According  to  a Texas  Medical  Asso- 
ciation survey  ol  the  1995  graduating 
classes  at  Texas  medical  schools,  1 0% 
were  Hispanic  and  1%  were  African- 
American.  But  roughly  25%  to  30% 
of  Texas’  population  is  Hispanic  and 
12%  is  African-American.  “If  we  ac- 
cept the  projections  that  the  majority 
will  be  the  minority  in  this  state  by 
the  year  2005,  then  the  question  is, 
what  should  we  do  to  have  the  right 
representation,  the  right  mix  of  physi- 
cians?” said  Deborah  L.  Greene,  PhD, 
TMA’s  medical  education  director. 

“A  lot  of  data  suggest  that  if  you  feel 
comfortable  with  your  physician, 
you'll  tell  your  physician  more  about 
your  condition,  see  the  doctor  more 
often,  and  take  your  pills,”  Dr  Greene 
said.  “There  are  a lot  of  positive  out- 
comes directly  associated  with  patients 
identifying  with  their  physicians,  so 
there  is  a health  reason  to  get  the  right 
complement.” 

When  the  court  granted  a stay  in 
its  decision,  medical  schools  got  some 
much  needed  time  to  adjust  to  the 
ruling.  “We  will  continue  striving  to 
do  whatever  we  can,  within  the  law,  to 
manage  this  transition,”  said  microbi- 
ologist Clifford  W.  Houston,  PhD,  as- 
sociate vice  president  for  multicultural 
affairs  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  “Med- 
ical schools  won’t  back  off  from  this 
challenge,  because  achieving  diversity 
is  in  the  state’s  best  interest.”  ★ 


The  Screening  You  Won’t  Want  to  Miss 

TMA’S  Physician  Oncology  Education  Program  provides 
the  latest  information  and  materials  for  primary  care  physi- 
cians in  cancer  prevention,  screening  and  early  detection. 

9 Cancer  education  resources  and  opportunities 

for  physicians,  physicians  in  training,  and  CME  offices 

For  information: 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 
(800)  880-1300  Ext. 

1672 

• 

CME  courses  on  cancer  prevention  offered  throughout 
the  state 
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Funding  for  CME  cancer  education  programs 

Speakers’  Bureau  providing  physicians’  groups  with 
speakers  on  100  cancer  topics 

Physician  Oncology 

QO0O 

Education  Program 
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Association 

MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc., 
will  provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  with  a reputa- 
tion for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of 
a physician  s claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

Bill  Canipe,  Vice  President 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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Anyone  can  build  a hospital. 


Building  a tradition  takes  a little  longer. 


Seventy-eight  years  of  tradition  and  a continuing  commitment  to  excellence. 
For  patient  referrals  call  (2 1 4)  38 1 -7 1 8 1 . 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

(214)  767-1640  or  (214)  767-  0818 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE.® 


The  Physician’s  Life 


MBAs  for  MDs 

Physicians  are  returning  to  school  for  business  expertise 

By  LARRY  BeS AW,  Associate  editor 


It’s  a warm,  humid  Friday  afternoon  in  Houston, 
with  rain  showers  roaming  the  metropolitan  area 
and  weather  forecasters  warning  of  possible  storms 
later  in  the  evening.  But  12  physicians  sitting  in  a 
windowless  college  classroom  are  oblivious  to  the  weather. 
They  are  too  busy  discussing  cash  flow,  retained  earnings, 
historical  betas,  and  market  risk  premiums,  and  preparing 
for  a test  the  next  day. 


They  are  among  a growing  number  of  physicians  across 
the  United  States  who  are  returning  to  the  classroom  for  a 
master  of  business  administration  (MBA)  degree  to  help 
them  deal  with  a rapidly  changing  medical  marketplace 
and  put  them  on  an  equal  footing  with  the  business  people 
who  run  hospitals  and  insurance  companies. 


“Physicians  are  operating  in  com- 
plex organizations  most  of  the  time, 
whether  it’s  one  of  the  big  institutions 
at  our  Texas  Medical  Center  or  in  a 
group  practice,”  said  Kenneth 
Rediker,  PhD,  director  of  the  execu- 
tive and  professional  MBA  programs 
at  the  University  of  Houston  College 
of  Business  Administration.  “A  lot  of 
the  critical  issues  they  face  have  to  do 
with  the  changing  economic  environ- 
ment of  health  care,  an  increase  in  managed  care,  and  cer- 
tainly an  increased  exertion  of  power  by  the  payers.” 

Many  physicians  are  realizing  they  need  to  know  econom- 
ics, finance,  and  marketing.  “Once  you  start  using  those 
terms,  you're  talking  business  and  management  and  organiza- 
tional design,  and  an  MBA  program  is  unparalleled  in  its  abil- 
ity to  give  an  individual  an  overview  of  all  the 
key  functions,"  Dr  Rediker  said.  Adding  an 
MBA  to  a medical  degree  gives  physicians  an 
edge  in  dealing  with  hospitals,  insurance  com- 
panies, and  other  players  in  the  health-care 
market  and  can  help  physicians  control  the 
decision-making  process. 

And,  Dr  Rediker  says,  an  MBA  is  not  a 
luxury  hut  a necessity  for  physicians  making 
the  transition  to  a management  position, 
whether  it  is  in  an  academic  or  business  set- 
ting. “A  number  of  physicians  may  still  have 
patient  care  as  their  focus,  or  they’re  doing 
research,  but  now  they’re  heads  of  substan- 
tial departments  and  they’re  having  to  com- 
pete within  their  own  institution  or  other 
institutions  for  limited  resources.  That  is  the 
fundamental  context  that  produces  the  need 
for  business  skills.  People  want  to  be  able  to 
understand  the  language  of  business.  They 
want  to  come  across  with  more  power  in 
conversations  and  presentations  on  market- 
ing, financing,  and  accounting,  and  the 
MBA  really  gives  you  an  in-depth  knowl- 
edge of  the  lingo  of  business.” 
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PRISM  RADIOLOGY 
NETWORK 


You  Will  Never  Have  To  Worry  About 
Radiology  Coverage  Again 

► Every  study  performed  at  the  hospital  between  7 a.m.  and  5 p.m. 
weekdays  will  be  read  that  day  (usually  within  two  hours). 

► An  immediate  reading  may  be  requested  on  any  study  24  hours 
a day. 

►All  STAT  studies  are  read  immediately. 

► The  Radiologist  will  have  access  to  a growing  number  of  services 
on-line  such  as  subspecialty  consultation  and  coverage  for  new 
modalities  he/she  has  not  yet  mastered. 

Prism  Radiology  Network  works  with  your  current  Radiologist 
or  can  provide  one  if  needed. 

Call  or  ask  your  hospital  administrator  to  call 
for  more  information 

David  A.  Nicol,  MD 

80049-PRISM  ♦ 512-329-8844  ♦ Fax  512-327-6305 
2201  Plumbrook  drive  ♦ Austin  78746-6233 


Are  you  looking  for 
ce'e  ^ the  ultimate  in 
Ultrasound  deals? 


We  have  a wide  variety  of  reconditioned 
Ultrasounds  to  choose  from  and  we  are 
willing  to  cater  to  your  individual  needs. 

MedExchange 

(incorporated) 
Quality  Used  Medical  Equipment 
Member  I.A.M.E.R. 


3021  Carmel,  Dallas,  TX  75204  / 214-824-5040  / Fax:  823-9428 


Physicians  tend  to  be  very  good 
students,  Dr  Rediker  says.  “In  terms 
of  schedule,  they  often  don’t  have  as 
much  trouble  as  our  corporate  types 
with  getting  the  time  in.  I think 
there’s  more  autonomy  in  their  day- 
to-day  schedule.  I’ve  never  had  a 
physician  say,  ‘Geez,  my  boss  isn’t  giv- 
ing me  the  time  off.’  I think  there’s  an 
environment  there  that  is  supportive 
of  education  in  general.’’ 

The  University  of  Houston  has 
taken  the  lead  in  physician  business 
education  programs  in  Texas.  Not 
only  have  many  physicians  earned 
their  MBAs  at  the  main  campus  near 
downtown  Houston,  but  the  univer- 
sity’s Clear  Lake  campus  has  the  state’s 
only  MBA  program  designed  specifi- 
cally for  physicians. 

School  days 

Shortly  after  noon,  finance  professor 
Grady  Perdue,  PhD,  greets  the  12  stu- 
dents sitting  in  front  of  him.  After  re- 
minding them  to  be  sure  to  bring  their 
calculators  for  tomorrow’s  test,  he  be- 
gins a free-flowing  give-and-take  dia- 
logue with  them  on  the  most  recent 
case  study  they  have  been  examining. 
It  is  a complex  one.  The  students  are 
asked  to  assume  they  had  been  hired 
by  the  treasurer  of  a fictitious  home 
health-care  firm  to  assist  in  financing  a 
capital  expansion.  The  firm’s  founders 
had  exhausted  their  personal  financial 
resources  and  were  having  to  issue 
common  stock  to  raise  money. 

At  first  glance,  it  looks  like  any  col- 
lege classroom  on  any  campus.  The 
first  clue  that  this  was  not  a typical 
college  class  comes  when  the  box 
lunches  are  brought  in,  followed  later 
by  coffee,  pink  lemonade,  and  giant 
soft  pretzels.  Closer  examination  also 
reveals  that  these  students  all  carry 
pagers  or  cellular  telephones,  which 
go  off  occasionally,  causing  the  stu- 
dent to  leave  the  classroom  for  a few 
minutes  to  deal  with  an  urgent  call 
from  the  office  or  hospital. 

In  fact,  it  is  not  a typical  class  and 
these  are  not  typical  students.  The 
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class  is  the  University  of  Houston  at 
Clear  Lake’s  MBA  tor  Physicians  Pro- 
gram and  the  students  are  physicians 
from  the  Houston  area. 

Dr  Perdue  calls  his  current  class  the 
best  group  ot  students  he  has  had  in 
12  years  of  college  teaching.  “They  are 
interested,  they’re  excited  about  what’s 
going  on  here,  and  it’s  a real  pleasure 
for  me  to  get  to  work  with  them,”  he 
said.  “The  people  in  this  class  realize 
that  the  world  of  health  care  is  chang- 
ing, and  the  economic  principles, 
marketing  concepts,  and  the  manage- 
ment issues  were  talking  about  here 
apply  to  them  just  as  they  do  in  any 
other  industry.  I!  they’re  going  to  sur- 
vive in  the  health-care  industry  of  the 
future,  they’re  going  to  have  to  under- 
stand these  things  to  deal  with  health 
maintenance  organizations  and  the  in- 
surance companies.  ” 

Among  the  courses  included  in  the 
program  are  accounting  concepts  for 
managers,  accounting  for  administrative 
control,  economic  processes,  business 
economics,  data  analysis  techniques, 
quantitative  techniques,  managerial  fi- 
nance, health-care  law,  management  in- 
formation systems,  leadership  and 
management  for  health-care  systems, 
and  human  resources  issues  in  the 
health-care  environment. 

The  students  represent  many  differ- 
ent medical  specialties.  Sitting  on  the 
back  row  of  the  classroom,  listening  in- 
tently and  occasionally  conferring  with 
a fellow  student  or  asking  a question, 
was  obstetrician-gynecologist  Barbara 
Taylor,  MD.  Part  of  a rapidly  vanishing 
breed  — a private  physician  in  solo 
practice  — Dr  Taylor  is  in  the  class  to 
learn  the  business  skills  she  will  need  to 
survive.  “I  run  my  own  practice  by  my- 
self, and  being  in  that  position  I think 
that  business  skills  are  very  helpful,” 
she  said.  “The  managed  care  plans  are 
working  from  the  perspective  of  a busi- 
ness standpoint.  In  order  to  under- 
stand where  they’re  coming  from,  a 
business  background  is  important.’’ 

The  2-year  program  requires  a 
classroom  commitment  of  15  hours 
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every  other  week  — noon  to  6 pm  on 
Friday  and  all  day  Saturday  — plus 
the  homework  in  between.  “I  find 
myself  sitting  in  labor  and  delivery 
waiting  for  babies,  studying,  and 
going  home  and  writing  papers,”  Dr 
Taylor  said.  “You  spend  your  spare 
time  studying.” 

Babies  coming  into  the  world  sel- 
dom follow  a schedule  convenient  for 
either  their  mothers  or  their  physi- 
cians, and  Dr  Taylor,  who  does  not 
have  a call  group  to  back  her  up,  has 
been  paged  in  the  middle  of  class  a few 
times.  But,  she  says,  it  has  not  posed  a 
major  problem  thus  far.  “I’ve  been  sur- 
prised myself  at  how  much  I’ve  been 
able  to  be  here  on  a regular  basis.” 

At  the  other  end  of  the  spectrum  is 
William  Varner,  MD,  34,  one  of  110 
anesthesiologists  who  have  formed  a 
single-specialty  group  practice.  He 
says  the  group’s  billing  and  collections 
and  other  financial  transactions  have 
grown  so  large  it  is  “big  enough  to  be 
on  the  stock  exchange,  and  yet  here 
we  are  a bunch  of  physicians  trying  to 
put  all  this  together  and  make  sense  of 
it.”  Even  though  the  group  has  re- 
tained a management  services  com- 
pany with  MBAs  of  its  own,  “we  need 
to  understand  what  they’re  telling  us.” 

Dr  Varner  believes  that  obtaining  an 
MBA  will  help  him  and  his  associates 
manage  their  company  better.  “Even 
though  people  give  us  advice,  they 
don’t  know  the  medical  side.  They  may 
give  us  the  correct  advice  for  what  they 
would  think  is  a normal  business,  but 
they  may  not  give  us  the  correct  advice 
for  a medical  business.  This  will  help  us 
assimilate  their  advice  and  decide  if  it 
makes  sense  for  our  situation.” 

Pathologist  Paul  Allison,  MD,  43, 
who  practices  at  Baylor  College  of 
Medicine  and  is  medical  director  of  the 
clinical  laboratory  at  The  Methodist 
Hospital,  believes  getting  an  MBA  will 
help  him  deal  more  effectively  with  the 
hospital  administration  and  the  labora- 
tory’s management  team. 

Few  physicians  pay  much  attention 
to  business  outside  their  own  personal 


Hilgers  & Watkins 

A PROFESSIONAL  CORPORATION 
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MEDICAL  BOARD 
COMPLAINTS 
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San  Jacinto  Center,  Suite  1300 
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finances,  he  says,  and  many  are  “self- 
deceived  about  their  proficiency  with 
business  skills.  I did  not  want  to  be- 
come one  of  those  physicians.” 

The  cost  of  service 

MBA  programs  require  a substantial 
commitment  of  money  as  well  as 
time.  The  UH  at  Clear  Lake  program, 
for  example,  costs  $25,000  for  in-state 
residents  and  $31,555  for  out-of-state 
residents.  That  includes  tuition  lor  all 
the  courses,  books,  supplies,  and 
meals.  Overnight  lodging,  if  neces- 
sary, is  extra.  Nationwide,  the  average 
is  about  $31,000. 

Why  so  expensive?  “You’re  provid- 
ing a lot  of  services,”  Dr  Rediker  ex- 
plains. Besides  supplies  and 
meals,  “we  have  a staff  of  four 
or  five  here  that  attends  to  just 
professional  MBA  and  execu- 
tive MBA  students,  whereas 
our  Office  of  Student  Services 
deals  with  4,000  to  5,000  un- 
dergraduates and  1,000  to 
1,500  students  in  our  regular 
and  part-time  MBA  program. 

We  register  them.  They  are 
never  standing  in  an  adminis- 
trative or  bureaucratic  line  if  we 
can  help  it.  We  design  the  cur- 
riculum, we  recruit  instructors 
who  we  think  are  outstanding 
for  this  audience.  The  students 
are  paying  for  an  awful  lot  of  services  so 
they  can  just  work  and  do  their  studies. 
We  deliver  all  those  things.” 

Physicians  who  want  to  have  an 
impact  on  their  organization  that  goes 
beyond  the  clinical  services  they  pro- 
vide or  who  aspire  to  senior  adminis- 
trative positions  would  benefit  the 
most  from  an  MBA,  Dr  Rediker  says. 
“Those  who  just  want  to  become  bet- 
ter at  managing  the  business  they 
started  on  the  side  or  the  investments 
they’ve  made  would  be  better  off  just 
taking  specialized  courses.” 

The  graduate 

For  Leonard  Zwelling,  MD,  MBA,  as- 
sociate vice  president  for  clinical  and 
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translational  research  at  The  Univer- 
sity of  Texas  M.D.  Anderson  Cancer 
Center,  getting  his  MBA  from  the 
UH  College  of  Business  Administra- 
tion in  1993  did  two  things:  It  re- 
solved his  midlife  crisis  and  enhanced 
his  credibility  in  moving  from  the  lab- 
oratory into  his  administrative  job  of 
managing  the  infrastructure  that  sup- 
ports the  facility’s  clinical  trials. 

Dr  Zwelling,  47,  says  he  realized  he 
needed  an  advanced  business  degree 
when  “money  became  tighter  and 
managed  care  moved  in  so  that  the 
business  people  at  the  hospital  began 
to  be  the  people  in  control.  I was  very 
afraid  that  our  core  values  and  core 
competencies  of  clinical  research. 


basic  research,  and  teaching  would  be 
lost  running  after  the  money.  I 
thought  if  someone  did  not  integrate 
the  business  concerns  with  our  mis- 
sion, something  was  going  to  be  lost 
that  could  not  be  replaced.”  He  said 
he  decided  that  the  only  way  he  could 
make  an  impact  was  to  “talk  like  a 
bean  counter,”  but  still  retain  his 
“identity  as  a physician-investigator.” 

He  thought  the  MBA  program’s 
accounting  and  finance  studies  would 
be  the  most  beneficial,  but,  in  fact,  the 
organizational  behavior  and  strategic 
planning  courses  have  paid  off  the 
most.  “You  learn  that  like  any  other 
organization,  there’s  a corporate  cul- 
ture at  academic  medical  centers. 
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“I  thought  if  someone 
did  not  integrate  the 
business  concerns 
with  our  mission, 
something  was  going 
to  be  lost  that  could 
not  be  replaced.” 


Being  able  to  recognize  the  corporate 
culture  allowed  me  to  understand  why 
what  was  happening  was  happening. 
It  didn’t  always  allow  me  to  change  it, 
but  it  certainly  allowed  me  some  con- 
trol over  the  frustration  of  dealing 
with  a huge  organization  in  an  indus- 
try that  is  undergoing  monumental 
changes.”  He  adds  that  the  program’s 
economics  courses  allowed  him  to  un- 
derstand the  economic  changes  in  the 
medical  marketplace. 

Dr  Zwelling  says  he  could  not  have 
made  the  sacrifices  necessary  for  earn- 
ing an  MBA  without  the  understand- 
ing and  support  of  his  wife,  pediatric 
oncologist  Eugenie  Kleinerman,  MD, 
and  his  two  children.  “1  basically  came 
home  from  work,  ate  dinner,  and 
went  upstairs  to  study.  And  the  week- 
ends, forget  it,  I was  gone.” 

The  second  year  of  the  program  in- 
volved mostly  group  study  work  with 
fellow  students.  “Since  all  of  us 
worked,  we  started  at  5 or  6 o’clock  in 
someone’s  office,  so  there  were  many 
nights  I wouldn’t  get  home  until  mid- 
night and  would  have  to  get  up  and  go 
to  work  the  next  day.  This  is  not  for 
the  fainthearted.  It  was  wonderful, 
but  it  was  exhausting  for  everybody. 
The  family  goes  to  business  school, 
not  just  you.  You  really  have  to  want 
to  do  this,  but  it  was  the  most  stimu- 
lating thing  I’ve  done  in  years.”  ★ 


Texas  Medicine 


Texas  Physicians’  Directory 


Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology- Allergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhinolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/43  N.  Frwy.  Hermann  Prof.  Building  1700  West  Loop  South,  Suite  1 10 

150  W.  Parker  Rd.  6410  Fannin  Marriott  Office  Complex  between 

Houston  77076  Houston  77030  San  Felipe  and  Post  Oak 

Houston  77017 

Tel.  (713)  MIGRAINE  or  (713)  694-8188,  Fax  (713)  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 
7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

An  Affiliate  of  PainCare 
Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

6200  W.  Parker  Road,  Suite  412,  Plano,  Texas  75093; 

Phone  (214)  608-8592;  Fax  (214)  608-8462 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  &C  Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

(214)  661-7010 


Legal  Medicine 


ROBERT  V.  WEST,  M.D.,  J.D. 

Diplomate  American  Board  of  Emergency  Medicine/Attorney  at  Law 

1 250  N.E.  Loop  410  #805  910  Lavaca 

San  Antonio,  Texas  78209  Austin,  Texas  78701 


(210)  828-4218 
Fax  (210)  822-5557 


(512)  479-1399 
(800)  999-9177 
Fax  (512)  476-7731 
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Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0331 


Orthopedic  Spinal  Surgery 

JOHN  A.SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
(214)  879-6299 


3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave„  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316,  (800)  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 
Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  (214)  661-7010 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal,  MD 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061,  (214)  254-8000 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  (214)  492-1334 


Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX  751 50,  (214)  682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231 , (214)  265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  (214)  964-1715 

James  Guess,  MD 
Bruce  Douthit,  MD 

Kevin  Gill,  MD 


Scott  Burns,  MD  Kevin  Gill,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 

Anesthesiology 


Anesthesiology  Residency 


Positions  available  in  busy  academically  ori- 
ented department.  Unexpected  openings 
available  at  this  time  for  PGY-1  and  CA-1  lev- 
els. Positions  to  start  July  1,  1996.  Delightful 
community  within  driving  distance  of  skiing, 
etc.  Contact  Edward  Wilson,  M.D.,  Residency 
Program  Coordinator,  Department  of 
Anesthesiology,  Texas  Tech  University  Health 
Sciences  Center,  Lubbock,  Texas  79430. 
(806)  743-2981,  fax  (806)  743-2984.  Texas 
Tech  HSC  is  an  equal  opportunity/affirma- 
tive action  employer. 

V / 

Emergency  Medicine 

TEXAS:  Slow  down  the  pace,  raise  your  family  and 
experience  Texas  at  its  best  in  the  San  Antonio,  West  Texas 
and  Rio  Grande  Valley  area.  Volumes  range  from  10,000  to 
35,000  annual  visits.  Annual  earnings  from  $127,000  to 
$207,000  (based  on  192  hours/month).  Professional  liabil- 
ity insurance  can  be  procured  on  your  behalf.  Medical 
Director  opportunities  available,  no  state  income  tax,  inde- 
pendent contractor  status.  Please  contact  Sue  Simin  at 
(800)  745-5402,  3010  LBJ  Freeway,  Suite  1300,  Dallas,  TX 
75234  or  fax  CV  to  (214)  484-3739. 


Call  Toll  Free 

1 -888-DOCS -91 1 

TEXAS:  Regional  emergency  group  has 
held  20-year  contract  to  staff  nationally 
recognized  ED.  Contracts  range  front 
12,000-60,000  pt  visits.  Earn  the  industry’s 
maximum  compensation  as  an  indepen- 
dent contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


ABILENE:  Regional  Medical  Center  seeking  BC  EM  or 
PC  for  16,000  annual  volume  facility.  Hospital  employee  - 
potential  for  $200,000  (based  on  168  hours/month).  Call 
Sue  Simin  at  (800)  745-5402  or  fax  CV  to  (214)  241-4917. 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 
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WEST  TEXAS 

EMERGENCY  MEDICINE  PHYSICIAN  (Full  Time) 
needed  for  our  Level  2 Trauma  Center  in  Odessa, 
Texas.  This  new  33  bed  emergency  department 
sees  5 1 k+  patients  annually  with  a Fast  Track 
anil  overlapping  coverage.  Increased  volume  has 
created  a new  position.  Excellent  medical  spe- 
cialty back-up  and  an  experienced  and  support- 
ive nursing  and  administrative  staff.  Fee  for  ser- 
vice/independent contractor.  Qualifications:  BC- 
EM,  Texas  licensed.  Please  call  John  Torres  at 
800-227-2092  x255  for  more  information.  For 
immediate  consideration,  please  fax  your  CV  to 
510-484-4107  or  mail  to  PO.  Box  788, 
Pleasanton,  CA  94566. 


Sherman  - “The  Top  of  Texas” 

Rare,  unexpected  opening  for 
Emergency  Physician.  Must  be 
Primary  Care  or  Emergency  Medicine 
Board  Certified.  Practice  includes  E.D., 
Fast  track,  Occupational  Health  and 
Hyperbaric  Medicine.  Democratic 
group  has  a long  term  stable  contract. 
Partnership  available  for  the  committed 
career  oriented  physician.  Located  less 
than  one  hour  north  of  D/FW  and  fif- 
teen minutes  from  beautiful  Lake 
Texoma.  For  more  information,  call 
Lisa  Morgan  at  (903)  870-0294. 


TEXAS:  WE  ARE  A MULTI-HOSPI- 
TAL GROUP  committed  to  providing 
extraordinary  medical  care  and  leadership  in 
the  field  of  emergency  medicine.  Several 
opportunities  available  in  the  Dallas/Fort 
Worth  area  as  well  as  North  and  East  Texas. 
Annual  ED  volumes  range  from  I 1,000  to 
30,000.  Compensation:  $150  - $200K/year 
plus  productivity  incentive  and  paid  malprac- 
tice insurance.  Medical  Directorship  training 
and  ownership  options  available.  CONTACT: 
Metroplex  Emergency  Physician  Associates, 
PA,  14651  Dallas  Parkway  Ste.  # 700,  Dallas, 
Texas  75240;  800/346-6687  or  214/774-8238; 
or  FAX  CV  to:  214/789-0339. 
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Family/General  Practice 

Tired  of  managed  care  or  insurance  hassles?  Full- 
time associate  physician  needed  in  fast  growing  Houston 
Obesity  practice.  Send  CV  and  current  salary  to  Larry 
Richardson,  25000  Pitkin  #120,  Spring,  TX  77386  or  fax 
(713)  292-2300. 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Oncology. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 


PRIMARY  CARE 
PHYSICIANS  NEEDED 

for  homebound  patients  of  all  ages.  Excellent 
pay,  flexible  hours,  full  and  part-time  positions 
available.  Mail  resume  to:  America’s 
Homebound,  1314  Remington  Crest,  Houston, 
Texas  77094,  1-800-856-7222 


FAMILY  MEDICINE  PHYSICIAN 

Board.  Certified 
Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


FP’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro  & $140K+.  Call 
Mary  Latter  at  (800)  520-2028!  Job  #M380FAF 


Classified  Directory 


Family/General  Practice 


For  Practice  Opportunities  in 


• Academic  Positions  (in 
FP,  IM  and  Pediatrics) 

• Correctional  Medicine 

• Family  Practice 

• Gastroenterology 

• Internal  Medicine 


Physician 
Resource 
Network 


• Obstetrics/Gynecology 

• Otolaryngology 


• Pediatrics 


• Radiology-Interventional 

• Surgery-Cardiothoracic 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 
1 A call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


Medical  Director  BC  or  BE  Family  Practice 

Dynamic  private  non-profit  primary  care  clinic  in  beau- 
tiful Austin,  TX.  Newly  renovated,  expanded  facility 
near  UT  campus.  Committed  staff,  strong  community 
support.  40  hrs.  wk.,  no  weekends.  Send  CV  to: 
Executive  Director,  Physician  Search 
People's  Community  Clinic 
2909  N.  IH  35,  Austin,  TX  78722 


TYLER,  TEXAS  - BC/BE  Family  Practice  or 
Internal  Medicine  to  join  well  established  and 
fully  equipped  clinic.  Full  hospital  support. 
Terms  generous  and  negotiable.  Please  call 
(903)  581  -51 1 5 or  write  to: 

Southpark  Diagnostic  Clinic 
2020  Lindbergh 
Tyler,  Texas  75703 


Physician  Opportunity  is  available  in  Dalias/Fort 
Worth  and  Houston.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Paid  mal- 
practice. M-F.  Lucrative  salary  and  benefits.  Call  Lisa  j 
Cole  at  (800)  254-6425,  or  fax  CV  to  (214)  258-0838. 

Spanish-speaking  FP’s  needed  throughout  Texas 
(Beaumont,  Laredo,  Corpus  Christi,  McAllen  and 
Brownsville  area,  El  Paso),  Oklahoma,  Florida,  Arizona, 
Ohio,  and  Chicago.  High  income  guarantees,  $120- 
$140K+  production.  Full  benefits,  call  coverage.  Call  Mary 
Latter  - (800)  520-2028.  Job  #M381FAF 

DALLAS  and  HOUSTON  METRO  AREAS  Family 
Practice.  Outpatient  and/or  inpatient  positions  with 
CIGNA  HealthCare.  Excellent  call  schedule.  Contact: 
Dave  Duncan,  (800)  678-7858,  222  S.  Central,  Suite  400, 

St.  Louis,  MO  63105.  Fax:  (314)  726-0026. 
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Family/General  Practice 


FAMILY  PRACTICE 

Exciting  opportunity  for  BC/BE  Family 
Practitioners  to  join  newly-opened  Family 
Health  Centers  in  rapidly-growing  suburban 
communities.  Competitive  salary  with  com- 
prehensive benefit  package  and  bonus 
incentive.  Appointment-based  and  walk-in 
urgent  care.  Fee-for-service  with  participa- 
tion in  managed  care  plans.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  two  BC 
Internists.  A progressive,  five-person 
Methodist  affiliated  IM  group  will  establish 
a second  office  in  a nearby  community. 
Competitive  salary  with  comprehensive 
benefits,  bonus  incentive  and  1:4  rotating 
call  coverage.  Business  aspects  profession- 
ally managed  by  a Group  Administrator. 

PEDIATRICS 

Two  established  “solo"  pediatricians  each 
seek  a full-time  or  part-time  pediatrician  to 
join  them  in  their  busy  practices.  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 

DERMATOLOGY 

We  11 -re  spec  ted,  Methodist- affiliated 
Dermatologist  retires,  leaving  great  opportu- 
nity for  incoming  Dermatologist  to  quickly 
establish  a thriving  practice  in  an  area  where 
there  is  already  a shortage  of  Dermatologists. 
An  incoming  Dermatologist  could  probably 
justify  the  addition  of  an  associate  within  a 
relatively  short  period  of  time. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn. 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947-4579, 
fax  (214)947-4502. 
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Family/General  Practice 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  qualified  physicians  to  work  in  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or 
group  medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent 
benefit  package  including  liability  coverage.  Refer  to  Job  #960321  and 
send  resume,  letter  of  interest  with  list  of  three  references  to: 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


General  Surgery 


RURAL  EAST  TEXAS 

Board-certified  general  surgeon  needed  to  join 
established  BC/FACS  37  y/o  general  surgeon. 
• Moving  expenses  • Salary  guarantee 
• Excellent  local  primary  care  • Nice  opportunity 
Send  resume  to  Ad  Box  870,  Texas  Medicine, 

401  W.  15th  St,  Austin,  TX  78701. 


Internal  Medicine 


INTERNAL  MEDICINE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpatient 
services,  depending  on  physician  prefer- 
ence for  hospital  or  office  practice.  Other 
attractive  opportunities  in  suburban  areas 
of  Dallas/Fort  Worth.  Very  attractive  com- 
pensation package  includes  salary,  plus 
benefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week  paid 
CME  time,  a $2000  CME  allowance,  a 
retirement  program,  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712-2018 
or  800/527-2145. 


BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 

(210)  224-1771. 

Locum  Tenens 


Staff 


the  staffing  solution 
a DSI  company 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  slatt- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Stalf  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


VOLUME  92  ★ NUMBER  6 


59 


Classified  Directory 


Locum  Tenens 


Inf  rim 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

[uf0  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 


TEXAS  MEDICINE 

CLASSIFIED 

DIRECTORY 

DEADLINES 

ISSUE 

DEADLINE 

August  1996 

July  1,  1996 

September  1996 

August  1,  1996 

October  1996 

August  30,  1996 

November  1996 

October  1,  1996 

PRACTICING  MEDICINE  ISN’T  WHAT 
IT  USED  TO  BE.  IT’S  BETTER. 


You’ve  earned  the  right  to  practice  medicine 
on  your  own  terms.  As  a CompHealth  locum 
tenens  physician,  you  can  keep  doing  the 
work  you  love,  without  the  headaches  and 
hassles  of  running  a practice.  Work  where 
you  want,  as  much  as  you  want.  As  the  largest 
healthcare  staffing  group,  we  give  you  the 
most  options  in  the  most  places.  We  even 
offer  Trial  Practice  and  Permanent  Placement 
services  if  you  are  looking  for  a new  full-time 
spot.  Our  personal  service  makes  it  easy.  Call 
us  today  for  more  information  about 
working  with 
CompHealth. 


800-328-3051  Your  Health  Carf  Resource 


Occupational  Medicine 

DALLAS/FORT  WORTH, TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  3532 7, 
Dallas,  TX  75235. 

OCCUPATIONAL  MEDICINE  MDs  NEEDED  for 

Houston  area,  national  company.  Excellent  career  opportu- 
nities. Full  time  and  part  time.  Call  Ned  at  (713)  797-6106. 


Orthopedics 


ORTHOPAEDICS 


Rapidly  expanding  five  man  group  establish- 
ing a regional  network  that  has  a unique 
opportunity.  Group  is  perfectly  positioned 
with  its  expansion  to  manage  managed  care, 
not  be  managed  by  it.  This  opportunity  has  all 
the  advantages  of  orthopaedic  group  practice 
and  all  the  advantages  of  being  autonomous. 
Call  coverage,  income  guarantee  and  full 
benefit  package  with  the  opportunity  to  work 
at  your  own  pace  and  be  your  own  boss. 
Lakeside  living,  major  metro  and  the  ocean 
31/2  hours  away  make  this  an  exceptional 
situation  to  go  where  your  skills  are  truly 
needed  in  a state  of  the  art  facility.  For  imme- 
diate consideration  send  your  C.V.  to  Bob 
deRoode  at  H & F Medical  Inc.  - fax 
(314)  453-9530  or  call  (800)  264-9300. 


Pediatrics 


WEST  SUBURBAN  DALLAS 

Ten-physician  primary  care  group  expanding  pediatric- 
services.  Excellent  referral  situation.  Immediate  patient 
base.  Pleasant  associates.  Not  a J-l  visa  site.  Seeking  pedi- 
atricians prior  to  summer  1997.  For  more  details  without 
obligation,  contact  Rebecca  Turley:  (800)  338-7107; 
fax  (414)  785-0895;  ore-mail:  fha@execpc.com. 


AUSTIN, TX  - BC/BE  pediatrician  needed  for  busy, 
established  practice.  Call  1:4.  Salary,  plus  bonus,  leading  to 
partnership.  Call  or  send  CV  with  cover  to:  Jane  Vogt, 
(800)  546-0954,  l.D.  43691TX,  222  S.  Central  Ave.,  Ste. 
700.  St.  Louis,  MO  63105.  Fax  (314)  726-3009;  e-mail: 
careers@cejka.com. 

Texas  - Are  you  tired  of  night  calls,  administrative  hassle, 
and  traffic  jams?  Driscoll  Children’s  Hospital  is  seeking  a 
BC/BE  Director  of  Ambulatory  Services.  Competitive 
salary  and  excellent  benefits.  Driscoll  Children’s  Hospital  is 
a private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 


THE  BEST  PEDIATRIC  JOB  IN  TEXAS, 

Best  access  to  metro-Austin,  Best 
income  potential,  SS  sroup,  1:4  call, 
800  newborns/year,  Best  hospital 
support.  Best  call  Mary  Latter  today  - 
800-520-2028.  Job  #M139PAF 
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Radiology 

RADIOLOGY  services 
TO  RURAL  HOSPITALS 


RADIOLOGY 


1-800-523-9955 


BOARD-CERTIFIED  RADIOLOGIST  NEEDED  in 

East  Texas  hospital  for  part-time  coverage  one  week  in 
three.  No  MRI  or  specials.  Send  CV  to  Ad  Box  900,  Texas 
Medicine,  401  W.  1 5th  St.,  Austin,  TX  78701. 

Other  Opportunities 


PHYSICIAN  NEEDED  FOR  a MULTI-DISCIPLINARY 
CLINIC  in  the  San  Antonio,  Texas  area. 

• Excellent  salary  and  benefits 

• Practice  medicine  without  heavy  paperwork 

• Part-time  and  full-time  positions  available 
For  inquiries,  call  Angela  at  (210)  697-8485. 


UNIVERSITY  HEALTH  SERVICE 
PHYSICIAN  WANTED 


Campus  of  25,000  seeks  physician  to  provide 
primary  medical  care  to  students.  Onsite  lab- 
oratory, x-ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  and  health  education  services 
also  available.  40  hour  work  week  with  no 
call  or  weekends.  Salary  is  mid- $80, 000s 
plus  benefits,  based  on  years  of  experience. 
BC/BE  preferred  but  not  essential. 

Contact:  Dee  Jackson,  Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


Positions  Wanted 

ENDOCRINOLOGIST/INTERNIST  SEEKING  PRAC- 
TICE OPPORTUNITY  in  Austin.  Call  after  5 p.m.  or 
leave  message  at  (409)  762-8732. 


BOARD-CERTIFIED  DIAGNOSTIC 
RADIOLOGIST  with  25  years  experi- 
ence now  available  for  Locums  cover- 
age. Wyatt  E.  Collins,  MD.  Phone 
(817)  424-0363,  fax  (817)  329-7719. 
E-mail  pco938@airmail.net 


FOR  SALE  OR  LEASE 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  I -800-284-4560  / Houston  7 1 3-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  4231 4 
Houston,  TX  77242-2314 
FAX  71  3-493-2234  & Associates 


B r o n s t e i n 


Equipment 

FOR  SALE:  MEDICAL  GRAPHICS  CAD/NET  1070 

automated,  computerized,  PF  analyzer,  cost  38K,  '86  - 
under  maintenance  contract.  Best  offer.  (915)  695-4421 
(10-12/2-5  CST). 


Practices  For  Sale 

PRACTICE/OFFICE  FOR  SALE  OR  RENT  in  Plano,  a 
growing  city  of  140,000,  30  minutes  from  UT  Southwest- 
ern. Well-developed  internal  medicine  practice.  Rent  and 
take  over  the  practice  or  purchase  the  office  with  practice. 
Physician  will  stay  to  assist  during  transition.  1100  sq  ft, 
two  exam  rooms  with  lab  or  testing  area,  free  parking. 
Available  in  3 to  9 months.  Send  CV  to  Ad  Box  M, 
DCMS,  PO  Box  4680,  Dallas,  TX  75208. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Gunther 
(214)  353-5118 


Office  Space 


FOR  LEASE:  High  quality  professional 
building  has  space  available  for  pediatrician 
in  southwest  Fort  Worth,  Texas.  Next  to  pedi- 
atric dentist,  orthodontist,  with  large  day  care 
in  back.  One  of  the  fastest  growing  commu- 
nities with  many  schools  in  the  area.  Will 
build  to  suit.  Call  Debbie,  (817)  370-0268. 


TRAVEL 


Will  swap  one  week  in  Atlanta  during  the  Olympics 
(July  19-Aug.  3)  for  one  week  in  Cancun  or  other  tropical 
location  first  week  of  September.  Call  (404)  257-9044. 

BUSINESS  AND  FINANCIAL  SERVICES 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don’t  delay,  call  today! 

HI-GROWTH  INVESTMENTS 
(214)  868-9085 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 
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BUSINESS  AND  FINANCIAL  SERVICES 


MD  MONEY  ADVISORS,  INC. 

& 

KANTI  S.  PATEL,  M.D;  M.B  A 

Registered  Principal 

Securities  Offered  Through 

NORTHEAST  SECURITIES,  INC, 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  • Bonds  * Mutual  Funds  • Pension  < 
Plans  • IRA’s  • Trusts  • Keogh’s  * 
Professional  Money  Management 


805  West  Wadley  (800)  9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 


Advertising  Rates  & Data  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19  1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Melissa  McAdoo,  Advertising  Manager,  Texas 
Medicine , 401  West  1 5th,  Austin,  Texas  78701 . 
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Educational  Opportunities 


Texas  Medicine 


Baylor  College  of  Medicine,  Department  of  Medicine  and  the  Veterans  Affairs  Medical  Center, 

Iff 

Department  of  Medicine,  Houston,  Texas 

»]f 

COMPREHENSIVE  REVIEW  COURSE  IN  INTERNAL  MEDICINE 

^•CDUCATlO*1 

JULY  9-13, 1996 

Ramada  Astrodome  Medical  Center  Hotel 

A complete  review  of  internal  medicine  and  related  topics,  designed  to  prepare  candidates  for  the  Internal 
Medicine  Board  examination,  including  recent  changes  in  its  contents,  and  to  provide  state-of-the-art 
update  for  practitioners. 

Topics  to  include: 

•Allergy  ‘Ethics  -Infectious  Disease  -Psychiatry 

•Cardiovascular  ‘Gastroenterology  -Nephrology/Urology  -Pulmonary 

•Dermatology  -Geriatrics  -Neurology  -Rheumatology/Orthopedics 

•Endocrinology  -Hematology  -Oncology  -Study  Design/Statistics 

Physicians  $600.00  (prior  to  May  11,  1996)  $630.00  (after  May  11,  1996) 

Fellows  and  Residents  $400.00  (prior  to  May  11,1 996)  $430.00  (after  May  11,1 996) 

For  information  contact:  Carol  J.  Soroka,  Conference  Coordinator 

Office  of  Continuing  Education 

Baylor  College  of  Medicine 

One  Baylor  Plaza,  S104 

Houston,  Texas  77030-3498 

Phone:(713)798-6020  Fax:(713)798-7955 

Email:  cme@bcm.tmc.edu. 

ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  lor  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8302  Tybor 
Street,  Houston,  TX  77074. 


CME  INTHE  ROCKIES 


INTERNAL  MEDICINE 
PROGRAM 

July  14-19,  1996 
Estes  Park,  CO 
(note  corrected  dates) 


RENAL  DISEASE 
PROGRAM 

July  22-26,  1996 
Aspen,  CO 

(note  corrected  dates) 


1ST  ANNUAL 
ASPEN  BRAIN 
TUMOR  SYMPOSIUM 

August  11-13,  1996 
Aspen,  CO 


Sponsored  by  the  University  of  Colorado  School  of  Medicine.  Category  1 AMA 
credit  offered.  Information:  J.  Bauer,  Office  of  Continuing  Medical  Education, 
University  of  Colorado  School  of  Medicine,  4200  East  Ninth  Avenue,  Box 
C295,  Denver,  CO  80262,  1-800-882-9153,  303-372-9050,  FAX:  303-372-9065. 
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ackTalk 

Question 

How  do  you  keep  fit? 


run  25  miles  per  week.” 


arming.  It’s  a great  way  to  relieve  stress  and  work 
off  a few  pounds  at  the  same  time.” 


George  W.AIlibone,  MD ,49 

radiology,  Houston 


Larry  A.  Jinks,  MD,  41 

internal  medicine,  Ennis 


ith  the  time  limitations  of  a solo  obstetrics- 
gynecology  practice,  I try  to  start  every  day 
with  tai  chi  short-form  exercises.  Then,  three  or  more  times 
per  week,  I end  the  day  with  20  to  30  minutes  on  my 
Nordic  Track.  When  I am  consistent  with  this  routine,  it 
clears  my  mind,  reduces  stress,  and  increases  energy  and 
endurance  levels.” 

William  R.  Beaty,  MD,  48 

obstetrics  and  gynecology,  Waco 


walk  4 to  6 miles  daily.  I am  also  a nonsmoker,  and 
I follow  a low-fat  diet.” 


Ann  R Black,  MD,  38 

family  practice,  Austin 


y routine  consists  of  Nordic  Track  or  weight- 
ill  ■ training  at  home  about  4 days  a week  before 
work.  II  I don’t  do  it  then,  I never  seem  to  find  the  time.” 


he  spiritual,  emotional,  and  physical  elements  of 
I fitness  require  regular  attention.  It’s  more  of  a 
continual  process  than  an  end  product.  I jog  two  to  three 
times  per  week  and  always  save  time  to  fly  my  Piper  Tri 
Pacer.” 


Richard  B.  Hartin.Jr,  MD,  43 

family  practice,  Leander 


Joseph  S.  Marino,  MD,  44 

anesthesiology,  Beaumont 


£ £ ■ have  always  used  running  as  a means  of  fitness  and 
II  weight  control.  The  total  weekly  miles  have  grad- 
ually dropped  from  20  miles  in  my  late  20s  to  8 or  10  miles 
at  age  45.  I also  lift  a few  weights  and  do  the  stair-stepper 
about  twice  a week.  Does  golf  count  as  a fitness  measure?  I 
do  that,  too.” 


have  a stair-climber  that  I use  three  to  four  times  a 
week  in  a standard  manner.  By  putting  my  hands  on 
the  pedals  in  a push-up  position,  I can  work  out  my  arms,  too. 
I also  throw  the  football  and  play  basketball  with  my  sons.” 

Stephen  L.  Brotherton,  MD,  40 

orthopedic  surgery,  Fort  Worth 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions  for 
future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  fax 
them  to  (512)  370-1632,  or  e-mail  them  to  Johanna _f@texmed.org 


Gary  P.  Goldsmith,  MD,  45 

otolaryngology,  Dallas 

try  to  vary  my  activities  to  avoid  boredom.  I play 
basketball  one  to  two  times  per  week  followed  by 
weight-training.  I play  racquetball,  run,  bike  ride,  and  in- 
line skate,  depending  on  the  time  of  the  year.” 

Walter  D.  Gracia,  MD,  39 

plastic  surgery.  Fort  Worth 
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Ten 
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All  We’ve 


Done  Is 


Cars. 


A fter  1 0 years  in  practice , you  're  an  expert  in 
your  field.  Likewise , Autoflex  Leasing  is  the 
i ecognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Texas  Dental  Association.  So,  call  an  Autoflex 
leasing  specialist  today. 
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Call  1-800-634-1234 
or  214-234-1234 


Reliable  insurance  coverage  shouldn’t  be  a roll  of  the  dice. 

Choose  TMAIT. 


Responsible  financial  planning 
for  the  future  takes  more  than 
good  luck.  TMAIT  provides  you 
a choice  of  traditional  indemnity 
plans  or  the  new  Group  Plus 
Point-of-Service  (POS)  plan  for  you,  your'  family,  and 
your  office  staff. 

TMAIT  is  endorsed  and  was  created  by  the  TMA.  Its 
Board  of  Trustees  includes  TMA  physicians  who 


know  and  understand  the  financial  needs  and  con- 
cerns of  other  TMA  physicians  like  you. 

TMAIT  offers  you  financial  security,  stability  and 
responsive  service. 

Call  TMAIT  at  1-800-880-8181  for  more  information. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 
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A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Gynecologist  Anna  Marie  Lozano,  MD,  right, 
medical  director  of  Planned  Parenthood  of 
Austin,  discusses  programs  with  Sara  Lohrstorfer 
and  her  daughter,  Cassandra,  along  with  nurse 
practitioner  Margaret  J.  Adams. 
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COVER  STORY 


Cover  illustration  by  MAX  SEABAUGH 


Saddle  up 

Enter  the  fascinating  world  of  early  Texas  physicians 
who  tended  to  settlers  and  cowboys  of  the  wild  West. 
And  meet  several  modern-day  doctors  who  ride  the 
range,  follow  the  rodeo,  and  carry  on  a proud  tradition. 
BY  CINDI  MYERS 


38 


Medical  Economics 


A matter  of  concern 22 

In  a recent  TMA  survey,  Texas  physicians  expressed  apprehensions  about  managed 
care.  The  worries  are  widespread  and  troubling. 


BY  LARRY  BESAW 


Law 


Surprising  gains 29 

So  just  what's  in  those  insurance  department  rules  the  governor  offered  as  con- 
solation when  he  vetoed  the  Patient  Protection  Act  last  year?  More  than  most 
had  expected. 

BY  TERI  LEE  JONES 
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Legislative  Affairs 

Change?  What  change? 34 

The  Republican-controlled  US  Congress  promised  to  change 
the  face  of  Medicare,  Medicaid,  and  other  entitlement  pro- 
grams with  its  budget  revolution.  So  what  happened ? 

BY  KEN  ORTOLON 


Public  Health 

Big  science 47 

It’s  the  largest  public  health  lab  in  the  country. 
Most  physicians  are  amazed  when  they  learn 
what  the  Texas  Department  of  Health’s  facility  in 
Austin  has  to  offer. 

BY  TERI  LEE  JONES 


The  Journal 53 

Incidence  of  childhood  and  adolescent  cancer  in  Texas 

BY  NANCY  S.  WEISS,  PHD;  JULIE  A.  KATZ,  MD;  LAWRENCE  S.  FRANKEL, 

MD;  LINDA  E.  LLOYD,  PHD;  KENNETH  L.  McCLAIN,  MD;  KAREN  TORGES; 
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Is  No  Time  To  Worry 

ABOUT 
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MALPRACTICE 

INSURANCE 
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six  U.S.  doctor-owned  companies  to  receive  A.M.  Best's  A+  (Superior)  rating.  With  protection 
from  TDC  — The  Doctors'  Company  — you  or  your  health  care  facility  can  rely  on: 

Active  Risk  Management  • 24-Hour  Claims  Service 
Local  Defense  Counsel  • Medical  Knowledge  and  Experience 
Competitive  Pricing  • Financial  Stability 


We  know  medicine.  We  know  insurance. 
Cali  us  for  your  peace  of  mind. 


Represented  by:  Ken  Archibald,  Archibald  & Associates,  Inc. 

800/460-4101  or  214/771-4101 


TDC 


The  Doctors  Company 


http://www.thedoctors.com 


Texas  Medicine 


“ While  plants  contain  a large  amount  of  material  which 
cannot  be  digested \ and  hence  is  worthless  as  food,  yet 
because  of  the  starch  and  sugar  which  they  contain , 
they  are  fattening  food.  ” 


Editor’s  Mote 


The  Ni:\v  American  Family  Physician 

by  Drs.  Lyman,  Ferger  and  Belfield 
circa  1910 


Don’t  lose  patience 

as  the  world  changes. 

Adapt 

to  the  new  environment. 


Your  patients  are  rethinking  their  food 
choices.  Shouldn’t  you?  Attend  The  American  Dietetic 
Association  Annual  Meeting  & Exhibition  and  find  out  first- 
hand how  the  most  recent  developments  in  food  products 
and  nutrition  can  change  your  business. 

Meet  the  authors  who  wrote  the  books,  hear  the 
scientists  who  did  the  research  and  sample  the 
products  that  will  take  food  and  nutrition  into  the 
next  century. 

The  American  Dietetic  Association 
79th  Annual  Meeting  & Exhibition 

Henry  B.  Gonzalez  Convention  Center  • San  Antonio,  Texas 

October  21-24,  1996 

ff'r'j  j To  receive  a Preliminary  Program  containing  more 
7 C/  information:  call  The  American  Dietetic  Associa- 
l/f-  tion  (ADA)  at  800.877.1600  ext.  485 1 or 
' — e-mall  mtgsinfo@eatright.org. 


OUR  COVER  STORY  ON  COW- 
boy  docs,  beginning  on  p 38,  is  a 
journey  back  to  the  days  when 
being  a physician  took  tough- 
ness, resourcefulness,  and  internal  for- 
titude. Freelance  writer  Cindi  Myers 
found  those  same  qualities  in  modern- 
day  doctors  who  carry  on  the  proud 
tradition  of  caring  for  cowboys  and 
others  in  rural,  far  West  Texas. 

Gathering  historical  photographs 
for  the  article  was  quite  an  adventure. 
Many  of  the  photos  in  this  issue  were 
borrowed  from  the  King  Ranch 
Archives,  to  which  we  are  most  grate- 
ful. But  try  as  we  might,  we  were 
unable  to  find  a single  photograph  of 
the  much  admired  “saddlebags  sur- 
geon,” that  is,  an  early  Texas  physician 
on  horseback.  The  TMA  Library  His- 
tory of  Medicine  Collection  has,  in 
fact,  had  many  requests  over  the  years 
for  just  such  a photograph  but,  as  yet, 
has  been  unsuccessful  in  acquiring  one. 

Please  consider  this  a call  for  dona- 
tions to  the  collection.  Photographs  of 
Texas  physicians  from  the  late  19th 
and  early  20th  centuries,  particularly 
photos  with  patients,  are  desired.  And 
if  you  have  a photo  of  an  early  physi- 
cian on  horseback,  we’d  love  the 
opportunity  to  publish  it  here. 

Send  photographs  to  Patty  Mullins, 
TMA  Library  History  of  Medicine  Col- 
lection, 401  W 15th  St,  Austin,  TX 
78701.  Include  the  names  of  anyone  in 
the  photo  or  other  details,  if  you  know 
them.  For  information,  contact  Ms 
Mullins  at  (800)  880-1300,  ext  1543. 

JEAN  PIETROBONO 
Managing  Editor 
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NEWSMAKERS 


Five  Brazos  Valley  physicians  partici- 
pated in  the  100th  Boston  Marathon 
in  April.  They  are  obstetrician-gynecol- 
ogist Charles  R.  Anderson,  MD;  general 
surgeon  Henry  E.  Bohne,  MD;  orthope- 
dic surgeons  James  B.  Giles,  MD,  and 
Mark  B.  Riley,  MD;  and  family  practi- 
tioner Haywood  J.  Robinson,  MD. 

Houston  pediatrician  Blanca  S.Azios, 
MD,  was  named  Outstanding  His- 
panic Woman  of  the  Year  by  Hous- 
ton’s Hispanic  Women  in  Leadership 
organization. 

Pediatric  surgeon  Robert  S.  Bloss,  MD, 

was  named  chief  of  staff  at  Texas  Chil- 
dren’s Hospital  in  Houston. 

Fort  Worth  neurologist  Susan  Blue- 
Zeig,  MD,  received  the  Hope  Award 
presented  by  the  National  Multiple 
Sclerosis  Society  for  service  to  the 
community. 

Iliya  C.  Boridy,  MD,  received  the  Presi- 
dent’s Award  from  the  American 
Roentgen  Ray  Society  for  the  best 
paper  written  by  a radiology  resident 
at  The  University  of  Texas-Houston 
Medical  School. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632;  e-mail johanna_f@texmed.org 


Blanca  S.Azios,  MD  Stanford  M.  Goldman, 

MD 


Obstetrician-gynecologist  Dale  Brown, 
Jr,  MD,  was  named  chief  of  staff  at  St 
Luke’s  Episcopal  Hospital  in  Houston. 

Houston  radiologist  Stanford  M.  Gold- 
man, MD,  was  selected  by  the  Board  of 
Governors  of  the  Alumni  Association 
of  The  University  of  Texas-Houston 
Medical  School  to  receive  the  1996 
Albert  Einstein  Distinguished  Alum- 
nus Award. 

Robert  H.  Hardy,  MD,  a Fort  Worth 
obstetrician-gynecologist,  was  chosen 
Physician  of  the  Year  by  employees  at 
Columbia  North  Hills  Hospital  in 
North  Richland  Hills. 

Kevin  P.  Lally,  MD,  was  appointed 
director  for  the  Division  of  Pediatric 
Surgery  at  The  University  of  Texas- 
Houston  Medical  School. 

Obstetrician-gynecologist  Rhodesia  N. 
LaStrap,  DO,  was  chosen  Physician  of 
the  Year  by  employees  at  Columbia 
HEB  Hospital  in  Bedford. 

Charles  A.  LeMaistre,  MD,  president  of 
The  University  of  Texas  M.D.  Ander- 


Charles  A.  LeMaistre,  John  Mendelsohn,  MD 

MD 


son  Cancer  Center,  was  named  a win- 
ner of  the  National  Conference 
Humanitarian  Award.  John  Mendel- 
sohn, MD,  chair  of  the  Department  of 
Medicine  at  Memorial  Sloan-Ketter- 
ing  Cancer  Center  in  New  York  City, 
was  named  to  succeed  Dr  LeMaistre 
at  M.D.  Anderson  when  he  retires 
September  1. 

Houston  allergist  Jack  B.  Mazow,  MD, 

received  the  Outstanding  Volunteer 
Clinical  Faculty  Award  from  the 
American  Academy  of  Allergy, 
Asthma  & Immunology. 

Phillip  E.  Parker,  MD,  Colorado  Springs, 
was  honored  as  Air  Force  Space  Com- 
mand’s Outstanding  Flight  Surgeon  ol 
the  Year  for  1995. 

John  M.  Smith,  Jr,  MD,  was  honored 
with  the  creation  of  the  John  M. 
Smith,  Jr,  MD,  Professorship  in  Fam- 
ily Practice  at  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio. The  professorship  was  estab- 
lished by  family  and  friends  to 
recognize  the  physician's  more  than 
50  years  in  practice. 
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People 


Managed 

Care 

Market 

Profiles 


Managed 
Care  Market 
Profiles  was 
created  to  help 
physicians  stay 
abreast  of  Texas 
turbulent  health 
care  market. 

Utilizing  statis- 
tics from  TMA’s 
managed  care 

database,  this  concise,  cornpre- 
hen-  sive  publication  will  keep 
physicians  up-to-date  on  the 
activity  in  their  area  and  around 
the  state.  Reviewed  by  physi- 
cian leaders  and  county  med- 
ical society  executives, 
Managed  Care  Market  Profiles 
provides  physicians  with  the 
pertinent  information  necessary 
to  help  make  decisions  that  will 
affect  the  future  of  their  prac- 
tice. 

Each  market  audit  contains 
vital  information  on: 

• area  managed  care  plans 

• physician  and  patient 
demographics 

• hospitals 

• employers 

• assessment  of  physician 
integration 

Managed  Care  Market  Profiles 
contains  market  reports  for 
Austin,  Dallas/Fort  Worth, 
Houston, El  Paso,  and  San 
Antonio. 

To  order  call  (800)  880-1300, 
Ext.  1411. 
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DEATHS 


Paige  Bahige  Bayoud,  MD,  76;  Dallas; 
Faculty  of  Medicine,  Beirut,  Lebanon, 
1945;  died  April  9,  1996. 

James  Robert  Blair,  Jr,  MD,  82;  San 

Antonio;  Tulane  University  School  of 
Medicine,  1938;  died  March  28, 
1996. 

Victor  Manuel  Blanco,  MD,  76;  El 

Paso;  St  Louis  University  School  of 
Medicine;  died  October  8,  1994. 

Frank  Albert  Brewster,  MD,  54;  San 

Antonio;  University  of  Nebraska  Col- 
lege of  Medicine,  1967;  died  February 
11,  1996. 

Charles  Welton  Evans,  Jr,  MD,  85; 

Lufkin;  Baylor  College  of  Medicine- 
Dallas,  1938;  died  April  14,  1996. 

Herbert  Samuel  Girardeau,  MD,  67; 

Duluth,  Ga;  Emory  University  School 
of  Medicine,  1953;  died  August  17, 
1995. 

Vidalino  Gonzalez,  MD,  64;  San  Anto- 
nio; University  of  Havana  Medical 
School,  1960;  died  April  12,  1996. 

Van  Doren  Goodall,  MD,  86;  Clifton; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1933;  died  April 
30,  1996. 

Juanita  Thacker  Hart,  MD,  79;  Hous- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1948;  died  May 
1,  1996. 

Thomas  Overton  Moore,  Jr,  MD,  75; 

Houston;  Vanderbilt  University 
School  of  Medicine,  1945;  died  May 
3,  1996. 

George  Hagey  Pratt,  MD,  68;  Beau- 
mont; Tulane  University  School  of 
Medicine,  1953;  died  November  8, 
1995. 


Walter  Earl  Reed,  MD,  91;  San  Juan; 
Loma  Linda  University  School  of 
Medicine,  1932;  died  March  26, 
1996. 

Eugene  Sullivant  Rogers,  MD,  78; 

Nacogdoches;  Louisiana  State  Univer- 
sity School  of  Medicine  in  New 
Orleans,  1941;  died  December  20, 

1995. 

Philip  H.  Ross,  MD,  81;  Houston;  Loy- 
ola University  Chicago  Stritch  School 
of  Medicine,  1940;  died  April  25, 

1996. 

John  James  Sloan,  MD,  88;  Corpus 
Christi;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1931;  died 
April  26,  1996. 

Weldon  Wilkerson  Stephen,  MD,  86; 

Galveston;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1933; 
died  April  17,  1996. 

Herschel  Glenn  Tree,  MD,  78;  Texas 
City;  The  University  ofTexas  Medical 
Branch  at  Galveston,  1950;  died  April 
30,  1996. 
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Why  Physicians  Thist 
ArMA  Financial  Services 
To  Manage  Their  Pensions 


'total  Return  For  1 Year  Eudiii 


Total  Average  Return  For  5 Years  12/31/90  - 12/31/95 


'Results  for  Account  35253934 

Not  all  accounts  performance  will  mirror  this  example.  Past  performance  is  no  guarantee  of  future  performance. 


As  IRA  Custodian  and  Trustee 
.ArMA  Membership  Benefits  willrtf 

m-  v jr 

^jfeeal. Estate  Partnerships  * 


Stocks,  Bonds  & Mutual  Fu 
Any  Other  IRA  Qualified  As: 


Merrill  J.  Sauriol  Kirk  M.Tushaus  Richard  T.  Sechler 


Senior  Portfolio  Manager 


Portfolio  Manager  Certified  Financial  Planner 


CALL  1 (800)  584-5157  For  An  Information  Packet 
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Physicians  cover  ground 
at TMA  Annual  Session 
in  San  Antonio 


TMA  delegates  seek  to 
protect  physician-patient 
relationship  under 
managed  care 

The  Texas  Medical 
Association  House 
ol  Delegates  sought 
measures  to  protect  the 
physician-patient  relation- 
ship under  managed  care 
and  acted  on  a host  of 
other  issues  when  it  met 
May  9-10  during  the 
TMA  129th  Annual  Ses- 
sion in  San  Antonio. 

In  an  effort  to  keep 
medical  decision-making 
in  the  hands  of  physicians, 
the  House  called  for  legis- 
lation or  regulations  re- 
quiring Texas  State  Board 

Outgoing  TMA  President  Mark 
J.  Kubala,  MD,  puts  the  presi- 
dential pin  on  his  successor ; 
Hugh  Lamensdorf,  MD. 


of  Medical  Examiners  li- 
censure for  any  individual 
who  has  supervisory  power 
over  the  professional  acts 
of  Texas  physicians  or  who 
has  power  to  deny  pay- 
ment. And  to  protect  long- 


established  physician-pa- 
tient relationships,  dele- 
gates instructed  TMA  to 
work  toward  ensuring  that 
current  Medicaid  providers 
be  allowed  to  continue  car- 
ing for  their  Medicaid  pa- 


tients under  the  new  man- 
aged care  system. 

Pitfalls  in  managed  care 
contracts  was  another 
issue  of  high  interest.  Del- 
egates approved  a resolu- 
tion calling  on  TMA  to 
develop  model  language 
for  inclusion  in  all  man- 
aged care  contracts  to  ad- 
dress “hold  harmless” 
clauses,  “silent  PPO”  prac- 
tices, and  other  provisions 
and  practices  unfavorable 
to  patients  and  physicians. 
The  resolution  was  re- 
ferred for  further  study  to 
the  Council  on  Legisla- 
tion, which  will  report 
back  in  November  1996. 

To  further  TMA  efforts 
to  help  physicians  deal 
with  managed  care,  the 
House  reaffirmed  support 
of  the  Texas  Physician  Ser- 
vices Organization  (TPSO) 
as  a statewide  umbrella  or- 
ganization and  approved 
continued  support  of  a 
statewide  management  ser- 
vices organization  to  aid  in 
the  creation  of  physician- 
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sponsored  networks.  How- 
ever, delegates  rejected  a 
resolution  calling  on  TMA 
to  develop  a statewicie 
health-care  delivery  system, 
similar  to  plans  in  some 
other  states. 

The  House  addressed 
several  issues  regarding  the 
future  of  organized  medi- 
cine, including  AMA’s  re- 
cent proposals  to  appeal  to 
a wider  range  of  physicians. 
Delegates  endorsed  AMA’s 
revised  “Study  oi  the  Fed- 
eration," with  several  addi- 
tional changes  recom- 
mended by  the  Texas  dele- 
gation. After  spirited  de- 
bate, members  approved  a 
measure  asking  the  Ameri- 
can Medical  Association  to 
study  how  proposed  elimi- 
nation of  direct  member- 
ship in  AMA  will  affect  the 
future  of  the  federation. 

Closer  to  home,  the 
House  approved  the  64  rec- 
ommendations presented 
in  “TMA’s  Relevance  to 
Texas  Physicians,  a Study 
Conducted  by  the  Board  of 


Trustees,”  and  asked  that 
approved  projects  be  initi- 
ated in  1996  if  they  can  be 
accomplished  within  the 
framework  of  the  existing 
strategic  plan  and  budget. 

In  other  action,  dele- 
gates urged  TMA  to  work 
with  state  and  county  med- 
ical society  credentialing 
programs  to  develop  a sin- 
gle application  form  for  use 
by  all  managed  care  organi- 
zations, hospitals,  and 
county  medical  societies. 

The  House  recom- 
mended a review  of  legal 
risks  assumed  by  physi- 
cians who  direct  health- 
care workers  not  in  their 
employ  to  determine  if  leg- 
islative reform  is  needed. 
Delegates  also  called  for 
legislation  providing  im- 
munity from  civil  suits  for 
physicians  who  report  sus- 
pected abuse  in  accordance 
with  state  law. 

Delegates  rejected  a 
proposal  that  the  ratio  of 
international  medical  grad- 
uates to  US  graduates  in 


In  his  opening  session  address,  Mark  ].  Kubala,  MD,  Beaumont,  told 
the  House  of  Delegates,  “We  are  doctors,  not  providers.  We  work  for  our 
patients,  not  some  payer.  Our  goal  is  the  health  of  our  patients,  not  the 
financial  health  of  some  third-party  payer.  ’’ 


Frederick  L.  Merian,  MD,  Victoria,  a mem- 
ber of  the  TMA  Board  of  Trustees,  testified  at 
the  Reference  Committee  on  Socioeconomics 
meeting  regarding  managed  care  practices. 


C.  Joan  Richardson,  MD,  president  of  the 
Galveston  County  Medical  Society,  testified  on 
town/gown  issues  at  the  Reference  Committee 
on  Financial  and  Organizational  Affairs.  The 
House  of  Delegates  commended  the  Board  of 
Trustees  for  its  efforts  toward  resolving  the 
town/gown  conflict. 


Texas  Insurance  Commissioner  Elton  Bomer 
was  recognized  during  the  opening  session  of 
the  House  of  Delegates  for  his  role  in  the  cre- 
ation of  new  rules  governing  managed  care 
practices. 
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specialty  residency  training  remains 
constant  as  the  number  of  available 
slots  decreases.  Instead,  the  House 
supported  the  right  of  each  graduate 
medical  education  program  to  select 
the  best-qualified  candidates  to  fill 
available  training  positions. 

In  response  to  the  increasing 
number  of  public  health  clinic  clos- 
ings in  Texas,  delegates  requested 
TMA  and  the  Texas  Department  of 
Health  to  determine  how  to  best  al- 
locate and  use  state  and  federal  funds 
for  disease  prevention  and  other 
public  health  efforts. 

Delegates  elect  leaders  ofTMA 
for  1996-1997 

Phil  H.  Berry,  Jr,  MD,  a Dallas 
orthopedic  surgeon,  was  cho- 
sen president-elect  of  the  Texas 
Medical  Association  by  the  House  of 
Delegates  in  an  uncontested  race 
during  annual  session  this  May  in 
San  Antonio.  He  will  be  installed  as 
TMA  president  in  May  1997. 

A former  president  of  the  Dallas 
County  Medical  Society  (1990)  and 
the  Texas  Orthopaedic  Association 
(1991-1992),  Dr  Berry  served  3 
years  on  the  TMA  Council  on  Legis- 
lation and  is  a TMA  alternate  dele- 
gate to  the  American  Medical 
Association.  He  is  the  Dallas  County 
Medical  Society’s  1996  Max  Cole 
Leadership  Award  recipient. 

After  serving  2 years  in  the  US 
Naval  Civil  Engineering  Corps,  Dr 
Berry  attended  the  University  of 
Mississippi  Medical  School,  where 
he  was  class  president  for  3 years  and 
president  of  Alpha  Omega  Alpha 
and  the  student  body  his  senior  year. 
He  completed  his  internship  at  Park- 
land Memorial  Hospital  and  his  res- 
idency in  orthopedics  at  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  Parkland 
Memorial  Hospital,  Scottish  Rite 
Children’s  Hospital,  Veterans  Ad- 


Dennis J.  Factor,  MD,  left,  of  Dallas,  was  elected  to  serve  on  the  TMA  Board  of  Trustees.  He  is 
seated  next  to  fames  L.  Sweatt  III,  MD,  of  De  Soto,  a fellow  delegate  to  TMA  from  the  Dallas 
County  Medical  Society. 


ministration  Hospital,  and  Baylor 
University  Medical  Center. 

Dr  Berry  began  his  private  prac- 
tice in  Dallas  in  1971  and  was  in- 
strumental in  establishing  Dallas’ 
Careflite  Air  Ambulance  Service  in 
1979.  He  served  as  its  medical  direc- 
tor through  1991 . 

Besides  his  practice  and  involve- 
ment in  organized  medicine,  Dr 
Berry  has  another  devotion  — in- 
creasing public  awareness  of  the  de- 
mand for  organ  donations  and 
improving  the  delivery  of  organs  to 
those  in  need.  In  1986,  Dr  Berry  un- 
derwent lifesaving  liver  transplant 
surgery.  He  serves  on  the  Board  of 
Directors  of  the  United  Network  for 
Organ  Sharing.  Dr  Berry  and  his 
wife,  Karen,  have  three  daughters. 

Bernard  W.  Palmer,  MD,  San  An- 
tonio, and  Tom  B.  Hancher,  MD, 
Columbus,  were  reelected  speaker 
and  vice  speaker  of  the  House  of 
Delegates,  respectively. 

Dennis  J.  Factor,  MD,  Dallas,  was 
elected  to  the  TMA  Board  of  Trustees. 
Byron  L.  Howard,  MD,  Dallas,  and 
Frederick  L.  Merian,  MD,  Victoria, 
were  reelected  to  the  board.  The  board 
reelected  Alan  C.  Baum,  MD,  Hous- 


Phil  H.  Berry,  fr,  MD,  Dallas,  was  the  un- 
contested choice  for  president-elect  ofTAIA. 


Mary  W.  Geda,  MD,  Houston,  won  a three- 
way  race  for  AMA  alternate  delegate. 
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ton,  and  Dr  Howard  as  chair  and  vice 
chair,  respectively.  Dr  Factor  was 
elected  secretary. 

Priscilla  Ray,  MD,  Houston,  was 
elected  as  a TMA  delegate  to  the 
AMA,  and  Mary  Geda,  MD,  Hous- 
ton, was  elected  to  fill  the  AMA  al- 
ternate delegate  position  formerly 
held  by  Dr  Ray.  David  Cockrum, 
MD,  Fort  Worth,  will  serve  another 


1-year  term  as  alternate  delegate 
from  the  Resident  Physician  Section. 
Rodney  B.  Young,  Amarillo,  will 
serve  a 1-year  term  as  alternate  dele- 
gate from  the  Medical  Student  Sec- 
tion. All  incumbent  AMA  delegates 
and  alternate  delegates  seeking  re- 
election  were  elected. 

Reelected  to  councilor  positions 
were  Robert  Dale  Cummings,  MD, 


Taylor,  District  7;  Raymond  C.  Jess, 
MD,  Lake  Jackson,  District  8;  Pres- 
ley J.  Mock,  Jr,  MD,  La  Porte,  Dis- 
trict 9;  and  Edward  L.  Domingue, 
MD,  Lufkin,  District  10.  Joe  R. 
Cannon,  MD,  Abilene,  was  elected 
councilor  of  District  13  after  filling 
an  unexpired  term  in  1995. 


Jim  Bob  Brame,  MD,  receives  Distinguished  Service  Award 

For  Jim  Bob  Brame,  MD,  receiving  the  Texas  Medical  Associa- 
tion’s Distinguished  Service  Award  was  “certainly  enough  honor 
to  last  me  a lifetime.”  Dr  Brame,  of  Eldorado,  was  honored  dur- 
ing a House  of  Delegates  meeting  at  the  TMA  Annual  Session  in  San 
Antonio  for  his  three  decades  of  providing  family  health  care  to  rural 
West  Texans,  and  for  his  exceptional  service  to  organized  medicine  at 
the  local,  state,  and  national  levels. 

The  award  was  presented  to  Dr  Brame  by  Nancy  Dickey,  MD,  of 
College  Station,  chair  of  the  American  Medical  Association  Board  of 
Trustees.  Calling  Dr  Brame  both  her  friend  and  mentor,  Dr  Dickey 
said  Jim  Bob  Brame  “is  a name  that  says  Texas  no  matter  where  Jim 
is,  whether  he’s  in  Washington  or  Africa.  In  a state  that’s  known  for 
strong  leaders,  Dr  Brame  stands  out.  In  a profession  that’s  applauded 
for  its  compassion,  Jim  Bob  Brame  is  head  and  shoulders  above  the 
average.  And  in  an  organization  that’s  committed  to  service,  Jim 
Brame  is  an  example  extraordinaire.” 

She  added  that  he  “is  an  example  of  competence  and  compassion,  of  leadership  and  service.  He’s  one  each 
of  us  could  aspire  to  be  like,  and  we  would  be  challenged  to  meet  the  standards  he  set.” 

Dr  Brame  responded  that  he  was  delighted  and  humbled  to  receive  the  award  and  to  be  placed  in  the  com- 
pany of  previous  recipients.  He  praised  the  many  other  physicians  now  serving  in  the  House  “who  have  worked 
with  equal  diligence  and  sometimes  with  greater  intent  than  I have  over  the  past  20-plus  years”  in  service  to  or- 
ganized medicine.  “I  know  that  this  House  is  just  as  indebted  to  you  as  I am  indebted  to  the  House  for  this 
cherished  award,”  he  said. 

He  thanked  his  family  for  their  support  and  praised  his  wife,  Holly,  who  “helped  me  realize  there  is  life  after 
private  practice.” 

A graduate  of  Tulane  University  School  of  Medicine,  Dr  Brame  moved  to  Eldorado  after  practicing  briefly 
in  the  Houston  area.  He  practiced  in  Eldorado  for  more  than  25  years,  often  as  the  only  physician  in  Schleicher 
County,  and  helped  establish  the  hospital,  clinic,  and  nursing  home  there. 

As  TMA  president  in  1986-1987,  Dr  Brame  was  known  for  his  work  on  tort  reform  and  rural  health  issues. 
He  chaired  a special  Governor’s  Task  Force  on  Rural  Health  Care  in  Texas,  which  helped  establish  the  Center 
for  Rural  Health  Initiatives  and  other  legislative  avenues  for  improving  health  conditions  in  rural  areas. 

Dr  Brame  developed  the  Family  Practice  Residency  Program  at  the  Texas  Tech  Medical  School  in  Odessa  and 
was  an  adviser  to  The  University  of  Texas  M.D.  Anderson  Cancer  Center.  He  also  helped  establish  a rural  health 
clinic  in  Guatemala  and  is  currently  a rural  consultant  to  Blue  Cross  and  Blue  Shield  of  Texas. 

Besides  his  involvement  in  medicine,  Dr  Brame  makes  time  for  professional  and  recreational  writing,  music, 
travel,  and  ranching.  He  is  president  of  Eldorado’s  “Way  Off  Broadway  Players”  theatrical  group. 
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Nancy  W Dickey,  MD,  College  Station,  chair 
of  the  AMA  Board  of  Trustees,  received  the 
Young  at  Heart  Award  from  the  Young  Physi- 
cian Section. 


TcxasMedial 

Vssotiation 


Chau  Vu,  right,  of  Houston,  chair  of  the  Medical  Student  Section,  presented  the  C.  Frank  Webber 
Award  to  Robert  B.  Morrow,  MD,  of  Sugar  Land. 


Three  outstanding  Texas  educators  received  the  Excellence  in  Science  Teaching  Award  at  annual 
session.  From  left  are  Suzanne  Thacker,  Houston;  John  Burnside,  MD,  chair  of  TALA’s  Council 
on  Scientific  AJfairs,  who  presented  the  awards;  David  Palmer,  McKinney;  and  Rosemary  Mar- 
tin, Lewisville. 


House  elects  emeritus  and 
honorary  members 

Two  physicians  were  elected  to 
emeritus  membership  and  1 5 
physicians  were  elected  to 
honorary  membership  by  the  TMA 
House  of  Delegates  in  May. 

rhe  status  of  member  emeritus 
was  conferred  upon  Ted  H.  Forsythe, 
MD,  Lubbock,  and  L.  Rodney 
Rodgers,  MD,  Houston,  for  their  ex- 
ceptional and  distinguished  service  to 
scientific  or  organized  medicine. 

A retired  gynecologist  and  former 
president  of  both  the  Lubbock- 
Crosby-Garza  County  Medical  Soci- 
ety and  the  Panhandle  District 
Medical  Society,  Dr  Forsythe  has 
served  TMA  as  chair  of  the  Council 
on  Medical  Education  and  as  a dele- 
gate to  the  TMA  House.  He  also  has 
served  as  a delegate  to  the  American 
Medical  Association,  as  vice  chair  of 
the  Texas  Delegation  to  AMA,  and  as 
a member  of  the  AMA  Continuing 
Medical  Education  Advisory  Coun- 
cil. Dr  Forsythe  is  a former  president 
ol  the  Texas  Association  of  Obstetri- 
cians and  Gynecologists,  West  Texas 
Obstetrical  & Gynecological  Society, 
and  Willard  R.  Cooke  Obstetrical  &C 
Gynecological  Society. 

Dr  Rodgers,  a retired  internist, 
has  been  vice  president  and  member 
of  the  executive  board  of  the  Harris 
County  Medical  Society,  and  also  has 
served  as  a delegate  to  the  TMA 
House.  He  represented  TMA  in  the 
American  Medical  Association  for  17 
years,  serving  as  chair  of  the  Awards 
Committee  and  captain  of  the  refer- 
ence committee  work  group  on  sci- 
ence and  technology.  Dr  Rodgers  is  a 
former  president  of  the  Houston  So- 
ciety of  Internal  Medicine  and  of  the 
Houston  Academy  of  Medicine,  and 
was  instrumental  in  helping  the  Her- 
mann Hospital  Board  of  Trustees 
bring  The  University  of  Texas  med- 
ical school  system  to  Houston. 

Honorary  members  elected  in 
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Winners  of  the  Anson  Jones,  MD,  Award  for  excellence  in  health  and  medical  communication 
were  honored  during  the  House  of  Delegates  luncheon  at  annual  session.  From  left  are  Ruth 
SoRelle,  Houston  Chronicle;  Jim  Fuquay,  Fort  Worth  Star-Telegram;  Susan  Rudd  Wynn,  MD, 
chair  of  TALA’s  Council  on  Communication,  who  presented  the  awards;  Diane  Roeder  and  Lauri 
Eaton , San  Antonio  Medical  Gazette;  Larry  Rowe,  Valley  Morning  Star;  Tracee  Evans,  WOAI- 
AM,  San  Antonio ; and  Valeri  C.  Williams,  WFAA- TV,  Dallas. 


Barbara  Chapman,  left,  accepts  her  new  posi- 
tion as  TMA  Alliance  president  from  outgoing 
President  Mertie  Lewis  Wood  at  the  joint  in- 
stallation ceremony  of  TMA  and  TMA  Al- 
liance presidents. 


Dancers  jitterbug  at  “ Texas  — A Lone  Star  Affair,  ” the  TMA  Foundation's  third  annual  benefit 
celebration  during  annual  session.  The  benefit  raised  funds  for  preventive  initiatives  in  border 
health,  teen  pregnancy,  tuberculosis,  violence,  and  child  abuse. 


May  were  Mac  Brannen,  MD, 
Austin;  C.  Eugene  Carlton,  Jr,  MD, 
Houston;  Thomas  O.  Eller,  MD, 
Plano;  Dick  G.  Ellis,  MD,  Fort 
Worth;  William  S.  Fields,  MD, 
Houston;  Paul  F.  Gilliland,  MD, 
Temple;  Harry  Shepherd  Lipscomb, 
MD,  Estes  Park,  Colo;  James  O. 
McBride,  MD,  Fort  Worth;  Howard 
H.  McClure,  Jr,  MD,  Dallas;  Louis 
H.  Nannini,  MD,  Lubbock;  Myron 
M.  Nichols,  MD,  Galveston;  John 
Elliott  Perry,  MD,  Dickinson;  Joel  E. 
Reed,  MD,  Houston;  Edward  B.  Sin- 
gleton, MD,  Houston;  and  Joseph 
H.  Wright,  MD,  Corpus  Christi. 

Annual  session  programs 
available  on  audiotape 

ational  Recording  Services, 
Inc,  recorded  many  of  the 
1996  TMA  Annual  Session 
scientific  programs  on  audiotape. 
Copies  of  program  tapes  are  avail- 
able by  mail  for  $9  each.  Category  2 


credit  of  the  Physician’s  Recognition 
Award  of  the  American  Medical  As- 
sociation is  available  upon  comple- 
tion of  listening  to  these  tapes.  One 
credit  hour  may  be  claimed  for  each 


hour  of  listening.  For  information, 
contact  NRS,  Inc,  8500  N Stem- 
mons,  No.  3060,  Dallas,  TX  7524 7; 
telephone  (214)  638-8273;  fax  (214) 
638-0954. 
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SPECIALTY 

SPSTLISWT 

By  Teri  Lee  Jones 

Obstetrics-gynecology 

Push! 


Evidence  shows  obstetric  and 

gynecologic  disorders  were  recognized  as  early  as 
1500  BC  in  Egypt,  and  ancient  Greco-Roman 
texts  on  such  disorders  were  used  as  medical  resources  for 
centuries.  But  religious  taboos  of  the  Middle  Ages  hin- 
dered study  of  the  female  body  for  the  next  few  hundred 
years.  By  the  end  of  the  18th  century,  surgeons  had  ex- 
panded their  repertoire  to  include  obstetrical  procedures. 
Physicians  first  began  identifying  themselves  in  the  early 
1900s  as  either  obstetricians,  gynecologists,  or  obstetri- 
cians-gynecologists,  and  advances  in  obstetrics  in  that 
century  led  to  advances  in  gynecology.  It  was  not  until 
the  20th  century,  however,  that  childbirth  became  signif- 
icantly less  of  a life-threatening  event  for  mothers  and 
their  newborns. 

Number  of  obstetricians-gynecologists  in  Texas:  2,603 
Number  in  the  nation:  37,000 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  76%  of  those  physicians  who  had  described  ob- 
stetrics-gynecology as  their  primary  specialty  between 
1981  and  1994. 

Texas  average  income  range:  $180,000  to  $230,000 

Key  concerns:  Being  held  potentially  liable  for  more  than 
21  years  for  each  child  delivered;  the  expected  oversupply 


of  physicians;  increasing  administrative  costs;  increasing 
professional  medical  liability  premiums. 

What  obstetricians-gynecologists  like  most  about  their 
specialty:  Its  multidisciplinary  nature;  surgery;  joy  of  par- 
ticipating in  childbirth;  developing  close  relationships 
with  patients;  satisfaction  of  bringing  difficult  cases  to 
good  outcomes. 

What  obstetricians-gynecologists  often  don’t  like  about 
their  specialty:  Medicolegal  environment;  long  hours;  ir- 
regular schedule. 

It  helps  if  obstetricians-gynecologists  have:  A willingness 
to  rarely  get  a good  night’s  sleep;  an  ability  to  listen  to  pa- 
tients and  empathize  with  their  problems;  patience  to 
manage  some  cases  by  waiting  rather  than  intervening 
surgically. 

Personality  traits:  Calm  yet  energetic;  outgoing;  flexible; 
compassionate. 

Obstetricians-gynecologists’  pet  peeve:  Going  through 
treatment-approval  hoops. 


Sources:  Texas  State  Board  of  Medical  Examiners , Texas  Association  of 
Obstetricians  and  Gynecologists,  American  Medical  Association,  Ameri- 
can College  of  Obstetricians  and  Gynecologists 


1888  1919  1930  1931 

American  Association  of  Obstetri-  National  Federation  of  Obstetric  American  Board  of  Obstetrics  Texas  Association  of  Obstetricians 

cians  and  Gynecologists  founded.  and  Gynecologic  Society  founded,  and  Gynecology  founded.  and  Gynecologists  founded.  Mem- 

later  renamed  American  College  bership  now  totals  941. 

of  Obstetricians  and  Gynecolo- 
gists. Current  membership  totals 
37,000. 
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Rules  established  for 
providing  patient  records 

The  Texas  State  Board  of  Med- 
ical Examiners  (TSBME)  has 
approved  fees  that  physicians 
may  charge  for  providing  patients 
with  copies  of  their  medical  records. 
The  fees  are  $25  for  the  first  20 
pages  and  1 5 cents  per  page  there- 
after, plus  the  cost  of  mailing,  ship- 
ping, or  delivery. 

Amendments  to  the  Medical 
Practice  Act  of  Texas  adopted  by  the 
Texas  Legislature  last  year  define 
medical  records  as  “any  records  per- 
taining to  the  history,  diagnosis, 
treatment  or  prognosis  of  the  pa- 
tient, including  copies  of  medical 
records  of  other  health-care  practi- 
tioners contained  in  the  records  of 
the  physician  to  whom  a request  for 
release  of  records  has  been  made.” 
The  amendments  provide  that: 

• Physicians  shall  furnish  copies  or 
a summary  of  the  records  within 
30  days  after  receiving  a written 
request  unless  he  or  she  deter- 
mines that  access  to  the  informa- 
tion would  be  harmful  to  the 
patient’s  physical,  mental,  or 
emotional  health.  The  physician 
may  delete  confidential  informa- 
tion about  another  person  who 
has  not  consented  to  the  release. 

• If  the  request  is  denied,  either  in 
whole  or  in  part,  the  physician 
must  give  the  patient  a signed  and 
dated  written  statement  giving 
the  reason  for  the  denial  and 
place  a copy  of  it  in  the  patient’s 
medical  records. 

• Physicians  may  not  charge  for 
copies  of  records  if  the  request 
comes  from  a licensed  Texas 
health-care  provider  or  physician 
licensed  by  any  US  state  or  terri- 
tory or  Canada  for  the  purpose  of 
emergency  or  acute  medical  care. 


• If  a proper  request  is  received  for 
purposes  other  than  emergency 
or  acute  care,  the  physician  may 
withhold  the  records  until  pay- 
ment is  received.  If  payment  is 
not  made  at  the  time  of  the  re- 
quest, the  physician  has  10  calen- 
dar days  to  notify  the  requesting 
party  in  writing  of  the  need  for 
payment,  and  a copy  of  the  letter 
must  be  part  of  the  patient’s  file. 
Records  cannot  be  withheld  be- 
cause of  past-due  accounts  for 
medical  care. 

• Physicians  are  not  required  to 
provide  copies  of  billing  records 
pertaining  to  a patient’s  care  un- 
less specifically  requested  as  part 
of  the  request  for  the  release  of 
medical  records. 

For  more  information,  physicians 
may  call  TSBME  at  (512)  305-7065. 


Travel  tips:  watch  out  for  the  water 

f your  vacation  plans  include 
travel  to  exotic  or  undeveloped 
parts  of  the  world,  watch  out  for 
the  water.  That’s  the  advice  of  James 
H.  Runnels,  MD,  of  the  Travel  Med- 
icine Service  at  Baylor  College  of 
Medicine  in  Houston. 

Stay  out  of  ocean  and  beach  water 
near  cities  and  river  mouths, 
where  it  can  be  heavily  pol- 
luted with  sewage  and 
other  wastes,  says  Dr 
Runnels.  And  don’t 
swim  or  wade  in  fresh- 
water bodies,  either, 
where  chances  are 
higher  of  coming  in 
contact  with  schisto- 
somiasis or  contract- 
ing other  diseases. 

In  the  tropics,  con 
fine  swimming  to  prop- 
erly treated  pools  or  to 
oceans  away  from  the  mouths 


of  fresh-water  streams.  Tropical  waters 
present  the  added  danger  of  jellyfish 
and  Portuguese  man-of-war,  whose 
stings  can  be  fatal. 

If  stung  by  a jellyfish,  do  not  rub 
the  wound.  Soak  it  in  salt  water  and 
apply  baking  soda;  then  you  can  re- 
move any  tentacles,  says  Dr  Runnels. 
The  same  goes  if  you  are  stung  by  a 
man-of-war,  but  substitute  vinegar 
for  the  baking  soda.  Do  not  treat  the 
wound  with  fresh  water  because  the 
change  in  salt  concentration  will  in- 
crease the  toxin  release. 

Discomfort  from  the  stings  usually 
lasts  no  longer  than  a few  hours,  but 
if  you  begin  to  feel  weak,  nauseous,  or 
hot,  or  if  you  think  you  are  having  a 
severe  reaction,  get  emergency  med- 
ical treatment  immediately. 

Drinking  water  can  also  be  dan- 
gerous in  areas  with  poor  sanitation 
and  hygiene.  Shun  anything  made 
from  water  that  may  not  have  been 
properly  treated,  including  ice  cubes, 
says  Dr  Runnels.  Even  bottled  water 
is  suspect  unless  it  is  carbonated,  as  it 
may  only  be  untreated  tap  water. 
Chlorination  is  no  guarantee  that 
water  is  safe,  although  it  does  reduce 
the  microorganism  count,  says  Dr 
Runnels.  Stick  to  carbonated  bever- 
ages or  drinks  made  with  boiled 
water  to  quench  your  thirst. 
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By  Larry  BeSaw 

American  Physicians  In- 
surance Exchange  (APIE) 
has  withdrawn  its  request 
to  raise  medical  profes- 
sional liability  rates  in 
Texas  by  32%  and  agreed 
to  leave  current  rates  in 
effect  for  2 more  years. 
APIE  took  the  action 
after  Texas  Insurance 
Commissioner  Elton 
Bomer  said  the  rate  hike 
requests  by  APIE  and 
three  other  companies 
were  excessive.  Medical 
Protective  Company, 
Continental  Casualty,  and 
American  Casualty  have 
asked  for  hearings  on 
Commissioner  Bomer’s 
disapproval  of  their  re- 
quests. 

The  Texas  A&M  Health 
Science  Center  has  an- 
nounced plans  to  affiliate 
with  Driscoll  Children’s 
Hospital  in  Corpus 
Christi.The  deal  is  con- 
tingent upon  approval  by 
the  A&M  Board  of  Re- 
gents and  funding  by  the 
Texas  Legislature.  A&M 
and  Driscoll,  along  with 
Scott  & White  Hospital 
in  Temple,  will  expand  pe- 
diatric medical  education 
and  research  in  central 
and  south  Texas. 


Physicians  Resource 
Group,  Inc,  of  Dallas,  will 
spend  $23.5  million  to  ac- 
quire the  assets  of  eight 
separate  eye  care  prac- 
tices in  Houston,  Dallas, 
McKinney,  Sherman, 
Bryan,  and  Cincinnati. 
The  company  also  says  it 
has  reached  an  agree- 
ment to  purchase  the  as- 
sets of  two  more  eye 
care  practices  in  Myrtle 
Beach,  SC,  and  Palm 
Springs,  Calif. 

The  Methodist  Hospital 
in  Houston  has  an- 
nounced an  agreement 
with  a group  practice  of 
Houston-area  primary 
care  physicians.The 
group,  known  as 
Methodist  Medical 
Group,  plans  to  have  1 00 
physicians  as  members 
within  the  next  5 years. 

The  American  Associa- 
tion of  Retired  Persons 
(AARP)  plans  to  give 
health  maintenance  orga- 
nizations (HMOs)  access 
to  millions  of  potential 
patients  by  licensing  its 
name  to  HMOs  that 
meet  its  standards  of  fi- 
nancial stability,  commit- 
ment to  quality,  price, 
and  popularity  with  cur- 
rent members.  AARP  will 


take  bids  to  contract 
with  one  or  more  HMOs 
in  1 6 regional  markets. 
(The  New  York  Times) 

Prime  Medical  Services 
of  Austin  has  purchased 
Lithotripsy  Inc  for  $88 
million  in  cash  and  stock. 
The  company  says  the 
purchase  creates  the  na- 
tion’s largest  lithotripsy 
company.  Prime  serves 
400  hospitals. 

National  Surgery  Cen- 
ters Inc  of  Chicago  has 
purchased  the  Westside 
Surgery  Center  in  Hous- 
ton.The  center  has  a 
high  concentration  of  po- 
diatry, orthopedic,  and 
gastroenterological  cases. 
National  Surgery  is  the 
largest  independent  op- 
erator of  freestanding 
surgery  centers  in  the 
nation.  It  operates  four 
other  facilities  in  Texas. 

MedPartners-Mullikin  Inc 
has  acquired  Caremark 
International  in  a $2.5 
billion  stock  swap  and 
formed  a new  company 
called  MedPartners  Inc 
to  represent  physicians 
negotiating  their  fees 
with  HMOs  and  other  in- 
surers.The  company  will 
represent  physicians  car- 


ing for  2.8  million  pa- 
tients and  will  have  esti- 
mated annual  revenues  of 
$4.4  billion. 

Columbia/HCA  Health- 
care Corp  has  completed 
its  50/50  joint  venture 
with  the  St  David’s 
Health  Care  System  in 
Austin. Terms  of  the  deal 
were  not  disclosed. 

Houston’s  Champion 
Healthcare  Corp  plans  to 
merge  with  Paracelsus 
Healthcare  Corp  of  Cali- 
fornia to  create  a new 
company  with  $700  mil- 
lion in  annual  revenues.  It 
will  operate  3 I hospitals 
in  Texas,  California,  and 
Utah. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub' 
mit  items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  40 1 W 
1 5th  St,  Austin.TX  78701;  fax 
(512)  370-1632;  e-mail 
larry_b@texmed.org 


18 


TEXAS  MEDICINE  ★ JULY  1996 


E X A S 


MEDICINE 


ROUNDS 


Breath  test  may  replace 
endoscopy  for 
peptic  ulcer  diagnosis 

A breath  test  that  detects 
Helicobacter  pylori  ( H 
pylori ) bacterium  may 
eventually  eliminate  the  need 
lor  endoscopy  in  diagnosing 
peptic  ulcer  disease  in  millions 
of  Americans. 

In  a study  of  465  patients  at 
75  treatment  centers,  the  C-13 
urea  breath  test  detecteci  the  H 
Pylori  bacterium,  believed  to 
cause  peptic  ulcer  disease,  with 
a 95%  rate  of  accuracy,  accord- 
ing to  principal  investigator 
David  Graham,  MD,  a profes- 
sor of  medicine  and  molecular 
virology  at  Baylor  College  of 
Medicine  in  Houston. 

Reported  in  the  April  1996 
issue  ol  the  American  Journal  of 
Gastroenterology , the  study  was 
sponsored  in  part  by  Meretek 
Inc,  which  developed  the  test. 
An  application  for  clearance  of 
the  device  is  currently  pending 
with  the  US  Food  and  Drug 
Administration. 


OTC  Zantac  creates  a stir 

According  to  a Warner- 
Wellcome  Consumer 
HealthCare  press  re- 
lease, “Rarely  has  a product 
generated  as  much  excitement 
as  Zantac  75.”  And  that  may 
very  well  be  true.  Since  its  over- 
the-counter  (OTC)  strength 
was  introduced  April  23,  Zan- 
tac has  been  the  subject  of 
every  marketing  ploy  from  sur- 
veys to  Batman-style  light  dis- 
plays. So  it’s  no  wonder  the 
anti-heartburn  medication  has 
created  such  a stir. 

Manufacturers  declared 
April  23,  1996,  “Z-Day”  in 


50  Years  Ago 

in  Texas  Medicine  - July  1946 

The  history  of  psychiatry  in  relation  to  its  present  place  in  medicine 
5j/Titus  H.  Harris,  MD 
Galveston,  Tex 


Formerly  it  was  not  u n c o m m o n for  the  mentally  ill  to 
be  tried  as  criminals  and  sentenced  to  death;  similar  ignorance  and 
superstition  produced  the  belief  that  they  were  possessed  of 
demons,  and  often  they  were  kept  in  chains  in  dark  dungeons.  It 
was  not  until  a relatively  short  time  ago  that  the  mental  patient  was 
first  regarded  as  a sick  person  who  might  deserve  humane  care  and  medical 
treatment.  The  geographical  isolation  of  our  present  state  hospitals  for  the 
mentally  ill  is  an  outgrowth  of  these  ancient  beliefs.  Most  of  these  hospitals 
are  placed  at  the  edge  of  a community  completely  removed  from  normal  ac- 
tivities and  they  are  usually  surrounded  by  large  grounds  to  further  insolate 
the  inmates.  The  sole  idea  was  to  provide  a place  for  custodial  care  where  a 
person  could  be  kept  as  economically  as  possible  throughout  the  remainder 
of  his  life.  There  were  no  plans  for  treatment  since  no  one  entertained  the  idea 
that  the  mental  patient  could  be  restored  to  normal  health. 

It  was  not  until  some  forty  years  ago  that  a real  advance  was  made  in  the 
understanding  and  treatment  of  mental  disease  . . . Now  both  psychiatry  and 
the  psychiatric  patient  have  been  removed  entirely  from  their  former  state  of 
isolation.  Physicians  no  longer  consider  mental  illness  as  a disgrace  and  have 
come  to  regard  psychiatric  disorders  in  the  same  way  that  they  conceive  of 
medical  and  surgical  conditions  . . . Foremost  is  the  availability  of  medical 
and  surgical  consultants,  laboratories  for  diagnostic  study,  and  ready  access  to 
special  treatment  devices  and  facilities.  . . . 

In  summary,  it  must  be  realized  that  mental  illness  is  not  a disgrace;  that 
the  vast  majority  of  acute  mental  disorders  are  curable  and  frequently  with  as 
little  time  and  expense  as  a medical  or  surgical  condition;  that  the  psychoneu- 
roses make  up  a very  big  part  of  general  medicine;  and  that  the  physician  of 
today  and  the  future  must  be  a psychiatrist  to  the  extent  that  he  can  recognize 
a major  mental  disorder  in  order  to  refer  the  patient  for  early  treatment  to  fa- 
cilitate recovery.  The  physician  should  be  able  to  recognize  suicidal  tendencies 
and  provide  adequate  protection  for  the  patient.  He  should  be  able  to  recog- 
nize the  psychoneuroses  and  manage  them  properly.  He  should  realize  the  sig- 
nificance of  unhealthy  and  unhappy  experiences  which  contribute  to  the 
development  of  nervous  illness  and  in  turn  try  to  correct  them.  He  should  ap- 
preciate the  significance  of  fear  and  anxiety  and  do  all  that  he  can  to  allay 
them.  He  should  do  everything  possible  to  promote  a wholesome,  happy  out- 
look in  every  patient  under  his  care,  and  he  should  instruct  parents  about  the 
emotional  needs  of  children  so  that  the  child  may  develop  a stable  personality. 

(Texas  State  Journal  of  Medicine.  1946;42[3]:204) 
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TMA  Advantage 
Who  ya  gonna  call? 


Physician 

Services 


The  Consultant  Referral  Service  of  the  Texas  Physician  Services  Organization  (TPSO) 
has  endorsed  the  consulting  firms  described  below.  For  more  information  on  these  con- 
sultants, call  (800)  523- TPSO. 


ORGANIZATION 


Cooper  Graci  & Co 

Cooper  Graci  & Co,  an  Austin  firm  of  certified  public  accountants,  was  founded  in  1981 
and  offers  a full  range  of  consulting,  audit,  tax,  accounting,  and  bookkeeping  services.  It 
also  offers  a wide  array  of  medical  practice  management  services  designed  to  maximize  the  efficiency  of  your  office  and  minimize  the 
negative  effects  of  changes  in  health  care.  Cooper  Graci  & Co  can  help  with  physician  compensation,  practice  mergers,  practice  valua- 
tion, and  billing  and  collection  services. 


Physician  Network  Management,  Inc 

Principals  and  associated  consultants  at  Physician  Network  Management,  Inc  (PNMI),  focus  on  helping  physicians  organize  and  succeed 
in  the  emerging  managed  care  environment. To  best  serve  its  clients,  PNMI  regularly  calls  on  other  consultants  with  special  expertise. 
PNMI  can  assist  with  network  development  and  with  strategic,  operational,  and  business  planning. 


Cejka  & Co 

Started  as  a physician  recruitment  firm  in  1 98 1 by  Sue  Cejka  as  the  sole  employee,  Cejka  & Co  has  grown  to  more  than  1 20  employ- 
ees and  encompasses  a wide  variety  of  health-care  consulting  services.The  company’s  commitment  to  quality  and  maintaining  strong 
client  relationships  has  twice  led  to  selection  as  one  of  INC’s  500  fastest  growing  privately  held  companies  in  America.  Cejka  & Co  of- 
fers help  with  physician  compensation  planning  and  with  practice  succession  and  valuation. 


O’Neal,  McGinness  and  Tinsley,  CPA 

O’Neal,  McGinness  and  Tinsley,  CPA,  provides  a variety  of  consulting  services  to  enhance  business  and  practice  potential. The  firm’s 
seasoned  staff  offer  physicians  a comprehensive  array  of  accounting,  auditing,  tax,  consulting,  and  financial  planning  services.  O’Neal, 
McGinness  and  Tinsley  specializes  in  group  practice  development  and  management,  network  development,  negotiating  managed  care 
contracts,  and  review  and  analysis  of  capitation  agreements. 


Conomikes  Associates,  Inc 

Conomikes  Associates,  Inc,  has  more  than  24  years  of  experience  with  all  physician  specialties  and  every  size  practice,  from  solo  to  large 
groups.  Many  physicians  whose  practices  are  doing  well  call  on  the  firm’s  professional  expertise  to  help  them  do  even  better.  Conomikes 
can  provide  consultation  services  in  practice  management  and  formation  of  independent  practice  association  group  practices. 

J.  Claypool  Associates 

Jamie  Claypool  is  an  independent  practice  management  consultant  whose  career  spans  more  than  1 5 years  of  consulting  service  in 
Houston  and  other  Texas  communities.  She  has  managed  both  small  and  large  practices,  and  is  an  adjunct  faculty  member  of  the  Uni- 
versity of  Houston-Clear  Lake,  where  she  teaches  group  practice  management,  medical  reimbursement,  and  the  foundations  of  health 
care.  Ms  Claypool  also  serves  on  the  university’s  advisory  board  for  the  undergraduate  program  in  Healthcare  Administration.].  Clay- 
pool Associates  offers  consulting  services  on  Medicare  reimbursement,  practice  management,  and  physician  staff  training. 

Merritt,  Hawkins  & Associates 

Merritt,  Hawkins  & Associates  (MHA)  was  established  in  1987  in  Newport  Beach,  Calif.  Based  largely  on  client  referrals,  MHA  has 
grown  by  an  average  of  1 00%  a year  to  become  the  leading  retained  physician  search  and  consulting  firm  in  the  United  States.  Now 
headquartered  in  Irving, Tex,  MHA  continues  to  broaden  its  range  of  services  to  include  locum  tenens,  physician  assistants,  nurse  prac- 
titioners, other  health-care  providers,  and  practice  administrators. 

What  has  TMA  done  for  you  lately? 

TMA  Advantage  highlights  new  and  ongoing  benefits  and  services  available  to  physicians  as  part  of  membership  in  the  Texas  Medical  Association.  For  more  information  about 
member  benefits,  contact  Connie  Minogue,  director  of  TMA  physician  management  services,  at  (800)  880- 1 300,  ext  1420,  or  (512)  370-1420. 
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honor  of  the  medication’s  release. 
Launch  orders  lor  the  nonpre- 
scription strength  ol  the  drug, 
which  contains  75  mg  of  the  ac- 
tive ingredient  ranitidine,  had  al- 
ready surpassed  $100  million  by 
the  day  of  its  release,  according  to 
Warner- Wellcome,  and  more 
than  23  million  boxes  were 
shipped,  the  largest  launch  order 
ever  for  an  OTC  product. 

But  cardboard  boxes  weren’t  the 
only  thing  adorned  by  Z’s  for  Zan- 
tac’s debut.  A 1 OO-ft-by-90-ft  mo- 
tion picture  image  with  a fire 
blazing  through  the  desert  was 
projected  on  skyscrapers  and  mon- 
uments in  New  York,  Chicago, 
and  Los  Angeles.  And  “photon 
ink”  Z’s  shone  in  the  windows  of 
landmark  buildings  in  Atlanta, 
Chicago,  Los  Angeles,  New  York, 
and  San  Francisco  on  April  22. 

“We’re  creating  an  event  that  not 
only  conveys  the  enormity  of  the 
product,  but  its  relevance  in  the 
marketplace,”  explained  Robert 
Collier,  president  of  Technique  Mi- 
rage-Atlanta,  which  produced  the 
mobile-image  projection  system. 

The  Heartburn  Pressure  Poll 
from  Zantac  75,  a survey  commis- 
sioned by  the  manufacturers  for 
the  product’s  release,  identified  the 
most  heartburn-prone  Americans 
based  on  job  stress  levels.  Police- 


work  and  teaching  rated  as  the  oc- 
cupations most  likely  to  cause 
stress-related  heartburn.  The  sur- 
veyors also  rated  prominent  figures 
on  a scale  of  1 to  10,  such  as  Pres- 
ident Clinton,  8.4;  Bobby  Knight, 
6.6;  and  Bryant  Gumbel,  5.7. 

Diabetes  education  program 
comes  to  Tarrant  County 

The  American  Diabetes  Asso- 
ciation (ADA)  launched  a 
program  in  April  to  educate 
Tarrant  County  physicians,  allied 
health  professionals,  diabetic  pa- 
tients, and  the  general  public 
about  the  disease’s  effects,  manage- 
ment, and  treatment  options. 

Operation  Defeat  Diabetes- 
Tarrant  County  follows  a 1994 
pilot  project  in  Corpus  Christi. 
Free  patient  education  classes 
started  in  May  in  the  Tarrant 
County  area,  and  quarterly  public 
forums  focusing  on  disease  man- 
agement began  in  June.  Education 
programs  for  area  physicians, 
which  will  offer  physicians  contin- 
uing medical  education  credit,  will 
be  held  year-round  in  conjunction 
with  meetings  and  other  events. 

For  more  information  about 
the  program,  contact  Mark  Gar- 
rett at  (817)  922-7706. 


ADA  National  President  Frank  Vinicor,  MD,  MPH , spoke  in  Fort  Worth  at  the  April  18 
kickoff  of  Operation  Defeat  Diabetes— Tarrant  County. 


THE  ARMY 
RESERVE  OFFERS 
UNIQUE  AND 
REWARDING 
EXPERIENCES. 


As  a medical  officer  in  the 
Army  Reserve  you  will  be 
offered  a variety  of  challenges 
and  rewards.  You  will  also 
have  a unique  array  of  advan- 
tages that  will  add  a new 
dimension  to  your  civilian 
career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education 
programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advan- 
tage to  find  out  how  well  the 
Army  Reserve  will  treat  you 
for  a small  amount  of  your 
time.  An  Army  Reserve 
Medical  Counselor  can  tell 
you  more.  Just  call  collect: 

(214)  767-0818 

ARMY  MEDICINE. 

BE  ALL  YOU  CAN  BE. 
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A matter  of  concern 

Survey  says  physicians  are  increasingly  worried  about  managed  cares  impact 

By  LARRY  BeS AW,  Associate  editor 


As  managed  care  continues  its  explosive 
expansion  across  Texas,  physicians  are 
becoming  more  and  more  concerned  about 
the  impact  it  is  having  on  their  practices 
and  on  their  ability  to  deliver  quality  care  to  their  patients. 
The  Texas  Medical  Association’s  fourth  survey  of  physi- 
cians shows  a third  of  them  view  managed  care  as  their  pri- 
mary concern  and  half  of  them  say  it  has  had  an  adverse 
impact  on  patient  care. 


“The  medical  community  is  incredibly  unanimous  in  its 
focus  on  this  one  issue,  more  so  than  anything  that  we’ve  seen 
in  earlier  surveys,”  said  David  Marcus,  PhD,  director  of 
TMA’s  health-care  financing  department.  Dr  Marcus  says  the 
survey’s  key  observation  is  “simply  that 
Texas  physicians  perceive  managed  care  as 
revolutionizing  the  way  that  medical  care 
is  delivered  and  managed  in  Texas.  The 
repercussions  and  adjustments  to  this 
change  are  pervasive  and  far-reaching.” 

The  survey  shows  serious  concerns 
about  the  growing  power  of  managed  care 
organizations  over  medical  decisions; 
strong  resentment  and  alarm  regarding 
the  erosion  of  physician  autonomy,  par- 
ticularly in  solo  and  small  group  practices; 
and  a nearly  universal  outpouring  of  frus- 
tration regarding  managed  care’s  docu- 
mentation and  procedural  requirements. 

Physicians  across  the  board  feel  man- 
aged care  frequently  results  in  less  than 
optimal  patient  care  and  that  it  limits 
treatment  and  referral  practice  options, 
according  to  the  survey.  Physicians  also 
say  that  managed  care  firms  and  employ- 
ers do  not  fully  communicate  plan  cov- 
erage limitations  and  deductibles, 
resulting  in  patients’  anger  when  they 
learn  those  limitations.  Furthermore, 
physicians  are  very  concerned  about 


being  frozen  out  ol  health  mainte- 
nance and  preferred  provider  organi- 
zation (HMO  and  PPO)  networks 
and  being  denied  access  to  patients 
due  to  arbitrary  actions  such  as  man- 
aged care  plan  denial,  termination,  or 
referral  restrictions. 

TMA  President  Hugh  Lamens- 
dorf,  MD,  says  the  survey  respondents’ 
comments  about  the  impact  of  man- 
aged care  on  quality  are  “very  trou- 
bling” to  him.  “I  believe  that  managed 
care  has  not,  despite  what  it  has  advertised,  addressed  issues 
of  quality.  So  far,  it’s  mainly  addressed  issues  of  cost.  It’s  a 
great  challenge  to  us,  if  we  re  going  to  make  managed  care 
work,  to  make  it  concentrate  on  quality.” 
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The  results 

The  survey  was  conducted  in  January 
and  February  of  this  year  by  MTI 
Research.  It  reflects  the  responses  oi  614 
physicians  who  were  asked  a series  of  57 
questions  during  telephone  interviews. 
The  respondents  were  drawn  from  a 
random  sample  of  Texas  physicians. 
Demographic  measurements  included 
age,  sex,  specialty,  residence,  and 
whether  or  not  they  were  board  certified 
and  TMA  members.  Key  findings  of  the 
survey  include  the  following: 

• Texas  physicians  view  dealing  with 
managed  care  as  the  biggest  chal- 
lenge facing  them  today.  Fully  33% 
of  the  physicians  indicate  that  this 
one  issue  is  their  primary  concern. 
In  total,  more  than  75%  of  the  sur- 
vey responses  are  related  to  managed 
care  issues,  including  health-system 
reform,  maintaining  quality  in  the 
face  of  cost  constraints,  physician 
independence,  reimbursement  prob- 
lems, and  third-party  interference  in 
the  physician-patient  relationship. 
Only  2%  mentioned  government 
interference,  compared  to  14%  in 
the  first  survey  in  1990. 

• Physicians  report  that  HMO  and 
PPO  patients  now  account  for 
31%  of  all  patients  seen  in  their 
practices.  This  is  up  sharply  from 
20%  in  1994  and  only  15%  in 
1992.  The  average  physician 
reported  affiliation  with  3.4 
HMOs  and  7.6  PPOs. 

• Half  of  the  responding  physicians 


have  seen  instances  in  their  prac- 
tices in  which  managed  care  poli- 
cies have  had  an  adverse  impact  on 
patient  care.  Of  those  physicians, 
the  primary  causes  cited  for  this 
adverse  impact  are  admission 
denial  (27%),  substitution  of  infe- 
rior care  (18%),  and  premature 
discharge  (13%).  Eight  percent 
said  they  had  been  involuntarily 
deselected  by  a managed  care  plan 
in  the  past  2 years,  double  the  4% 
reporting  deselection  in  1994. 

• Surgeons,  radiologists,  teaching 
physicians,  psychiatrists,  group 
members,  and  solo  practitioners 
reported  the  highest  incidence  of 
deselection.  Physicians  reporting 
the  highest  instances  of  managed 
care  adversely  impacting  their 
patients  were  psychiatrists,  obste- 
tricians-gynecologists,  women 
physicians,  and  physicians  in 
group  partnerships.  Residents, 
salaried  physicians,  general  and 
family  practitioners,  and  Texas 
Panhandle  physicians  were  the 
least  likely  to  have  encountered 
adverse  effects.  Fifty-nine  percent 
said  they  felt  pressured  by  managed 
care  plans  and  hospitals  to  com- 
promise their  usual  practices. 
Obstetricians-gynecologists,  pedia- 
tricians, and  surgeons  reported  the 
highest  incidence  of  pressure,  while 
general  and  family  practitioners 
had  the  lowest.  Physicians  in  Dal- 
las, Fort  Worth,  and  Waco  were  the 
most  likely  to  report  pressure,  and 
those  in  El  Paso  and  East  Texas 
were  the  least  likely. 


• Only  12.5%  of  physicians  surveyed 
feel  that  managed  care  practices 
have  improved  communication 
between  primary  care  physicians 
and  specialists,  while  42%  feel  that 
they  have  hindered  communica- 
tion. Solo  practitioners  and  pedia- 
tricians feel  most  strongly  that 
managed  care  has  hindered  com- 
munication. 

• The  mean  number  of  physician 
hours  spent  per  week  on  third- 
party  requirements  rose  from  3.9 
hours  in  1994  to  4.1  hours  in 
1996,  while  the  average  number  of 
staff  hours  declined  23%,  from 
32.7  hours  in  1994  to  25.2  in  this 
survey.  That  may  be  attributable  to 
the  growth  of  group  practices, 
either  through  benefits  from 
economies  of  scale  or  individual 
physicians  being  less  aware  of  the 
daily  problems  facing  the  office 
staff.  The  mean  time  spent  by  a 
physician  personally  informing 
patients  of  their  managed  care 
plans’  requirements  is  less  than  2 
hours  per  week,  but  the  average 
time  spent  by  their  staff  is  10.9 
hours  per  week. 

• While  the  adjusted  percent  of  solo 
practices  has  continued  to  show  a 
modest  decline  from  43%  in  1994 
to  40%  in  1996,  the  number  of 
physicians  in  group  practices  has 
increased  dramatically  from  23% 
to  35%  in  the  same  time  period. 
The  average  number  of  physicians 
in  group  practices  or  partnerships 
was  19.3,  compared  to  7.6  in  single 
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It  stays  in  contact 

• <1  * \ m 


with 
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EmCare  Physician  Staffing  Services  has  the  perfect  opportunity  waiting  for 
you.  As  a full  service  physician  staffing  company  we’re  prepared  to  meet  your 
every  need. 

Whether  it’s... 

• Physician  Search  • Locum  Tenens  • Contract  Management 

Don't  wait  for  a knock  on  the  door.  Call  us  today.  Your  opportunity  is  waiting. 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


specialty  groups  and  44.1  in  multi- 
specialty groups. 

• About  half  of  the  responding 
physicians  said  they  are  accepting 
new  patients.  However,  64%  of  the 
psychiatrists  said  they  do  not 
accept  new  HMO  patients  and 
39%  said  they  do  not  accept  new 
Medicaid  patients.  At  38.4%, 
pediatricians  were  the  most  likely 
to  decline  new  Medicaid  patients, 
followed  by  general  and  family 
practitioners  at  33%.  In  addition, 
37%  of  the  general  and  family 
practitioners  said  they  do  not  see 
new  HMO  patients. 

• In  the  most  recent  year,  Texas 
physicians  report  a rise  in  bad 
debts  (from  $71,000  in  1994  to 
$81,000  last  year)  and  a decline  in 
charity  care  provided  by  their  prac- 
tices (from  $53,000  in  1994  to 
$51,000  in  1995).  These  figures 
are  unadjusted  for  inflation  for  the 
2-year  period. 


IS  YOUR  RADIOLOGIST  AVAILABLE 
24  HOURS  A DAY? 

• All  STAT  studies  are  read  immediately. 

• An  immediate  reading  may  be  requested  on  any 
study  24  hours  a day. 

• All  studies  performed  at  the  hospital  between  7 a.m. 
and  5 p.m.  weekdays  will  be  read  that  day  (usually 
within  two  hours). 

• The  Radiologist  will  have  access  to  a growing 
number  of  services  on-line  such  as  subspecialty 
consultation  and  coverage  for  new  modalities  he/she 
has  not  yet  mastered. 

Prism  Radiology  Network  works  with  your  current 
Radiologist  or  can  provide  one  if  needed. 

Call  or  ask  your  hospital  administrator  to 
call  for  more  information 

PRISM  RADIOLOGY  NETWORK 

David  A.  Nicol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ Fax  512-327-6305 

2201  Plumbrook  Drive  ♦ Austin,  Texas  78746-6233 


• The  two  most  important  legislative 
priorities  mentioned  by  Texas 
physicians  are  professional  liability 
reform  (rated  4.7  on  a 5-point 
scale)  and  managed  care  reforms 
(4.6).  Obstetricians-gynecologists 
and  anesthesiologists  rate  profes- 
sional liability  reform  the  highest 
in  importance,  while  psychiatrists 
rate  it  the  lowest. 

• Texas  physicians  strongly  support 
TMA’s  efforts  to  ease  restrictions 
on  direct  contracting  with  employ- 
ers for  health-care  services. 

Maintaining  professionalism 
Dr  Marcus  says  the  most  striking  thing 
about  the  survey  is  the  responses  physi- 
cians gave  when  they  were  asked  an 
open-ended  question  about  what  was 
foremost  on  their  minds.  “In  that  kind 
of  unstructured  situation,  when  you 
start  out  with  one  third  of  the  people 
saying  managed  care  and  another  42% 
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picking  issues  that  are  very  closely 
related  to  managed  care,  were  looking 
at  the  highest  consensus  we’ve  seen  in 
the  medical  community,”  he  said. 

The  fact  that  only  2%  of  the  physi- 
cians interviewed  expressed  concerns 
over  maintaining  their  income  or  earn- 
ing a living  indicates  that  patient  care 
remains  their  top  priority.  “In  my  dis- 
cussions with  Texas  physicians,  the  over- 
whelming issue  is  preserving  their 
professionalis,”  Dr  Marcus  said.  “That’s 
what  is  No.  1 in  their  minds.  It’s  profes- 
sionalism, and  it  is  expressed  in  their 
concern  for  their  patients,’’  he  said. 

Conventional  wisdom  holds  that 
younger  physicians  are  more  accept- 
ing of  managed  care  than  their  older 
counterparts  because  it  was  already  in 
place  when  they  completed  medical 
school  and  residencies  and  began  their 
careers.  However,  the  TMA  survey 
shows  young  physicians  are  equally 
concerned  about  managed  care. 

Arlington  surgeon  Bohn  Allen, 
MD,  chair  of  the  TMA  Council  on 
Socioeconomics,  says  that  is  not  sur- 
prising. “With  the  advent  of  managed 
care,  particularly  in  the  metropolitan 
areas,  young  physicians  are  being 
forced  to  look  at  going  into  situations 
where  they  are  employees  or  they  join 
groups  that  put  a limitation  on  their 
earning  potential.  As  a result,  they  are 
becoming  more  and  more  concerned 
about  managed  care  because  they  see 
it  limits  their  potential,”  he  said. 

Young  physicians  also  are  con- 
cerned because  they  “see  a long  time 
of  practicing  medicine  under  these 
circumstances.  Some  of  us  who  are 
older  and  have  a lot  of  gray  hair  only 
see  it  as  a temporary  thing  because  at 
some  point  we’re  going  to  be  able  to 
retire  and  get  out  of  the  system.  For 
young  physicians,  it’s  a real  problem 
because  they  know  they’ve  got  the  rest 
of  their  lives  in  medicine  to  deal  with 
these  kinds  of  hassles.” 

He  is  gratified  that  younger  physi- 
cians are  also  concerned  about  quality 
issues.  “I’m  happy  they  recognize  that, 
rather  than  just  the  economic  factors. 
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the  ultimate  in 
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We  have  a wide  variety  of  reconditioned 
Ultrasounds  to  choose  from  and  we  are 
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dollars  to  upgrade  redundant  Unix-based 
practice  management  systems?  Make  a 
clean  break  to  a friendly,  PC  based  system. 


Including  hardware,  our  entire  system 
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EasyDoc  is  a full-blown,  ^ # networkable  software  system  including  electronic  filing, 
appointment  schedule,  multiple  1 f provider,  interactive  HCFA  printing,  notices,  medical  charts, 
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September  21  • Renaissance  Austin  Hotel 


• Outstanding  speakers 

• Dawn  Duster  session 

• Risk  management  workshop* 

t 5.01  (a)  workshop* 

• Luncheon  sponsored  by 
Texas  Medical  Liability  Trust 

• Free  conference  registration 
for  members 


* Workshop  fee  required 

nOlv  to  attend! 


Participate  in  all  that  the  conference  has  to  offer.  Mark 
your  calendar  to  attend  the  1996  Fall  Leadership  Confer- 
ence on  Saturday,  September  2 1 , at  the  Renaissance  Austin 

Hotel. 

For  more  information,  call  Texas  Medical  Association  at 
(800)  880-1300,  Ext.  1346,  or  (512)  370-1346 


TexasMedical 

Association 


Physicians  basically  are  motivated  to 
do  what’s  ethically  and  morally  right. 
Were  all  motivated  to  take  care  of 
patients  in  a quality  manner.  When 
stumbling  blocks  are  continually  put 
in  the  way  of  providing  the  kind  of 
care  you  think  is  quality  care,  then  it 
really  does  become  a concern.” 

Addressing  the  issue 

The  survey  results  will  not  just  be  filed 
and  put  away  on  a shelf  somewhere. 
Dr  Marcus  says  the  results  will 
become  the  basis  of  TMA’s  strategic 
planning  process  and  will  be  very 
important  in  guiding  the  association 
over  the  next  few  years,  particularly  in 
the  upcoming  session  of  the  Texas 
Legislature. 

Louis  j.  Goodman,  PhD,  director 
of  TMA’s  medical  economics  division, 
says  TMA  is  doing  a number  of  things 
to  help  physicians  cope  with  managed 
care  and  deal  with  the  changes  it  has 
brought  to  the  medical  marketplace. 
Among  them,  he  says,  are  the  Texas 
Physicians  Service  Organization,  the 
Medical  Directors  Forum  to  improve 
communication  between  physicians  in 
private  practice  and  the  medical  direc- 
tors of  managed  care  plans,  the  Qual- 
ity Alert  program,  and  various  special 
publications.  The  goal,  he  says,  is  to 
help  physicians  make  sure  the  man- 
aged care  plans  they  belong  to  keep 
their  primary  focus  on  the  care  and 
well-being  of  their  patients. 

“We  are  not  anti-managed  care,” 
Dr  Goodman  said.  “But  we  want  to 
help  physicians  know  which  managed 
care  organizations  do  the  best  job  of 
allowing  them  to  provide  the  highest 
quality  care  for  their  patients.  You 
might  call  it  separating  the  wheat 
from  the  chaff.” 

Norman  Chenven,  MD,  president  of 
the  110-physician  Austin  Regional 
Clinic  medical  group,  said  managed  care 
is  a “massive  cultural  shift  for  every- 
body” and  that  during  times  of  change 
“things  get  better  and  worse  simultane- 
ously because  old  routines  fall  apart  and 
no  longer  serve  people  well.” 
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Managed  care  “is  going  to  happen 
and  is  an  economically  driven  phe- 
nomenon,” he  said,  adding  that  market 
forces  took  managed  care  faster  and 
farther  than  politics  associated  with  the 
failed  Clinton  health-system  reform 
effort.  “The  market  has  a reality.  It’s 
not  lair,  it's  not  nice,  but  it  is  efficient.” 

Dr  C-henven  said  physicians  “have 
wasted  their  initial  opportunity  to 
influence  managed  care  and  move  it  in 
the  right  direction  by  fighting  as 
opposed  to  getting  involved  so  they 
can  contribute  in  a positive  sense  and 
understand  what’s  being  demanded. 
What’s  being  demanded  is  not  fair. 
The  payers  are  all  saying,  ‘We  want 
more  care,  better  care,  better  coordi- 
nated care,  and  we  want  to  pay  you  a 
whole  lot  less  for  it.  ” 

The  survey  results  and  TMA’s  efforts 
to  help  physicians  adjust  to  the  changes 
brought  about  by  managed  care  “should 
be  viewed  as  a constructive  rather  than  a 
critical  process.  You  get  a lot  of  venting 
of  emotion  in  a highly  volatile,  charged 
situation  like  this  that  I think  often  is 
less  constructive  than  it  could  or  should 
be.”  He  said  physicians  “should  place 
themselves  in  a problem-solving  mode 
as  opposed  to  a complaining  and  angry 
mode.  Hopefully,  the  TMA’s  efforts  will 
provide  a basis  for  that  to  happen.”  ★ 
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Law 


Surprising  gains 

New  patient  protection  regulations  limit  HMO  powers 

By  Teri  Lee  Jones,  Associate  editor 


Last  summer,  many  Texas  physicians  and  their 
patients  watched  with  relief  as  all  but  1 of 
Texas’  181  legislators  voted  in  favor  of  a bill 
protecting  them  from  certain  managed  care 
practices.  But  when  they  rightly  could  have  been  planning 
victory  parties  about  that  near-consensus  decision,  they 
instead  suffered  19  days  of  waiting  for  Gov  George  Bush’s 
approval,  which  never  came. 

Earlier  in  the  session,  insurance  and  business  groups  had 
opened  up  their  vast  coffers  and  begun  a huge  media  cam- 
paign against  the  bill,  taking  out  full-page  ads  in  newspa- 
pers, for  instance,  calling  it  the  “doctor  protection  act” 
and  describing  it  as  a health-care  tax  bill. 


low.  They  were  in  for  a surprise. 
Although  at  press  time  TDH  had  not 
issued  its  rules,  late  last  year  TDI  issued 
a set  that  was  unexpectedly  friendly  to 
patients  and  their  physicians. 

“On  the  day  the  governor  vetoed 
the  bill,  I never  would  have  believed 
we  would  be  in  this  good  ot  shape 
today,”  said  Lisa  McGiffert,  a senior 
analyst  for  Consumers  Union.  “But  as 
the  rule-making  process  evolved,  it 
became  clear  that  TDI  Commissioner 
Elton  Bomer  and  his  staff  were  going 
to  stick  with  their  directive.” 


“The  governor  had  tremendous  pressure  from  all  sides 
on  the  Patient  Protection  Act,”  said  the  bill’s  sponsor,  Rep 
John  Smithee  (R-Amarillo).  “He  was  in  a position  where 
it  was  going  to  be  a tough  decision  either  way.” 

While  consumer  and  health-care  provider 
groups  were  keenly  disappointed  when  the  gov- 
ernor vetoed  the  bill,  hopes  were  raised  when 
he  immediately  charged  both  the  Texas  Depart- 
ment of  Insurance  (TDI)  and  the  Texas  Depart- 
ment of  Health  (TDH)  with  issuing  rules  to 
satisfy  much  of  the  vetoed  law’s  intent. 

“I  think  the  governor  figured  the  way  he 
could  probably  make  all  the  sides  reasonably 
happy  would  be  to  veto  the  bill  and  then  come 
back  and  direct  the  promulgation  of  rules,” 
Representative  Smithee  said. 

Because  many  consumer  and  provider  groups 
view  the  relationships  between  government  agen- 
cies and  the  businesses  they  regulate  as  suspiciously 
cozy,  initial  expectations  for  the  agencies’  rules  were 


Legal  articles  in  Texas  Medicine  are  intended  to  help  physicians  understand  the  law 
by  providing  legal  information  on  selected  topics.  These  articles  are  published  with 
the  understanding  that  TMA  is  not  engaged  in  providing  legal  advice.  When  dealing 
with  specific  legal  matters,  readers  should  seek  assistance  from  their  attorneys. 
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Law  lite 

TDI  and  TDH  do  not  have  authority 
to  regulate  most  health  insurance 
plans  in  Texas.  The  majority  of  plans 
are  self-funded  and  exempt  from  such 
regulation  under  the  federal  Employee 
Retirement  Income  Security  Act 
(ERISA).  TDH  has  authority  only 
over  nonexempt  health  maintenance 
organizations  (HMOs)  to  regulate 
quality,  access,  and  availability  issues, 
and  its  rules  are  expected  to  be 
released  this  July.  TDI  regulates  every- 
thing else,  namely,  the  business  end  of 
health  insurance  for  some  types  of 
health  insurers  and  for  HMOs. 
Because  HMOs  are  not  con- 
sidered health  insurance  com- 
panies, per  se,  they  have  not 
been  subject  to  as  many  laws 
and  regulations  as  their  tradi- 
tional counterparts. 

But  with  the  new  TDI  rules, 
which  consist  of  a large  set  regu- 
lating HMOs  and  a much 
smaller  set  regulating  preferred 
provider  organizations  (PPOs), 
the  tide  is  turning.  “The  protec- 
tions consumers  had  before  the 
TDI  rules  were  somewhat 
sketchy,”  said  Rod  Bordelon, 

JD,  who  heads  the  Office  of 
Public  Insurance  Counsel,  a 
state  agency  created  to  advocate 
for  consumers.  “Part  of  the 
problem  was  that  protections 
varied  from  HMO  to  HMO. 

Some  of  the  better  ones  had  good  pro- 
visions. But,  frankly,  there  were  fewer 
protections  than  were  necessary.” 

But  George  F.  Smith,  MD,  execu- 
tive director  of  the  Austin-area  opera- 
tion of  PCA  Health  Plans  of  Texas, 
says  the  rules  “didn’t  amount  to  a 
whole  lot  more  than  writing  down 
things  that  were  already  being  done  in 
most  instances.  Most  of  the  rules  make 
sense  and  conform  to  our  existing 
standards.”  Some  HMOs  may  not 
have  had  the  exact  types  of  procedures 
specified  in  the  rules,  Dr  Smith  says, 
but  had  other  similar  ones.  “It  has 
added  some  administrative  burdens, 
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but  it  has  mainly  just  forced  us  to 
prove-up  what  we  were  already  doing.” 

Joseph  Blanford,  vice  president  and 
chief  operating  officer  of  South  Texas 
Aetna,  echoed  those  sentiments,  say- 
ing the  rules  have  added  $20,000  to 
his  company’s  yearly  costs.  “Every- 
thing in  the  rules,  including  due 
process  procedures,  was  already  in 
place  [at  his  HMO],  but  may  not  have 
been  specifically  outlined  in  con- 
tracts.” He  added  that  the  rules 
amount  to  good  business  and  that  if 
some  HMOs  had  not  felt  bound  to 
the  letter  or  intent  of  existing  laws, 
“then  certainly  the  rules  should  clarify 


the  issue  for  them.  But,  frankly,  I 
doubt  that  there  were  many  that  were 
operating  in  that  sense.” 

Consumer  and  provider  groups  are 
disappointed  that  TDI’s  rules  cannot 
be  used  in  private  litigation  against 
HMOs  or  PPOs  to  prove  a standard 
of  care.  Setting  standards  for  patient 
protection  belongs  in  the  legislative 
arena,  says  Representative  Smithee. 
“You’re  dependent  on  the  department 
of  insurance  to  enforce  the  rules  and, 
unfortunately,  the  department  is  not 
big  enough  and  never  could  be  big 
enough  to  enforce  individual  cases.” 

TDI  can  look  for  patterns  of  abuse 
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and  unlawful  conduct,  Representative 
Smithee  says,  but  that  offers  little  help 
to  the  patient  out  there  who  has  been 
the  victim  of  a single  incident  of  abu- 
sive behavior  by  an  HMO.  Although 
TDI  can  discipline  HMOs  and  other 
insurers  in  ways  ranging  from  hefty 
fines  to  yanking  their  licenses,  its 
main  power  rests  in  that  it  carries  a big 
stick,  even  if  it  rarely  uses  it. 

“The  department  of  insurance 
doesn’t  feel  it  has  specific  authority  to 
order  a settlement  in  a particular 
case,”  Mr  Bordelon  added.  Discipli- 
nary action  against  health  insurers  or 
HMOs  is  rarely  taken;  most  griev- 
ances between  consumers  and  HMOs 
are  settled  voluntarily  after  TDI 
threatens  to  take  action. 

One  shoe  on 

Leah  Rummel,  TDI’s  director  for 
HMOs  and  utilization  review,  says 
that  judging  by  the  number  of  com- 
plaints her  office  has  received  since  the 
rules  went  into  effect  this  January,  the 
one  allowing  physicians  to  officially 
complain  to  TDI  about  their  deselec- 
tion is  being  readily  exercised.  “Prior 
to  this  January,  HMOs  basically  didn’t 
even  have  to  give  providers  a reason 
for  their  termination.  Now  they  have 
all  these  new  provisions,  and  we  have 
gotten  more  complaints  from  physi- 
cians on  that  subject.” 

At  least  seven  new  rules  deal  with 
physicians’  and  other  health-care 
providers’  participation  in  HMO  net- 
works. They  now  have  the  right  to  get 
written  notice  of  reasons  why  their 
HMO  applications  were  denied  or 
why  their  contracts  were  terminated, 
and  they  can  appeal  a termination. 
HMOs  must  also  provide  physicians 
or  dentists  with  their  economic  pro- 
files, which  usually  are  the  basis  for 
making  termination  decisions.  “But 
you’ve  got  to  ask,”  asserted  Connie 
Barron,  Texas  Medical  Association’s 
associate  director  of  legislative  affairs. 
Physicians  who  are  not  getting  reports 
on  their  economic  performance,  she 
says,  should  write  letters  to  the  HMOs 


“The  protections 
consumers  had 
before  the  TDI 
rules  were 
somewhat 
sketchy. 

Part  of  the 
problem  was 
that  protections 
varied  from 
HMO  to  HMO.” 


and  ask  for  them.  “You  need  to  know 
what  they  know,”  Ms  Barron  said. 

HMOs  may  no  longer  retaliate 
against  physicians  or  their  patients  for 
filing  complaints  against  them  or 
appealing  any  of  their  decisions. 


“Before,  people  were  afraid  that  if  they 
complained,  they  would  be  dropped 
from  a plan,”  said  Nancy  Epstein, 
director  of  the  Disability  Policy  Con- 
sortium. “Preventing  retaliation  is 
essential  for  consumers  and  providers.” 


Law 

Hundreds  of  Texas  physicians  have 
received  new,  better  HMO  contracts, 
thanks  to  the  TDI  rules,  because  many 
HMOs  have  had  to  refile  them  with 
TDI.  “If  those  provisions  had  already 
been  set  up  in  their  contracts,  then 


Highlights  ofTexas  Department  of  Insurance  HMO  rules 


Nonretaliation 

• HMOs  may  not  retaliate  against 
enrollees  for  filing  complaints 
against  them  or  for  appealing 
HMO  decisions. 

• HMOs  may  not  retaliate  against 
physicians  or  providers  for  filing 
complaints  against  them  or  for 
appealing  their  decisions  on 
behalf  of  enrollees. 

Indemnification 

• Physician  or  provider  contracts 
may  not  contain  any  clauses  that 
indemnify  the  HMO  for  any 
tort  liability  resulting  from  the 
HMO’s  acts  or  omissions. 

Network  participation 

• HMOs  must  make  written 
application  procedures  and  qual- 
ification requirements  for  con- 
tracts available  to  physicians  and 
providers. 

• HMOs  must  provide  written 
notice  of  reasons  the  initial 
application  was  denied. 

• HMOs  must  give  physicians  and 
providers  written  explanation  of 
reasons  for  termination. 

• Physicians  and  dentists  are  enti- 
tled to  peer  review  (economic  or 
clinical)  upon  request. 

• HMOs  shall  provide  physicians 
and  dentists  copies  of  review 
panel  recommendations  and  the 
HMO  determinations. 

• Economic  profiles  must  be  pro- 
vided upon  request  to  those  pro- 
filed. 

• Economic  profiles  must  recog- 


nize the  characteristics  of  the 
physician  or  provider  practices 
that  may  account  for  variations 
from  expected  costs. 

Incentives 

• HMOs  may  not  use  financial 
incentives  that  act  as  induce- 
ments, directly  or  indirectly,  to 
limit  medically  necessary  services. 

Capitation  payment 

• Enrollees  must  be  able  to  select 
their  primary  care  physicians  or 
providers. 

• Enrollees  must  be  allowed  to 
change  their  primary  care  physi- 
cians or  providers. 

• Enrollees  must  be  informed  of 
their  assigned  providers  if 
applicable. 

• HMOs  must  pay  capitation  to 
primary  care  physicians  or 
providers  retroactively  to  the 
date  of  enrollment  once  mem- 
bers select  their  primary  care 
physicians  or  providers. 

Emergency  care 

• HMOs  must  pay  for  medical 
screening  exams. 

• HMOs  must  respond  within  1 
hour  to  a treating  provider’s 
request  for  approval  of  addi- 
tional services. 

Out-of-network  services 

• If  medically  necessary  covered 
services  are  not  available 
through  network  physicians  or 
providers,  HMOs  must  allow 


referral  outside  the  network. 

• HMOs  may  not  deny  such  a 
referral  until  the  case  has  been 
reviewed  by  a specialist  of  the 
same  or  similar  specialty  as  the 
referring  physician. 

Transition  of  care 

• HMOs  must  give  enrollees  rea- 
sonable notice  of  their  physi- 
cians’ or  providers’  termination 
from  the  plans. 

• Physicians  or  providers  may 
request  enrollees  having  special 
circumstances  continue  under 
their  care  for  90  days  after  their 
contracts  are  terminated. 

• HMO  contracts  with  physicians 
shall  provide  dispute  resolution 
procedures  for  such  cases. 

• If  they  are  terminated  from  the 
plan,  physicians  or  providers 
may  continue  caring  for 
enrollees  who  are  beyond  24 
weeks  of  pregnancy. 

Disclosure 

Prospective  enrollees  must  be  pro- 
vided with  information  about  the 

following  upon  request: 

• Complete  provider  network 
information, 

• Use  of  a drug  formulary, 

• Description  of  benefits  and  any 
limitations, 

• Prior  authorization  and  referral 
requirements, 

• Explanation  of  appeals  process, 
and 

• Toll-free  phone  number  for 
additional  information. 
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HMOs  wouldn’t  have  had  to  file  new 
ones  with  us,”  Ms  Rummel  said. 

Among  the  additions  HMOs  have 
had  to  make  is  one  allowing  physi- 
cians to  continue  treating  certain 
patients  with  special  circumstances  for 
90  days  il  an  HMO  terminates  their 
contract.  Patients  who  are  24  or  more 
weeks  pregnant  would  be  able  to  stay 
with  their  physicians  through  the 
pregnancy,  for  example.  “That  will 
make  a big  difference  to  a lot  of  con- 
sumers,” Ms  McGiffert  said.  “But 
once  again,  providers  have  to  identify 
special  conditions  and  get  them 
approved  by  the  HMO.” 

Taking  what  some  experts  call  a 
symbolic  bite  out  of  HMO  payment 
programs  is  the  rule  banning  financial 
incentives  that  act  as  inducements  to 
limit  medically  necessary  services, 
either  directly  or  indirectly.  “That  is 
particularly  important  for  Texans  who 
have  chronic  health  conditions  and 
disabilities,”  Ms  Epstein  said.  “But 
managed  care  has  a predisposing  fac- 
tor to  limit  referrals  to  specialists  and 
expensive  care  because  of  capitation.” 
While  that  clause  must  now  be  added 


How  to  complain 
toTDI 

To  voice  a complaint  regarding 
managed  care  practices,  call 
TDI’s  complaint  line  at  (800) 
252-3439  or,  in  Austin,  (512) 
463-6515.  TDI  screens  all  com- 
plaints and  forwards  to  TDH 
those  that  fall  under  its  author- 
ity. Physicians  and  patients  may 
write  to: 

Texas  Department  of  Insurance 
Consumer  Protections 
Complaint  Resolution 
MC  1 11-1A 
PO  Box  149091 
Austin,  TX  78714-9091 


to  contracts,  experts  agree  it  may  be 
especially  difficult  for  TDI  to  enforce. 

Another  rule  says  HMOs  may  not 
deny  out-of-network  referrals  for  med- 
ically necessary  services  that  are  not 
available  within  the  network.  Such 
referral  requests  must  be  reviewed  by  a 
specialist  in  the  same  or  similar  spe- 
cialty as  the  referring  physician. 

One  huge  concern  for  physicians 
has  been  HMO  contractual  clauses  that 
transfer  the  risk  of  liability  from  the 
HMO  to  the  contracting  physician  — 
so  called  “hold  harmless”  clauses.  Now, 
contracts  may  no  longer  contain  clauses 
indemnifying  HMOs  from  tort  liability 
resulting  from  HMO  acts  or  omissions. 
“This  will  require  modification  of 
many  HMO  contracts,  as  the  hold 
harmless  clauses  have  been  so  broad  as 
to  require  physicians  to  assume  the  role 
of ' insurer’  for  harm  resulting  from  the 
acts  of  an  HMO,”  said  Donald  P. 
Wilcox,  JD,  TMA  general  counsel. 

Concrete  improvements 

Experts  say  it’s  too  soon  to  evaluate 
most  of  the  rules  and  whether  or  not 
they  will  be  aggressively  enforced.  But  a 
few  of  them  have  already  influenced 
medicine  and  patient  care  for  the  better. 

For  example,  complaints  from 
physicians  and  their  patients  who  had 
been  denied  emergency  care  or  cover- 
age for  it  have  slowed  drastically  since 
two  new  rules  say  HMOs  must  pay 
for  their  enrollees’  screening  exams  in 
emergency  departments  and  must 
respond  within  1 hour  to  physicians’ 
requests  for  further  treatment. 

Diana  Fite,  MD,  immediate  past- 
president  of  the  Texas  Chapter  of  the 
American  College  of  Emergency  Physi- 
cians, says  compliance  with  the  new 
rules  is  on  the  upswing.  “In  the  past,  if 
a patient’s  condition  did  not  turn  out  to 
be  life-threatening  in  the  end,  then 
most  of  the  managed  care  plans  would 
just  refuse  to  pay,  period,”  for  either  the 
medical  screening  exam  or  any  subse- 
quent care. 

“Before,  patients  would  present  to 
emergency  rooms,  and  their  managed 


care  plans  would  tell  them  to  go  home,” 
TDIs  Ms  Rummel  said.  “Were  getting 
far  fewer  panicky  calls  of  this  kind.” 

Although  the  rules  have  eased  this 
problem  considerably,  physicians  must 
often  literally  beg  HMOs  to  approve 
emergency  treatment  for  their  enrollees. 
All  too  often,  the  answer  is  still  no,  Dr 
Fite  says.  A 7-year-old  boy  presented  to 
her  Houston  emergency  department 
with  a severe  overriding  compound 
fracture  of  the  forearm.  “He  was  in 
excruciating  pain,  and  it  wasn’t  just  a lit- 
tle fracture.  He  had  a big,  deformed  arm 
that  needed  to  be  set  immediately,”  Dr 
Fite  said.  “I  called  the  HMO  and 
described  it  over  and  over,  even  to  their 
orthopedist.  But  the  response  was,  ‘No. 
That  can  wait.  He  can  come  to  the 
office  tomorrow.’”  Dr  Fite  ultimately 
called  the  hospital’s  on-call  orthopedist, 
who  set  the  child’s  arm  within  a few 
minutes.  Unless  his  parents  appeal  the 
HMOs  denial  and  win,  they  will  be 
responsible  for  paying  for  everything 
but  the  medical  screening  exam. 

Texas  needs  a legal  definition  for 
emergencies,  Dr  Fite  says,  but  because 
it  doesn’t  have  one,  managed  care  com- 
panies still  have  considerable  leeway  in 
deciding  what  is  or  isn’t  an  emergency. 
At  least  four  states  have  adopted  laws 
that  define  emergencies  as  being  “the 
expectation  of  a prudent  layperson”  or 
that  have  similar  wording. 

Emergency  care  is  not  the  only  area 
where  the  troublesome  question  of 
what  is  medically  necessary  arises.  In 
fact,  that  question  is  the  crux  of  many 
conflicts,  according  to  Ms  McGiffert. 
“Almost  every  one  of  the  rules  hinges 
on  a determination  of  medical  neces- 
sity. Who  should  determine  that?  And 
how  do  you  determine  it?  Do  we  want 
to  clearly  define  it  in  the  law,  or  does 
that  tie  our  hands  even  more?”  Such 
questions  should  be  publicly  debated, 
she  says,  but  meanwhile,  physicians 
and  their  patients  must  tell  TDI  and 
TDH  their  problems.  “If  they  don’t 
complain,  then  these  agencies  are 
going  to  sit  here  in  Austin  and  never 
know  what’s  happening.”  ★ 
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Especially  For  Texas  Medical 
Association  Members 

$15  Off  Avis  Weekly  Rates! 

Reserve  an  Avis  Intermediate  through  a Full  Size  4-door  car. 
Then  present  this  coupon  at  a participating  Avis  location  in 
the  U.S.  and  receive  $15  off  a weekly  rental.  Subject  to 
complete  Terms  and  Conditions.  For  reservations,  call 
your  travel  consultant  or  an  employee-owner  of  Avis  at: 
1-800-831-8000. 

TERMS  AND  CONDITIONS 

Offer  valid  on  an  Intermediate  (Group  C)  through  a Full  Size  4-door  (Group  E)  car  for 
a 5-day  rental.  Coupon  must  be  surrendered  at  time  of  rental;  one  per  rental.  May  be 
used  in  conjunction  with  your  Association  rates  and  discounts.  May  not  be  used  in 
conjunction  with  any  other  coupon,  promotion  or  offer.  Coupon  valid  at  Avis 
corporate  and  participating  licensee  locations  in  the  continental  U.S.  Offer  may  not 
be  available  on  all  rates  at  all  times.  Cars  subject  to  availability.  Taxes,  local 
government  surcharges,  and  optional  items,  such  as  LDW,  additional  driver  fee  and 
refueling,  are  extra.  Renter  must  meet  Avis  age,  driver  and  credit  requirements. 
Minimum  age  is  25.  See  below  for  expiration  date. 

Rental  Sales  Agent  Instructions 
At  Checkout: 

In  AWD,  enter  number  printed  below. 

In  CPN,  enter  number  printed  below. 

Complete  this  information: 


RA#  _ 

Attach  to  COUPON  tape 
©1996  Wizard  Co..  Inc. 

AWD  #A729800 
CPN  #MUGF941 

Offer  Expires  12/31/96 


Rental  Location  _ 


AV'S 


we«y, 

harden 


©1996  Wizard  Co.,  Inc. 


Avis  features  GM  cars. 


Benefit  from  your 
membership  in 

Texas  Medical  Association  and  let  Avis  be  your  guide  to  savings, 
value  and  safety!  The  journey  begins  with  savings  of  10%  off 
Avis  SuperValue  Weekly  rates,  5%  off  promotional  rates  and  5% 
off  Avis  Mini-Lease  rate  long-term  rentals  at  all  participating 
locations.  Shop  around.  You'll  find  Avis  has  some  of  the  lowest 
rates  in  the  industry.  And  with  the  Avis  Wizard  System,  you  can 
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Worldwide  Discount  (AWD)  number:  A729800. 


We’ve  mapped  out  some  safety  measures  for  you,  too.  Our 
in-car  Satellite  Guidance®  System,  available  in  many  Avis  cars, 
will  help  you  pinpoint  where  you’re  going  and  how  to  get  there. 
And  to  make  your  rental  experience  even  more  pleasureable, 
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restaurants  to  hotel  reservations  and  flight  information. 

So  remember,  you  can  always  count  on  Avis  to  steer  you  in 
the  right  direction.  For  more  information  or  reservations,  call 
an  employee-owner  of  Avis  at:  1-800-831-8000.  And  be  sure 
to  mention  your  Avis  Worldwide  Discount  (AWD)  number: 

A729800. 
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Change?  What  change? 

Entrenched  constituencies , presidential  politics  scuttle  balanced  budget  plan 

By  Ken  Ortolon,  Associate  editor 


The  Republican-controlled  104th  Congress  entered 
1995  with  a budget  mission.  Fresh  off  their  sweep- 
ing victories  in  the  elections  of  1994,  Republicans 
sought  to  push  through  a balanced  budget  plan 
that  would  put  an  end  to  governmental  red  ink  within  7 years. 

But  Republicans  may  have  carved  out  an  impossible  task  for 
themselves.  After  months  of  acrimonious  debate  with  De- 
mocrats and  two  partial  government  shutdowns,  the  Republi- 
cans budget  revolution  ended  with  a whimper  in  late  April. 
The  budget  deal  struck  then  by  congressional  Republicans 
and  the  Clinton  administration  to  fund  the  last  5 months  of 
fiscal  1996  leaves  virtually  untouched  big-ticket  federal  spend- 
ing items,  such  as  Medicare,  Medicaid,  and  welfare. 

That  may  be  good  news  in  the  short  term  for  the  elderly,  poor,  and  disabled  who 
feared  that  funding  for  their  health  and  welfare  benefits  would  be  cut,  as  well  as  for 
physicians  and  hospitals  that 
were  facing  another  round  of 
cuts  in  reimbursement.  But  po- 
litical observers  say  it  leaves 
Congress  facing  the  same  prob- 
lems it  faced  a year  ago  — a 
mounting  federal  deficit  and  a 
troubled  future  for  the  solvency 
of  Medicare  and  other  entitle- 
ment programs. 

“Were  headed  for  a crisis  in 
Medicare,”  said  David  Marcus, 

PhD,  director  of  health-care  fi- 
nancing for  the  Texas  Medical 
Association.  “ I he  Republicans 


All  articles  in  Texas  Medicine  that  mention  Texas 
Medical  Association’s  stance  on  state  legislation  are 
defined  as  “ legislative  advertising,  ’’  according  to  Texas 
Govt  Code  Ann  §305. 027.  That  law  requires  disclo- 
sure of  the  name  and  address  of  the  person  who  con- 
tracts with  the  printer  to  publish  the  legislative  adver- 
tising in  Texas  Medicine:  Robert  G.  Mickey, 
Executive  Vice  President,  TMA,  401  W 15th  St, 
Austin,  TX  78701. 
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and  the  Democrats  know  that.  Both 
really  agree  on  the  need  to  restrain  en- 
titlement programs,  generally,  and 
Medicare,  in  particular.” 

Political  stalemate 

But  reaching  agreement  on  how  to  do 
that  appears  to  be  just  as  unlikely  now 
as  it  was  a year  ago,  despite  rhetoric 
from  both  political  parties  in  support 
of  major  reforms  in  Medicare  and  fed- 
eral welfare  programs,  such  as  Medic- 
aid and  Aid  to  Families  with 
Dependent  Children. 

The  Republicans  entered  the  1996 
budget  debate  with  solid  evidence  that 
Medicare’s  Part  A trust  fund,  which  fi- 
nances hospital  care  for  the  elderly, 
faced  impending  bankruptcy  within  7 
years.  1 hey  also  appeared  to 
have  bipartisan  consensus  for 
major  reforms  of  the  federal 
welfare  system,  possibly  trans- 
ferring more  responsibility  for 
those  programs  to  the  states. 

But  the  initial  Republican 
balanced  budget  plan  drew 
quick  and  widespread  criticism 
from  the  Clinton  administra- 
tion and  congressional  Democ- 
rats. The  plan  proposed  more 
than  $250  billion  in  savings 
from  Medicare  and  Medicaid. 
It  also  called  for  Medicaid 
funding  to  be  turned  over  to 
states  in  the  form  of  block 
grants,  with  the  states  having 
almost  total  control  over  how 
the  money  was  spent. 

Democratic  politicos  on 
Capitol  Hill  say  any  chance  at 
consensus  on  a balanced  bud- 
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get  deal  fell  apart  virtually  from  the 
beginning. 

"When  people  saw  the  Republicans 
weren’t  kidding,  that  they  really  were 
going  to  mount  a revolution  and  take 
an  extreme  view  of  the  role  the  federal 
government  should  play,  they  lost  their 
political  base  real  quickly,”  said  Matt 
Angle,  chiel  of  staff  for  the  Democra- 
tic Congressional  Campaign  Commit- 
tee. “When  the  rhetoric  was  matched 
by  proposals  that  really  were  revolu- 
tionary, that  were  harmful  to  families, 
the  wheels  came  off  for  them.” 

Opinions  on  whether  the  general 
electorate  really  feared  the  proposed 
entitlement  cuts  or  whether  it  was  sim- 
ply election-year  politics  depend  on 
your  political  point  of  view.  Sources 
close  to  Republican  budget 
writers  say  President  Clinton 
was  never  serious  about  balanc- 
ing the  budget  or  rescuing  the 
Medicare  trust  fund.  Instead, 
he  used  concerns  over  Medicare 
as  “campaign  fodder”  against 
Republicans,  they  say. 

Election-year  politics 

“I  think  he  was  grossly  irre- 
sponsible given  the  condition 
of  the  trust  fund,  but  that’s  how 
he  chose  to  play  the  game,”  said 
a source  close  to  Republican 
budget  negotiators.  “He  proba- 
bly was  successful  in  terms  of 
the  public  regarding  Medicare.” 

Mr  Angle,  on  the  other 
hand,  says  the  debate  never  was 
about  bailing  out  Medicare. 

“Through  all  the  pushing 
and  shoving,  the  real  debate 


was  over  tax  cuts  versus  Medicare 
cuts,”  Mr  Angle  said.  The  proposed 
Medicare  reductions  were  far  more 
than  needed  to  fix  problems  with  the 
Medicare  trust  fund,  he  says.  “We 
could  have  reached  agreement  in  the 
middle  and  you  would  have  had  a lot 
of  Democrats  joining  a lot  of  Republi- 
cans in  passing  this  thing  if  the  tax  cuts 
had  been  given  up  and  the  Medicare 
cuts  reduced." 

The  Republican  source  calls  that 
tax  cut  argument  “campaign  rhetoric 
and  pabulum."  But  the  argument,  true 
or  not,  appears  to  have  been  effective. 
The  president  largely  succeeded  in  lay- 
ing the  blame  for  the  government 
shutdowns  at  the  feet  of  congressional 
Republicans  and  blocked  them  from 
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accomplishing  a major  plank  of  their 
“Contract  with  America.” 

Kim  Ross,  TMA  director  of  public 
affairs,  says  Republicans  narrowly 
missed  their  brief  window  of  opportu- 
nity for  passing  a balanced  budget  plan 
once  the  new  year  hit  and  presidential 
election-year  politics  began  to  pick  up. 

“There  apparently  was  a miscalcu- 
lation with  regard  to  the  president’s 
will  on  this  issue  and,  perhaps,  an  un- 
derestimation of  voter  response,  at 
least  from  centrist  elements  oi  the 
electorate,  as  to  who  was  doing  the 
right  thing  by  playing  chicken  with 
the  federal  budget,”  he  said. 

The  shutdowns  created  sympathy 
for  federal  bureaucrats,  and  the  unwill- 
ingness of  the  block  of  freshman  Re- 
publicans and  other  “budget 
purists”  to  compromise  left 
budget  negotiations  nowhere  to 
go,  Mr  Ross  says.  He  noted  that 
the  American  Medical  Associa- 
tion helped  the  Republican 
House  leadership  develop  the 
original  proposal,  which  was 
endorsed  by  both  AMA  and 
TMA.  Then  TMA  President 
Mark  J.  Kubala,  MD,  Beau- 
mont, also  published  an  editor- 
ial in  The  Dallas  Morning  News 
last  year  supporting  the  plan. 

Mr  Ross  adds  that  the  pres- 
ence of  election-year  politics  as 
an  element  in  the  debate  really 
hampered  both  sides,  making 
them  overly  cautious  and  un- 
willing to  make  any  significant 
movement  toward  the  middle. 

“It  was  like  two  big  sumo 
wrestlers  where  neither  wants 
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to  make  a sudden  move  for  fear  of  that 
being  the  move  that  throws  him  off 
balance  and  pins  him  to  the  mat,”  he 
said.  “So  they  negotiated  at  the  edges. 
Despite  all  the  posturing,  in  effect,  the 
more  substantive  changes  — Medic- 
aid block  grants,  for  example  — ulti- 
mately were  taken  off  the  table.” 


Where  to  now 

In  the  end,  the  fiscal  1996  budget  deal 
did  little  to  cut  the  deficit  or  solve 
Medicare’s  impending  problems.  Some 
slight  savings  were  realized  in 
Medicare  and  other  programs  through 
minor  cuts  built  into  the  continuing 
resolutions  that  kept  the  government 
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Aberdeen  Medical  Insurance  Sendees,  Inc., 
will  provide  you  with  the  solutions  to  your  medical 
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running  during  the  legislative  stale- 
mate. And,  other  small  cuts  were  made 
through  reductions  or  elimination  of 
programs  or  agencies  that  had  nothing 
to  do  with  the  entitlement  debate. 

That  leaves  Congress  and  the  presi- 
dent right  back  where  they  started.  And, 
the  debate  already  has  begun  anew. 

In  late  May,  the  US  House  approved 
a budget  resolution  for  fiscal  1 997  that 
calls  for  $158  billion  in  savings  from 
Medicare.  Republican  leaders  also  un- 
veiled a welfare  reform  plan  that  would 
slice  $125  billion  from  future  spending 
growth  in  welfare  programs,  including 
$72  billion  from  Medicaid. 

A report  released  in  early  June  in- 
creased concern  about  the  Medicare 
Part  A trust  fund  by  projecting  that 
the  fund  could  go  broke  by  the  year 
2001. 

The  Republican  source  quoted  ear- 
lier says  Republicans  will  continue 
their  efforts  to  ensure  that  Medicare 
has  a future  and  that  the  trust  fund  is 
solvent.  “Every  year  we  wait,  it’s  going 
to  be  more  difficult  to  solve  the  prob- 
lem, he  said.  “And  the  problem  is  not 
going  to  go  away.” 

Whether  the  new  budget  proposals 
will  fare  any  better  than  the  1996 
budget  plan  is  yet  to  be  seen.  No  one 
is  expecting  a budget  bill  to  be  com- 
pleted before  the  November  presiden- 
tial election,  but  everyone  is  expecting 
the  debate  to  be  a key  element  of  the 
fall  campaign  between  President  Clin- 
ton and  apparent  Republican  nomi- 
nee Bob  Dole,  the  former  Senate 
majority  leader  from  Kansas. 

“I  think  there  will  be  a lot  of  dis- 
cussion of  welfare  reform  between  now 
and  the  election,”  Mr  Angle  said. 
“You’ve  got  consensus  in  both  parties 
that  the  welfare  system  has  to  be  re- 
formed, and  there’s  pretty  much  con- 
sensus that  a lot  of  responsibilities  for 
caring  for  the  poor  need  to  be  returned 
to  the  states.  The  real  question  is  what 
funding  levels  are  provided,  what  safe- 
guards there  are  for  basic  assistance  for 
families  with  children.  That  will  be  a 
pretty  heated  debate.”  ★ 
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“Being  a doctor  has  allowed  me 
to  provide  the  best for  my  family” 


DR.  JANELLE  GOETCHEUS,  MEDICAL  DIRECTOR,  HEALTH  CARE 
FOR  THE  HOMELESS  PROJECT,  INC.,  WASHINGTON,  DC 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


Dr.  Goetcheus  says  that  raising  her 
children  in  a health  recovery  facility 
for  the  homeless  is  one  of  the  great- 
est gifts  she  has  given  them. 


gifts  to  her  patients  are  even 
Caring  for  Washington’s 
homeless  for  almost  a decade,  she 
despaired  at  seeing  simple  medical 
problems  grow  severe  when  patients 
lacked  a clean,  quiet  place  where 
they  could  heal.  Her  answer  was  to 
found  Christ  House,  a live-in 

care  facility  for  the  homeless 
and  home  to  her  family. 


:>day,  this  center  is  part  of 
Washington’s  Health  Care  for  the 
Homeless  Project.  As  medical 
director  of  both,  Dr.  Goetcheus  is 
serving  in  an  even  greater  capacity, 
reviving  health  and  hope  in  those 
she  serves. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Health  Care  for  the  Homeless,  in 
support  of  those  who,  like  Dr. 
Goetcheus,  are  part  of  the  cure. 


We’re  part  of  the  cure. 
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HAT  COULD  BE  MORE  TEXAN 
than  cowboys?  From  the  crown  of  their 
custom-creased  Stetsons  to  the  tips  of 
their  jingling  spurs,  cowboys  have  had 
a reputation  for  toughness,  indepen- 
dence, and  living  life  on  the  wild  side. 

But  even  the  toughest  cowboys  can’t 
ride  out  injury  and  illness  alone.  In 
Texas’  early  days,  when  a cowboy  was 
thrown  from  his  horse,  wounded  in  a 
gunfight,  or  caught  smallpox,  he  sum- 
moned a doctor,  who  would  often  ride  many  miles  to  treat 
him.  Some  of  these  physicians  were  cowboys  themselves. 
Others  made  the  better  part  of  their  living  looking  after 
ranchers  and  their  families  and  employees.  These  “saddlebag 
surgeons’’  shared  many  qualities  of  the  patients  they  treated 
— toughness,  endurance,  and  a love  of  the  wild  West. 

Today,  Van  Horn  family  practitioner  Billy  Lipsey,  MD, 
and  Dallas  orthopedic  surgeons  J.  Pat  Evans,  MD,  and 
Tandy  Freeman,  MD,  carry  on  a tradition  of  physicians  car- 
ing for  cowboys.  The  circumstances  and  tools  they  use  may 
have  changed  over  the  years,  but  their  relationships  with  their 
patients  remain  as  steady  and  strong  as  a Texan’s  handshake. 

■ 


Dr  Lipsey  came  to  Van  Horn,  in  far  West 
Texas,  40  years  ago.  In  many  ways,  the  challenges  he  has 

faced  are  the  same  as 
those  confronted  by  doc- 
tors practicing  in  Texas 
in  the  latter  half  of  the 
19th  century.  “I  was  the 
only  doctor  here,”  Dr 
Lipsey  said  of  his  early 
days  in  Van  Horn. 
“There  was  no  hospital. 
We  fought  the  wars  of  a 
z solo  practice  in  a remote, 
8 rural  area.  Van  Horn  is 
2 about  as  remote  and 
- rural  as  you  can  get.’’ 

A native  of  Gatesville, 
Tex,  Dr  Lipsey  came  to 
Van  Horn  in  1955, 
intending  to  work  a year  or  two  to  pay  off  some  debts.  He 
never  left.  “It  kind  of  got  imbedded  in  me,  I guess,’’  he  said 


Billy  Lipsey,  MD,  carries  on  the 
“cowboy  doc” legacy  in  Van  Horn. 


ClNDl  Myers  is  a freelance  writer  based  in  Wimberley. 


in  a laid-back  Texas  drawl.  “This  is  a pleasant  area  in  which 
to  live,  and  down  through  the  years  it’s  also  been  an  agree- 
able place  to  practice  medicine.” 

Dr  Lipsey  unknowingly  followed  in  the  footsteps  of 
P.C.  Coleman,  MD,  who  set  up  a practice  in  Colorado 
City,  Tex,  in  Nolan  County  in  1883.  “I  tried  out  the  advice 
which  I have  often  given  to  young  doctors,”  Dr  Coleman 
wrote  in  his  autobiographical  sketch,  Experiences  of  a 
Pioneer  Doctor.  “Namely,  go  where  you  would  like  to  live; 
stay  there  and  starve  it  out  until  you  get  a start”  (1). 

Dr  Coleman,  who  served  as  president  of  the  Texas  State 
Medical  Association  in  1895,  practiced  in  an  area  very 
much  like  Van  Horn.  Colorado  City  was  a cattle-shipping 
center  surrounded  by  ranches,  and  he  served  patients  in  an 
area  extending  100  miles  north  and  west,  40  miles  south, 
and  a little  less  than  40  miles  east.  He  covered  the  territo- 
ry on  horseback  and  in  a buggy.  “Most  of  my  long  trips  to 
ranches  was  [sic]  to  treat  injuries  to  cattlemen,”  Dr 
Coleman  wrote.  “Setting  broken  limbs,  adjusting  fractures 
and  removing  bullets”  (1). 

Another  pioneering  Texas  physician,  Albert  Traweek, 
MD,  came  to  Matador,  in  Motley  County,  in  1891. 
Worried  that  rugged  ranchers  might  think  him  too  young 
to  be  a doctor,  Dr  Traweek  grew  a beard.  He  whittled  his 
own  splints  to  set  broken  bones,  removed  bullets  from  gun- 
shot victims,  and,  he  said,  “generally  patched  up  cowboys.” 
But  he  earned  fame  as  the  “pneumonia  doctor”  for  his  suc- 
cess in  treating  the  condition  that  was  then  often  fatal  (2). 


Sometimes  doctors  were  called  to  ranches 
to  treat  illnesses  seemingly  beyond  the  scope  of  medicine  at 
the  time.  Such  was  the  case  when  Albert  Spohn,  MD, 
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As  the  physician  for  the  King  Ranch,  Albert  Spohn,  MD,  right, 
once  took  the  brother  of  King  Ranch  matriarch  Henrietta  King,  left, 
to  France  for  rabies  treatmen  ts. 
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physician  for  the  vast  King  Ranch  in  South  Texas,  was 
called  to  tend  Henrietta  King’s  younger  half-brother, 
William  Chamberlain.  In  March  1888,  while  working  on 
his  ranch,  Mr  Chamberlain  was  attacked  by  a rabid  wolf. 
He  managed  to  fight  off  the  wolf  and  kill  it,  but  suffered 
three  jagged  wounds  to  his  lace.  Dr  Spohn  cauterized  the 
wounds  and  tended  Mr  Chamberlain  through  a series  of 
increasingly  severe  seizures  as  rabies  took  hold.  After  5 
days,  Dr  Spohn  decided  Mr  Chamberlain’s  only  chance  lay 
with  Dr  Louis  Pasteur,  who  was  gaining  fame  for  his  suc- 
cesses in  treating  rabies  at  the  Pasteur  Institute  in  France. 

Dr  Spohn  accompanied  his  extremely  ill  patient  on  a 2- 
week  ocean  voyage  to  France,  where  Mr  Chamberlain 
underwent  a monthlong  series  of  painful  vaccinations. 
Newspapers  gave  daily  reports  on  “Mr  Pasteur’s  Texan 
patient.’’  On  April  24,  1888,  Dr  Spohn  telegraphed  the 
King  family  with  the  good  news  that  Mr  Chamberlain 
would  live.  He  later  returned  to  Texas  with  two  prepara- 
tions of  the  precious  rabies  vaccine  (3). 

Often,  the  only  explanation  for  a patient’s  recovery  was 
his  or  her  sheer  determination  to  live.  Dr  Coleman  wrote 
ol  being  called  to  attend  a 12-year-old  boy  who  was 
impaled  on  a turning  plow  when  his  horses  ran  away.  The 
ugly  wound  was  2 hours  old  and  covered  with  dirt  by  the 
time  the  doctor  arrived.  All  he  could  do  was  clean  the 
wound  and  sew  it  up,  but  the  hoy  lived  (1). 


That  kind  of  stamina  — some  might  even 
say  stubbornness  — lives  on  in  modern-day  rodeo  cow- 
boys. Known  for  competing  despite  injuries,  these  ath- 
letes attracted  the  attention  of  J.  Pat  Evans,  MD.  “The 
cowboy  athlete  is  unique,”  said  Dr  Evans,  who  retired 
from  his  orthopedic  and  sports  medicine  practice  in 
Dallas  in  1994.  “Their  insurance  is  very  minimal,  they 
don’t  have  any  guaranteed  contract,  and  they  don’t  get 
paid  unless  they  compete.” 

Dr  Evans  was  a team  physician  for  the  Dallas  Cowboys 
in  the  1970s  when  he  befriended  Walt  Garrison,  a rodeo 
cowboy  as  well  as  a Dallas  Cowboy.  Together  with  athletic 
trainer  Don  Andrews  and  World  Champion  Bull  Rider 
Donnie  Gay,  Dr  Evans  presented  a proposal  to  the  Pro 
Rodeo  Cowboys  Association  in  1979  to  establish  a medical 
and  training  program  for  rodeo  cowboys. 

In  1980,  the  Justin  Sports  Medicine  Program,  spon- 
sored by  Justin  Boots,  began,  with  Don  Andrews  as  pro- 
gram director.  “At  first  we  just  kind  of  stood  around,” 
recalls  Dr  Evans.  “Donny  Gay  would  grab  guys  after  they 
had  ridden.  If  they  had  a little  ding  or  something,  he’d  take 
’em  to  the  training  room.” 

Gradually,  cowboys  began  to  accept  the  idea  of  stretch- 
ing before  events,  training  to  prevent  injury,  and  wearing 


Orthopedic  surgeon  and  sports  medicine  specialist  J.  Pat  Evans,  MD, 
helped  start  a medical  and  training  program  for  rodeo  cowboys 
and  treated  riders  for  14  years. 
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protective  gear.  “We’d  try  to  teach  them  how  to  recognize 
injuries,  so  they  could  go  to  the  doctor  instead  of  just  going 
on  down  the  road,  hoping  to  get  well,  Dr  Evans  said. 

“We  think  it’s  had  a significant  impact,”  said  Tandy 
Freeman,  MD,  an  orthopedic  surgeon  who  trained  under 
Dr  Evans  and  began  working  with  the  Justin  Sports 
Medicine  Program  shortly  before  Dr  Evans’  retirement.  “I 
can  tell  you  that  there  have  been  numerous  occasions  this 
year  when  guys  would  have  been  in  the  hospital  if  they  had 
not  worn  their  protective  vests.  Instead,  they’re  walking  out 
of  the  arena  under  their  own  power.” 

Still,  Dr  Evans  and  Dr  Freeman  have  to  deal  with  cow- 
boys who  want  to  ride  injured.  “They’re  all  motivated. 
They  all  want  to  compete,”  Dr  Freeman  said.  “The  hardest 
thing  we  have  in  terms  of  care  is  holding  them  back.” 

He  tells  of  top  bull  rider  Tuff  Hedeman,  who  sustained 
severe  facial  fractures  that  required  8 hours  of  surgery.  “The 
first  words  out  of  his  mouth,  as  he  was  coming  out  from 
under  anesthesia  and  before  he  was  really  fully  awake,  were 
to  ask  the  plastic  surgeon  if  he  could  ride  in  the  national 
finals,”  Dr  Freeman  said.  “He  didn’t  ask  how  it  went  or  if 
he  was  going  to  be  OK.  It  was,  ’Can  I ride?’  That’s  typical 
of  how  these  guys  approach  this.” 

Although  Dr  Lipsey  sees  his  share  of  working  cowboys 
from  ranches  around  Van  Horn,  he’s  just  as  likely  to  treat 
patients  suffering  trauma  from  automobile  accidents,  because 
Van  Horn  sits  at  the  intersection  of  two  major  highways.  And 
unlike  Drs  Evans  and  Freeman,  who  travel  to  rodeos  with  a 
specially  equipped  medical  trailer,  Dr  Lipsey  doesn’t  have  to 
drive  miles  to  see  his  patients.  Instead,  they  come  to  him. 


Despite  his  remote  location,  Dr  Lipsey  doesn’t  lack  for 
modern  conveniences.  Computers  and  fax  machines  have 
transformed  his  practice,  but  he  shies  away  from  some 
technology  that  might  make  him  too  accessible.  “I  have  a 
radio  that  connects  me  with  the  hospital,”  he  said.  “I’m  not 
the  least  little  bit  interested  in  riding  the  range  carrying  a 
cellular  phone.” 


Even  Dr  Lipsey’s  radio  would  have  been 
a wonder  to  early  Texas  physicians.  Patients  relied  on  rela- 
tives or  even  kind  strangers  to  find  the  doctor  and  bring 
him  to  the  sick  person’s  home. 

In  the  days  when  doctors  regularly  made  house  calls, 
sometimes  the  most  difficult  part  of  treating  patients  was 
getting  to  them.  Jerome  D.  Stocking,  MD,  who  came  to 
Clarendon,  in  Donley  County,  in  1875,  often  hitched  a 
ride  in  the  caboose  of  a passing  train  if  a patient  lived  near 
the  railroad  tracks  (4). 

Dr  Traweek  brought  modern  transportation  to  Motley 
County  when  he  purchased  a four-cylinder,  24-horsepow- 
er  Bendix  in  1907.  However,  before  Dr  Traweek  could  take 
full  advantage  of  this  modern  marvel,  he  and  a friend  had 
to  build  a couple  of  roads,  one  east  to  Paducah  and  anoth- 
er northeast  to  Northfield  (2). 

Dr  Coleman  recalled  one  trip  he  made  in  the  winter  of 
1886.  A rider  summoned  him  to  see  a woman  on  a ranch 
south  of  Lubbock,  about  a hundred 
miles  away.  As  he  was  preparing 
to  follow  the  messenger,  the  sher- 
iff pulled  him  aside  and  informed 
him  that  his  escort  was  a wanted 
man.  The  sheriff  asked  for  Dr 
Coleman’s  assistance  in  ambush- 
ing the  man.  “1  did  not  like  this 
plan  and  told  the  sheriff  so,”  he 
wrote.  “The  man  had  made  the 
long,  hard  ride  on  an  errand  of 
mercy.  Furthermore,  I did  not 
relish  the  thought  of  taking  part 
in  a pistol  duel  where  I could  not 
participate  in  the  firing  and  yet 
might  be  shot  by  either  party.” 

Unable  to  persuade  the  sheriff  to  give  up  his  scheme,  Dr 
Coleman  made  the  12-hour  ride  to  the  ranch  expecting  to 
be  ambushed  at  any  moment.  But  they  arrived  safely.  The 
doctor  took  care  of  his  patient,  and  his  guide  escaped.  Dr 
Coleman  reported  that  the  man  was  later  tried  for  murder 
and  acquitted  (1). 


P.C.  Coleman,  MD, 
was  president  of  the 
Texas  Medical  Association  s- 
in  1895. 


Talking  injured  cowboys  out  of  riding 
is  often  the  toughest  part  of  his  job, 
says  orthopedic  surgeon  Tandy  Freeman,  MD. 
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Dr  Coleman  was  not  the  only  19th  century  physician  to 
cross  paths  with  men  on  the  wrong  side  of  the  law.  Dr 
Henry  Hoyt  came  to  Tascosa,  in  Oldham  County,  in  1877. 
According  to  tradition,  Dr  Hoyt  knew  Billy  the  Kid,  and 
Billy  once  gave  him  a horse  (4). 


Dr  Hoyt  apparently  found  business  in 
Tascosa  pretty  slow  at  times.  “Undertakers  do  a better  busi- 
ness here  than  doctors,”  he  once  said.  He  sometimes 
worked  as  a cowboy  on  the  LX  ranch  to  supplement  his 
medical  income  and  was  not  alone  in  having  to  pursue 
work  outside  of  medicine  (1).  Jefferson  Davis  Davis,  MD, 
earned  extra  money  busting  broncs  for  ranchers  near  his 
first  practice  in  Clearwater,  in  Wood  County,  in  1886  (5). 

A.B.  Edwards,  MD,  practiced  medicine  in  Archer,  Clay, 
Jack,  and  Young  counties  beginning  in  1888.  He  had 
helped  manage  the  family  cattle  business  before  attending 
medical  school,  and  that  early  training  came  in  handy  after 
he  became  a physician.  He  and  his  brother  had  a ranch, 
which  they  partially  stocked  by  accepting  cattle  in 
exchange  for  medical  bills.  “You  may  wonder  why  I raised 


cattle  and  practiced  medicine  at  the  same  time,”  Dr 
Edwards  once  said.  “I  knew  I could  not  properly  rear  and 
educate  my  children  on  what  I made  as  a doctor,  and  I 
knew  that  cattle  would  help  out”  (3). 

Although  he  lives  on  a ranch  near  Van  Horn,  Dr  Lipsey 
says  he  doesn’t  cowboy  as  much  as  he  used  to.  “You  know, 
when  the  calf  throws  me  instead  of  me  throwin’  the  calf,  it’s 
just  a whole  bunch  harder  on  me.”  Today  he  prefers  to  garden. 


Isolation  and  economic  hardships  have 
always  made  it  difficult  to  attract  physicians  to  remote 
parts  of  the  state.  A group  of  ranchers,  including  Charles 
Goodnight,  recruited  Dr  Jerome  Stocking  in  the  late  1800s 
with  a promise  of  $1,300  a year  and  whatever  medical  fees 
he  could  collect  (4).  Rancher  John  Chisholm,  who  forged 
the  Chisholm  Trail,  persuaded  Dr  Henry  Hoyt  to  practice 
in  the  Texas  Panhandle  in  1877  (4). 

Dr  Lipsey  has  been  the  only  doctor  in  Van  Horn  for 
most  of  40  years.  “Down  through  the  years,  we’ve  had  half 
a dozen  or  more  come  and  stay  for  some  period  of  time,”  he 
said.  “But  the  remote,  rural  thing  kind  of  gets  to  you  unless 
you  get  caught  up  in  some  other  things.  If  you’re  going  to 
stay  in  a community  of  this  size,  you  need  to  be  involved.” 

Van  Horn  has  a population  of  a little  less  than  3,000, 
with  another  500  or  so  people  scattered  across  the  remain- 
der of  Culberson  County.  Dr  Lipsey  has  served  on  the 
school  board,  worked  with  Little  League,  and  was  president 
of  the  Chamber  of  Commerce.  “If  you’re  not  leaving, 
except  for  a couple  of  weekends  a year,  you  need  to  be 
involved  in  the  community  so  that  you  don’t  turn  into  a 
misanthrope  or  something,”  he  said,  wryly. 

Now  in  his  60s,  Dr  Lipsey  has  helped  young  people 
from  town  who  wanted  to  go  to  medical  school,  in  hopes 
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Horseback-traveling  physicians  carried  necessities  in  medical  saddlebags. 


that  one  of  them  might  take  over  his  practice.  “We  had  one 
of  the  fellows  that  I helped  in  school  come  back,”  he  said. 
“He  couldn’t  hack  it,  and  told  me,  ‘I  don’t  want  to  do  this. 
I don’t  want  to  be  on  call  24  hours  a day,  7 days  a week.  I 
want  some  time  that  I know  is  my  own  time.’”  Sharing  call 
with  another  doctor  doesn’t  really  alleviate  the  problem, 
since  Dr  Lipsey’s  patients  are  accustomed  to  contacting 
their  doctor  when  they  have  a question  or  a problem. 
“Indeed,  you're  on  call  24  hours  a day,  7 days  a week, 
whether  you’re  on  call  or  not,”  Dr  Lipsey  said. 

Dr  Lipsey  has  cared  for  five  generations  of  some  fami- 
lies. “Sometimes  I think  I know  more  about  these  people 
than  they  know  about  themselves,”  he  said,  chuckling. 

— ■ ■ — — 


D r Freeman  has  found  that  same  sense 
of  community  on  the  rodeo  circuit.  “We  see  the  type  of  guys 
at  rodeos  who  are  just  solid,  down-to-earth  individuals  who 
want  to  do  what  they  do  and  do  it  well,”  he  said.  “We  don’t 
have  any  prima  donna  problems  with  these  guys.  Most  of 
them  are  very  appreciative  of  what  we  do  for  them.” 

“They’re  just  a different  breed,”  Dr  Evans  said  of  his 
cowboy  patients.  “You  wouldn’t  see  opposing  team  mem- 
bers go  talk  to  each  other  and  tell  ’em  what  they’re  going  to 
do  and  what  their  tendencies  are  and  things  like  that  — 
right  before  a big  game.  But  you’ll  see  three  or  four  cow- 
boys, and  they  may  be  sitting  one-two-three-four  in  the 
rodeo,  and  they’re  gonna  be  behind  the  chute  helping  the 


guy  who  might  beat  their  scores.  I was  just  always  amazed 
at  the  camaraderie,  the  willingness  of  these  guys  to  help 
each  other,  even  though  it  might  mean  they  may  not  make 
any  money  il  the  other  guy  beats  them.  You  couldn’t  see 
that  in  the  professional  foot- 
ball, basketball,  or  base- 
ball players  of  today.” 

Payment  issues  and 
other  modern-day  wor- 
ries have  yet  to  appear 
around  the  rodeo  arena. 

They  aren’t  making  much 
of  an  inroad  in  rural  prac- 
tices such  as  Dr  Lipsey’s 

either,  thanks  to  the  same  isolation  and  low-profit  poten- 
tial that  makes  recruiting  physicians  difficult. 

“It’s  kind  of  spooky,  with  all  the  stuff  you  read  in  the 
journals  and  such.  They  spend  so  much  time  talking  about 
risk  management  and  managed  care,”  Dr  Lipsey  said.  “I’ve 
spent  my  lifetime  just  primarily  taking  care  of  people. 
Sometimes  I almost  shed  a tear  that  our  relationship  with 
patients  has  to  have  all  these  little  spooks  jumping  up  out 
of  the  corner.” 

Today’s  cowboys  often  drive  pickup  trucks  and  have  cel- 
lular phones.  Surgery  by  lamplight  and  homemade  splints 
are  things  of  the  past.  Modern  doctors  have  an  array  of 
high-tech  equipment  and  powerful  medications  at  their 
fingertips.  But  some  things  never  change:  Cowboys  still 
have  a reputation  for  toughness  and  living  life  on  the  wild 
side,  and  the  doctors  who  care  lor  them  still  share  a love  lor 
that  part  of  Texas  that  will  never  quite  be  tamed.  ★ 
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During  the  past  year,  TMA 

scored  high  marks  for  you: 

• Generated  news  stories 
picked  up  by  some  150 
Texas  radio  stations  month  - 

>y- 

• Produced  award-winning 
publications,  Action 
newsletter  and  Texas 
Medicine  magazine. 

• Fielded  600  media 
inquiries,  resulting  in  200 
mentions  of  TMA. 

• Launched  TMAs  World 
Wide  Web  page. 

• Published  TMA  s annual 
physician  directory. 

Texas  Medical  Association. 

Caring  for  you  and  your 

practice  so  you  can  care 

for  your  patients. 


Carolyn  A.  Evans.  MD 
Pediatrician.  Dallas 
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1975,  Bayer  AG  introduced  Adalat®  (nifedipine) 

Europe.  We’ve  since  made  the  Adalat  brand  available  in 
veral  formulations  around  the  world,  and  nifedipine 
is  been  in  clinical  use  for  over  twenty  years. 


In  the 

United  States, 
the  one  to 
prescribe  is... 


icked  by  a worldwide  clinical  database  of 
ns  of  thousands  of  patients  and  hundreds 
clinical  studies,  the  Adalat  brand  today 
ovides  therapy  for  millions  of 
itients*  around  the  globe. 


Once-A-Day 


nifedipine 


EXTEN  DED 
RELEASE 
TABLETS 


30mg,60mg  &90mg 

Providing  a World  of  Confidence 
for  Hypertension  Control 


requency  and  type  of  side  effects,  eg,  peripheral  edema,  headache,  flushing/heat  sensation, 
izziness  and  fatigue/asthenia,  are  typical  of  dihydropyridine  calcium  channel  blockers. 

'ease  see  brief  summary  of  Prescribing  Information  on  following  page.  *Data  on  file,  Bayer  Corporation,  Pharmaceutical  Division. 
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BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING 
INFORMATION 
For  Oral  Use 


PZ500025BS  6/95 

INDICATION  AND  USAGE:  ADALAT  CC  is  indicated  for  the  treatment  of  hyperten- 
sion. It  may  be  used  alone  or  in  combination  with  other  antihypertensive  agents. 
CONTRAINDICATIONS:  Known  hypersensitivity  to  nifedipine. 

WARNINGS  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive 
effect  of  nifedipine  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive 
and  poorly  tolerated  hypotension.  These  responses  have  usually  occurred  during  initial 
titration  or  at  the  time  of  subsequent  uDward  dosage  adjustment,  and  may  be  more 
likely  in  patients  using  concomitant  beta-mockers. 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in 
patients  who  received  immediate  release  capsules  together  with  a beta-blocking  agent 
and  who  underwent  coronary  artery  bypass  surgery  using  high  dose  fentanyl  anesthe- 
sia. The  interaction  with  high  dose  fentanyl  appears  to  ae  due  to  the  combination  of 
nifedipine  and  a beta-blocker,  but  the  possibility  that  it  may  occur  with  nifedipine  alone, 
with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic  anal- 
gesics cannot  be  ruled  out.  In  nifedipine-treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  of  these  potential 
problems  and,  if  the  patients  condition  permits,  sufficient  time  (at  least  36  hours) 
should  be  allowed  for  nifedipine  to  be  washed  out  of  the  body  prior  to  surgery. 
Increased  Angina  and/or  Myocardial  Infarction:  Rarely,  patients,  particularly 
those  who  have  severe  obstructive  coronary  artery  disease,  have  developed  well  docu- 
mented increased  frequency  duration  and/or  severity  of  angina  or  acute  myocardial 
infarction  upon  starting  nifedipine  or  at  the  time  of  dosage  increase.  The  mechanism  of 
this  effect  is  not  established. 

Beta-Blocker  Withdrawal:  When  discontinuing  a beta-blocker  it  is  important  to  taper 
its  dose,  if  possible  rather  than  stopping  abruptly  before  beginning  nifedipine.  Patients 
recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  increased 
angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of  nifedipine 
treatment  will  not  prevent  this  occurrence  and  on  occasion  has  been  reported  to  increase  it. 
Congestive  Heart  Failure:  Rarely,  patients  (usually  while  receiving  a beta-blocker) 
have  developed  heart  failure  after  beginning  nifedipine.  Patients  with  tight  aortic  steno- 
sis may  be  at  greater  risk  for  such  an  event,  as  the  unloading  effect  of  nifedipine  would 
be  expected  to  be  of  less  benefit  to  these  patients,  owing  to  their  fixed  impedance  to 
flow  across  the  aortic  valve. 

PRECAUTIONS:  General  - Hypotension:  Because  nifedipine  decreases  peripheral  vas- 
cular resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and 
titration  of  ADALAT  CC  is  suggested,  dose  observation  is  especially  recommended  for  patients 
already  taking  medications  that  are  known  to  lower  blood  pressure  (See  WARNINGS). 
Peripheral  Edema:  Mild  to  moderate  peripheral  edema  occurs  in  a dose-dependent 
manner  with  ADALAT  CC  The  placebo  subtracted  rate  is  approximately  8%  at  30  mg,  1 2% 
at  60  mg  and  1 9%  at  90  mg  daily.  This  edema  is  a localized  phenomenon,  thought  to  be 
associated  with  vasodilation  of  dependent  arterioles  and  small  blood  vessels  ana  not  due 
to  left  ventricular  dysfunction  or  generalized  fluid  retention.  With  patients  whose  hyper- 
tension is  complicated  by  congestive  heart  failure,  care  should  be  taken  to  differentiate 
this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction. 
Information  for  Patients:  ADALAT  CC  is  an  extended  release  tablet  and  should  be 
swallowed  whole  and  taken  on  an  empty  stomach.  It  should  not  be  administered  with 
food.  Do  not  chew,  divide  or  crush  tablets. 

Laboratory  Tests:  Rare,  usually  transient,  but  occasionally  significant  elevations  of 
enzymes  such  as  alkaline  phosphatase,  CPK,  LDH,  SCOT,  and  5GPT  have  been  noted.  The 
relationship  to  nifedipine  therapy  is  uncertain  in  most  coses,  but  probable  in  some.  These 
laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms;  however, 
cholestasis  with  or  without  jaundice  nas  been  reported.  A small  increase  (<5%)  in  mean 
alkaline  phosphatase  was  noted  in  patients  treated  with  ADALAT  CC.  This  was  an  isolated 
finding  and  it  rarely  resulted  in  values  which  fell  outside  the  normal  range.  Rare  instances 
of  allergic  hepatitis  have  been  reported  with  nifedipine  treatment.  In  controlled  studies, 
ADALAT  CC  dia  not  adversely  affect  serum  uric  acid,  glucose,  cholesterol  or  potassium. 
Nifedipine  like  other  calcium  channel  blockers,  decreases  platelet  aggregation  in  vilro. 
Limited  clinical  studies  have  demonstrated  a moderate  but  statistically  significant 
decrease  in  platelet  aggregation  and  increase  in  bleeding  time  in  some  nifedipine 
patients.  This  is  thought  to  he  a function  of  inhibition  of  calcium  transport  across  the 
platelet  membrane.  No  clinical  significance  for  these  findings  has  been  demonstrated. 
Positive  direct  Coombs'  test  with  or  without  hemolytic  anemia  has  been  reported  but  a 
causal  relationship  between  nifedipine  administration  and  positivity  of  this  laboratory 
test,  including  hemolysis,  could  not  be  determined. 

Although  nifedipine  has  been  used  safely  in  patients  with  renal  dysfunction  and  has  been 
reported  to  exert  a beneficial  effect  in  certain  cases  rare  reversible  elevations  in  BUN  and 
serum  creatinine  have  been  reported  in  patients  with  pre-existing  chronic  renal  insufficien- 
cy. The  relationship  to  nifedipine  therapy  is  uncertain  in  most  cases  but  probable  in  some. 
Drug  Interactions:  Beta-adrenergic  blocking  agents:  (See  WARNINGS). 


ADALAT  CC  was  well  tolerated  when  administered  in  combination  with  a beta  blocker  in 
1 87  hypertensive  patients  in  a placebo-controlled  clinical  trial.  However  there  have 
been  occasional  literature  reports  suggesting  that  the  combination  of  nifedipine  and 
beta-adrenergic  blocking  drugs  may  increase  the  likelihood  of  congestive  heart  failure, 
severe  hypotension,  or  exacerbation  of  angina  in  patients  with  cardiovascular  disease. 
Digitalis:  Since  there  have  been  isolated  reports  of  patients  with  elevated  digoxin  levels 
and  there  is  a possible  interaction  between  digoxin  and  ADALAT  CC,  it  is  recommended 
that  diqoxin  levels  be  monitored  when  initiating,  adjusting,  and  discontinuing  ADALAT  CC 
to  avoid  possible  over-  or  under-digitalization. 

Coumarin  Anticoagulants:  There  have  been  rare  reoorts  of  increased  prothrombin  time 
in  patients  taking  coumarin  anticoagulants  to  whom  nifedipine  was  administered. 
However,  the  relationship  to  nifedipine  therapy  is  uncertain. 

Quinidine:  There  have  been  rare  reports  of  an  interaction  between  quinidine  and 
nifedipine  (with  a decreased  plasma  level  of  quinidine). 

Gmetidine:  Both  the  peak  plasma  level  of  nifedipine  and  the  AUC  may  increase  in  the  pres- 
ence of  cimetidine.  Ranitidine  produces  smaller  non-significant  inrreases.  This  effect  of  cime- 
tidine may  be  mediated  by  its  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  nifedipine.  If  nifedipine  thera- 
py is  initiated  in  a patient  currently  receiving  cimetidine,  cautious  titration  is  advised. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Nifedipine  was  adminis- 
tered orally  to  rats  for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to 
rats  prior  to  mating,  nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times 
the  maximum  recommended  human  dose.  In  vivo  mutagenicity  studies  were  negative. 
Pregnancy:  Pregnancy  Category  C.  In  rodents,  rabbits  and  monkeys,  nifedipine  has 
been  shown  to  have  a variety  of  embryotoxic,  placentotoxic  and  fetotoxic  effects, 
including  stunted  fetuses  (rats  mice  and  rabbits)  digital  anomalies  (rats  and  rabbits), 
rib  deformities  (mice)  cleft  palate  (mice),  small  placentas  and  underdeveloped  chorion- 
ic villi  (monkeys),  embryonic  and  fetal  deaths  (rats,  mice  and  rabbits),  prolonged  preg- 
nancy (rats;  not  evaluated  in  other  species),  and  decreased  neonatal  survival  (rats;  not 
evaluated  in  other  species).  On  a mg/kq  or  mg/m2  basis,  some  of  the  doses  associated 
with  these  various  effects  are  higher  than  the  maximum  recommended  human  dose 
and  some  are  lower,  but  all  are  within  an  order  of  magnitude  of  it. 

The  digital  anomalies  seen  in  nifedipine-exposed  rabbit  pups  are  strikingly  similar  to 
those  seen  in  pups  exposed  to  phenytoin,  and  these  are  in  turn  similar  to  the  pha- 
langeal deformities  that  are  the  most  common  malformation  seen  in  human  children 
with  in  ulero  exposure  to  phenytoin. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ADALAT  CC  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers:  Nifedipine  is  excreted  in  human  milk.  Therefore,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

ADVERSE  EXPERIENCES:  The  incidence  of  adverse  events  during  treatment  with 
ADALAT  CC  in  doses  up  to  90  mg  daily  were  derived  from  multi-center  placebo-controlled 
clinical  trials  in  370  hypertensive  patients.  Atenolol  50  mg  once  daily  was  used  concomi- 
tantly in  1 87  of  the  370  patients  on  ADALAT  CC  end  in  64  of  the  1 26  patients  on  placebo. 
All  adverse  events  reported  during  ADALAT  CC  therapy  were  tabulated  independently  of 
their  causal  relationship  to  medication. 

The  most  common  adverse  event  reported  with  ADALAT®  CC  was  peripheral  edema.  This 
was  dose  related  and  the  frequency  was  1 8%  on  ADALAT  CC  30  mg  daily,  22%  on 
ADALAT  CC  60  mg  daily  and  29%  on  ADALAT  CC  90  mg  daily  versus  1 0%  on  placebo. 
Other  common  adverse  events  reported  in  the  above  placebo-controlled  trials  include: 
Headache  (19%,  versus  13%  placebo  incidence);  Flushing/heat  sensation  (4%,  versus 
0%  placebo  incidence);  Dizziness  (4%,  versus  2%  placebo  incidence);  Fatigue/asthenia 
(4%,  versus  4%  placebo  incidence);  Nausea  (2%,  versus  1%  placebo  incidence); 
Constipation  (1%,  versus  0%  placebo  incidence). 


Where  the  frequency  of  adverse  events  with  ADALAT  CC  and  placebo  is  similar,  causal 
relationship  cannot  be  established. 


Body  as  a Whofe/Systemic  chest  pain,  leg  pain  Central  Nervous  System: 
paresthesia,  vertigo  Dermatologic:  rash  Gastrointestinal:  constipation 
Musculoskeletal:  leg  cramps  Respiratory:  epistaxis,  rhinitis  Urogenital:  impo- 
tence, urinary  frequency 

Other  adverse  events  reported  with  an  incidence  of  less  than  1 .0%  were: 

Body  os  a Whole/Systemic:  cellulitis,  chills,  facial  edema,  neck  pain,  pelvic  pain, 
pain  Cardiovascular:  atrial  fibrillation,  bradycardia,  cardiac  arresl,  extrasystole, 
hypotension,  palpitations,  phlebitis,  postural  hypotension,  tachycardia  cutaneous  ang- 
reclases  Control  Nervous  System:  anxiety,  confusion,  decreased  libido,  depression, 
hypertonia,  insomnia,  somnolence  Dermatologic:  pruritus,  sweating 
Gastrointestinal:  abdominal  pain,  diarrhea,  dry  mouth,  dyspepsia  esophagitis,  flatu- 
lence, gastrointestinal  hemorrhage,  vomiting  Hematologic:  lymphaaenopothy 
Metabolic:  gout,  weight  less  musculoskeletal:  arthralgia,  arthritis,  myalgia 
Respiratory:  dyspnea,  increased  cough,  rales,  pharyngitis  Special  Senses:  olrnor- 
mol  vision,  amblyopia,  conjunctivitis,  diplopia,  tinnitus  Urogenital/Reproductive: 
kidney  calculus,  nocturia,  breast  engorgement 


The  following  advene  events  have  been  reported  rarely  in  patients  given  nifedipine  in 
olher  formulations:  allergenic  hepatitis,  alopecia  anemia,  arthritis  with  ANA  (+), 
depression,  erythromelolgia,  exfoliative  dermatitis,  fever,  gingival  hyperplasia,  gyneco- 
mastia, leukopenia,  mood  chonoes,  muscle  cramps,  nervousness,  paranoid  syndrome, 
purpura,  shakiness,  sleep  disturbances  syncope,  taste  perversion,  thrombocytopenia, 
transient  blindness  at  the  peak  plasma  level,  tremor  and  urticaria. 
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Big  science 

Texas  has  nations  largest  public  health  laboratory 

By  Teri  Lee  Jones,  Associate  editor 


Dozens  of  the  laboratory’s  employees  work  in 
what  used  to  be  animal  pens,  the  drain  holes 
on  the  floors  now  covered  with  linoleum,  the 
rooms  still  tiny  and  cramped.  Knocking  down 
a few  walls  would  help,  but  they’re  full  of  asbestos,  which 
would  mean  enormous  renovation  costs  and  lots  of  down- 
time. Hallways  in  the  crowded  three-story  building  are 
clogged  with  numerous  pieces  of  equipment  and  thou- 
sands of  water  samples  stacked  on  metal  carts.  In  many 
passageways,  employees  cannot  walk  two  abreast. 


Last  year,  fewer  than  200  scientists  and  technicians  in 
this  laboratory  performed  a staggering  6-million-plus  clin- 
ical and  environmental  tests,  doing  a job  that  goes  largely 
unrecognized  in  this  state  but  touches  every  single  Texan 
— if  you  count  every  baby  born  here,  every  person  who 
drinks  milk  or  city  water,  or  anyone  who  would  rather  not 
catch  a deadly  infectious  disease. 

Measured  by  number  and  variety  of  tests  performed,  the 
Texas  Department  of  Health’s  (TDH’s)  public  health  labo- 
ratory in  Austin  is  the  largest  of  its  kind  in  North  America, 
and  many  of  the  tests  it  provides  are  not  done  anywhere 
else  in  the  state. 

The  lab  long  ago  outgrew  the  39-year-old  facility  where  it 
is  housed,  and  it  looks  out-of-place  next  to  the  modern 
buildings  at  the  health  department’s  headquarters  complex. 
Several  add-ons  have  sprouted  from  it  over  the  years,  includ- 
ing a large  portable  building  like  those  you  see  at  elementary 
schools.  For  decades,  TDH  officials  have  trekked  to  the  state 
Capitol  futilely  pressing  for  funds  to  build  a larger  lab.  Last 
year,  a laboratory  pipe  burst,  spewing  gas  everywhere,  and 
Rep  Hugo  Berlanga  (D-Corpus  Christi)  toted  a mounted 
piece  of  it  to  the  Capitol.  That  session,  the  legislature  voted 
to  allow  the  lab  to  raise  money  for  a new  building  through 
fees  and  contracts.  Construction  begins  next  year. 

What  goes  on  in  the  lab  seems  like  a well-kept  secret,  even 
in  medicine,  according  to  Austin  pathologist  Alan  Moore, 
MD,  who  was  impressed  with  the  scope  and  complexity  of 
work  done  there  when  he  toured  the  lab  recently.  “ They  do 


a lot  of  high-quality  esoteric  testing 
that’s  not  available  in  most  other  labo- 
ratories, and  they  do  it  in  a building 
held  together  by  bailing  wire  and  chew- 
ing gum,”  Dr  Moore  said.  “They  pro- 
vide a lot  more  than  people  realize.” 

From  babies  to  rabies 
Every  day  about  900  mothers  give 
birth  in  Texas.  Shortly  after  each  birth, 
someone  pricks  the  newborn’s  tiny 
heel,  smudges  five  droplets  of  blood 
onto  a card,  and  mails  the  card  to  the 
public  health  laboratory.  Thousands  of 
them  pour  into  one  section  of  the  lab  weekly,  where  work- 
ers begin  the  days-long  search  for  signs  of  five  disabling  dis- 
eases, including  phenylketonuria,  which  causes  mental 
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retardation.  Texas  has  been  a leader  in 
newborn  screening,  according  to  lab 
director  David  Maserang,  PhD.  “We 
are  currently  researching  genetic  muta- 
tions that  cause  congenital  adrenal  hy- 
perplasia, a disease  that  causes  salt- 
wasting  crises  in  newborns.” 

Downstairs  from  newborn  screen- 
ing is  the  aforementioned  “animal- 
pen”  floor.  In  the  1950s  before 
pharmaceutical  companies  began 
making  most  vaccines,  the  lab  devel- 
oped its  own  and  kept  hundreds  of 
animals  to  test  them.  Animals  still  ar- 
rive daily  to  one  small  room  there  — 
at  least  pieces  of  them  do. 

In  a pint-sized  room,  a handful  of 
workers  autopsy  about  10,000  animal 
heads  each  year,  testing  for  rabies.  The 
room  is  so  cramped,  petri  dishes  cover 
every  flat  surface,  and  assorted  head- 
sized boxes  line  one  wall. 

It  only  takes  24  hours  from  the  mo- 
ment a head  arrives  to  determine 
whether  it  is  positive  for  rabies,  and 
veterinarians  mail  in  most  of  the  dog, 
cat,  coyote,  and  skunk  heads,  as  well  as 
others.  But  sometimes  people  carry 
them  in.  One  laboratory  worker  re- 
called how  a fellow  once  brought  in 
two  dog  corpses  but  was  told  the  lab 
only  accepted  heads.  A little  while  later, 
he  returned  with  just  heads.  On  the  lab 
worker’s  way  home,  he  saw  the  dogs’ 
headless  bodies  on  a side-street  curb. 

In  some  areas  of  the  lab,  samples 
trickle  rather  than  pour  in.  In  the 
HIV-testing  area,  one  man  spends  his 
days  hunting  viruses  using  a powerful 
electron  microscope.  Physicians  send 
in  patient  blood  samples  when  they 
suspect  the  presence  of  a virus  that 
cannot  be  isolated  in  standard  viral 
culture  tests.  There  are  not  that  many 
electron  microscopes  around  any- 
where, and  few  are  publicly  available 
to  help  physicians  solve  difficult  cases. 

Nipping  outbreaks, 
and  the  cutting  edge 

You  might  not  expect  high-tech  med- 
ical science  to  be  happening  in  a pub- 
lic health  laboratory.  But  in  Texas,  it 
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is,  which  is  one  reason  its  lab  can  at- 
tract and  retain  top-notch  scientists. 
“It’s  exciting  to  be  on  the  frontlines  of 
public  health,"  said  microbiologist 
Suzanne  Barth,  PhD.  “We  can  stop 
infectious  disease  outbreaks  and 
sometimes  see  trends  before  they  be- 
come outbreaks.”  Although  private 
industry  would  likely  pay  higher 
wages.  Dr  Barth  says  she  prefers  cer- 
tain freedoms  she  has  where  she  is. 
“We  can  look  into  many  techniques 
and  choose  the  one  that’s  best.  We 
aren’t  locked  into  one  technique  or 
into  using  one  product. ' 

Texas’  lab  is  one  of  only  four  re- 
gional health  department  labs  in  the 
country  that  can  trace  outbreaks  of  E 
Coli  Ol57:H7  using  pulsed  field  gel 
electrophoreses  (PFGE),  a very  spe- 
cific DNA  test  that  can  determine  re- 
latedness of  microbial  strains. 

PFGE  also  has  become  helpful  in 
combating  nosocomial  infections. 
“For  instance,  doctors  have  very  few 
antimicrobial  agents  to  fight  methi- 
cillin-resistant  Staphylococcus  aureus ,” 
Dr  Barth  said.  “Using  our  molecular 
biology,  we  can  pinpoint  where  the 
disease  is  being  spread  in  a hospital 
and  help  contain  it.” 

In  an  atypical  way,  PFGE  was  used 
late  last  year  to  locate  the  source  of  a 
strain  of  Salmonella  agona  before  any- 
body really  knew  it  was  about  to  be- 
come an  outbreak.  By  analyzing  the 
DNA  of  specimens  that  had  come  from 
several  different  locations,  microbiolo- 
gists found  a common  gene  pattern  and 
alerted  epidemiologists,  who  tracked 
down  the  restaurant  source.  Usually, 
epidemiologists  interview  people,  find 
what  they  have  in  common,  then  send 
samples  to  the  lab  for  verification.  “It 
was  exciting,”  said  Lemuel  del  Rosario, 
one  of  the  microbiologists  who  worked 
the  case.  “Two  years  ago,  we  would  not 
have  been  able  to  do  that.” 

Only  one  other  lab  in  the  country 
besides  TDH  provides  DNA  confir- 
mation of  sickle  cell  disease  using 
polymerase  chain  reaction.  “It’s  im- 
portant because  a physician  can  deter- 
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mine  whether  a patient  has  sickle  cell 
or  some  other  hemoglobin  disease,” 
Dr  Maserang  said. 

With  deadly,  multidrug-resistant  tu- 
berculosis (TB)  on  the  rise  in  Texas,  mi- 
crobiologist Ken  Jost  developed  a 
process  that  shortens  the  diagnosis-to- 
treatment  time  for  TB  patients  from  6 
weeks  to  2 days,  using  computer-assisted 
high  pressure  liquid  chromatography. 
Chromatography  literally  makes  a kind 
of  picture-graphic  of  the  TB  genus  and 
species.  “Our  challenge  now  is  to  get  it 
more  sensitive  and  to  develop  a turnkey 
clinical  analyzer  better  suited  for  front- 
line laboratories,”  Mr  Jost  said.  “The 
test  is  going  to  be  useful  for  treatment 
failures.”  Physicians  will  be  able  to  find 
out  much  more  quickly  whether  the  an- 
tibiotics they  prescribe  are  working. 

The  TB  work  done  at  the  lab  “is  a 
tremendous  help  to  Texas  physicians,” 
says  Dr  Moore,  who  works  at  an 
Austin  hospital.  “We’ll  send  them  a 
culture  from  our  lab,  and  they’ll  tell  us 
what  species  it  is  and  do  drug  sensitiv- 
ities — free  of  charge.” 

Such  tests  have  always  been  done 
for  free,  as  have  just  about  all  the  tests 
at  the  lab,  including  the  most  expensive 
ones.  But  the  lab  was  given  authority 
recently  to  charge  for  many  of  its  tests, 
and  officials  are  working  on  deciding 
proper  amounts,  hoping  the  added  in- 
come will  eventually  help  offset  the 
lab’s  $2.6  million  budget  cut  this  year. 

Public  health  basics 

Although  it  serves  as  a reference  lab 
for  the  state  and  gets  the  toughest 
kinds  of  clinical  cases,  “the  average 
guy  on  the  street  probably  associates 
public  health  labs  mainly  with  the 
water  they  drink,”  says  Dr  Maserang, 
“or  maybe  milk,  too.  And  that  is  still  a 
very  large  part  of  our  work  here.”  Lab 
workers  routinely  test  the  water  qual- 
ity of  7,000  municipal  water  systems. 

And  although  testing  water,  milk, 
or  soil  for  pollutants  may  not  be  quite 
as  scientifically  exciting  as  say,  stop- 
ping an  E coli  or  a Legionnaire’s  out- 
break or  finding  an  obscure,  deadly 


virus,  it  is  important  in  protecting  the 
public’s  health.  “I  really  believe  the  fu- 
ture of  Texas  public  health  rests  in  pro- 
tecting the  environment,”  Dr 
Maserang  said,  which  is  why  the  de- 
partment has  spent  more  than  $4  mil- 
lion improving  the  infrastructure  in 
the  environmental  chemistry  section 
of  the  lab.  “Our  focus  is  the  treatment 
of  a whole  population  — preventing 
and  controlling  diseases,  and  detecting 
them  early,  is  our  primary  mission.” 

That  mission  becomes  increasingly 
challenging  amidst  budget  cuts.  And 
state  labs  may  soon  have  to  pick  up 
where  the  Centers  for  Disease  Control 
and  Prevention  (CDC)  leaves  off.  The 
CDC,  whose  mission  lines  up  closely 
with  state  labs,  has  been  downsizing 
and  cannot  act  as  effectively  as  a re- 
source for  state  labs,  which  have  been 
feeling  the  loss.  “It  sometimes  takes  a 
protracted  time  to  get  a return  answer 
from  the  CDC  on  something,”  Dr 
Maserang  said,  empathetically.  “Ail 
they  are  trying  to  do  now  is  to  main- 
tain an  ability,  at  some  level,  to  fight 
emergency  problems.  Everything  else 
is  necessarily  on  a back  burner.” 

As  Congress  bickers  over  the  fed- 
eral budget  and  tries  to  squeeze  blood 
from  it,  public  health  initiatives  will 
undoubtably  suffer.  But  even  with  the 
daunting  prospect  of  handling  a 
greater  workload  with  less  money 
from  the  state,  Dr  Maserang  says  he  is 
optimistic  about  the  lab’s  future.  “We 
are  in  the  best  shape  of  anybody  in  the 
last  three  decades  because  we  have 
enormous  support  from  the  adminis- 
tration,” he  said,  referring  to  Texas 
Commissioner  of  Health  David 
Smith,  MD,  and  other  top  TDH  offi- 
cials. “Dr  Smith  has  preached  how 
important  the  TDH  lab  is,  and  now 
everyone  believes  it.  Of  course,  that 
makes  our  job  much  easier.”  ★ 
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Incidence  of  childhood  and  adolescent  cancer  in  Texas 


Population- based  data  from  the  Texas 
Cancer  Registry  were  used  to  describe  the 
incidence  of  cancer  in  1990  among  Texas 
residents  younger  than  20 years.  A total  of 
788  primary  malignant  neoplasms  were 
diagnosed.  Higher  incidence  of  all  cancers 
was  observed  among  Texas  Anglo  children 
compared  with  Hispanics  or  African- 
Americans,  and  lower  rates  of  central  ner- 
vous system  (CNS)  neoplasms  were  seen 
among  Hispanics.  Compared  with  na- 
tional data,  significantly  fewer  cases  of all 
cancers  combined,  non-Hodgkin’s  lym- 
phoma, neuroblastoma,  and  CNS  neo- 
plasms were  seen  in  Texas  Hispanics.  The 
overall  incidence  of  leukemia  and  acute 
nonlymph ocy tic  leukemia  (ANLL)  was 
highest  in  Hispanics  compared  with  other 
Texas  children,  and  a three-fold  statisti- 
cally significant  excess  of  ANLL  was  evi- 
dent in  Hispanic  females  compared  with 
national  whites.  In  summary,  the  inci- 
dence of  cancer  in  Texas  Hispanic  chil- 
dren and  adolescents  differs  from  that 
seen  in  other  racial  and  ethnic  groups.  In- 
cidence data  for  Texas  provide  additional 
insight  into  the  descriptive  nature  of 
childhood  and  adolescent  cancers. 


Send  reprint  requests  to  Dr  Weiss,  Cancer 
Registry  Division,  Texas  Department  of 
Health,  1 100  W 49th  St,  Austin,  TX  78756. 


Nancy  S.  Weiss,  PhD 
Julie  A.  Katz,  MD 
Lawrence  S.  Frankel,  MD 
Linda  E.  Lloyd,  PhD 

Epidemiologic  studies 

provide  new  information  on 
the  causes  and  end  results  of 
childhood  cancer.  Population-based 
data  at  the  state  or  national  level  are 
usually  required  for  such  studies.  Data 
for  the  nine  geographic  areas  included 
in  the  Surveillance,  Epidemiology, 
and  End  Results  (SEER)  Program  of 
the  National  Cancer  Institute  and  for 
other  states  in  the  United  States  show 
that  the  incidence  of  childhood  cancer 
varies  by  sex,  race,  and  geographic 
area  (1-5).  The  incidence  of  child- 
hood and  adolescent  cancer  in  Texas  is 
not  known  because  reporting  has  been 
incomplete.  With  a disproportion- 
ately large  Hispanic  (primarily  Mexi- 
can-American)  population,  Texas 
likely  differs  from  the  rest  of  the  na- 
tion in  cancer  incidence.  Recognizing 
the  need  for  such  data,  we  conducted 
a multicenter  collaborative  study  to 
assess  childhood  and  adolescent  can- 
cer incidence  in  Texas. 

Methods 

Through  the  collaborative  efforts  of 
the  Childhood  Cancer  Subcommittee 
of  the  American  Cancer  Society,  Texas 
Division,  Inc,  and  the  Texas  Cancer 
Registry  (TCR)  of  the  Texas  Depart- 
ment of  Health,  incidence  data  were 
collected  and  analyzed  for  Texas  chil- 
dren (younger  than  1 5 years)  and  ado- 
lescents (15  through  19  years)  with 
cancer  diagnosed  in  1990.  The  TCR 
receives  reports  from  hospitals,  cancer 
treatment  centers,  and  clinical  labora- 
tories on  newly  diagnosed  cases  of  can- 
cer among  Texas  residents;  however, 
not  all  institutions  in  the  state  have 
submitted  complete  and  timely  data. 
At  the  time  of  this  study,  approxi- 
mately 90%  of  the  427  institutions 


Kenneth  L.  McClain,  MD 
Karen  Torges 
Paul  J.  Thomas,  MD 
W.  Archie  Bleyer,  MD 

statewide  had  reported  some  data.  To 
assure  reporting  of  all  childhood  and 
adolescent  cases  diagnosed  in  1990, 
hospitals  and  cancer  treatment  centers 
across  the  state  who  had  not  reported 
their  cancer  cases  for  1990  or  had  in- 
complete reporting  were  queried  for 
demographic  and  diagnostic  informa- 
tion on  these  cases.  These  data  were 
combined  with  those  already  reported 
to  the  TCR.  Childhood  cancer  data 
were  identified  from  80  institutions 
(hospitals  and  cancer  treatment  cen- 
ters) statewide;  however,  nearly  three 
fourths  of  cases  were  reported  from  1 
of  the  14  primary  pediatric  oncology 
centers  in  the  state  (see  box  on  p 59). 
A review  of  Texas  death  certificate  files 
was  completed  also  to  ensure  that  all 
childhood  and  adolescent  cancer  cases 
had  been  identified. 

Primary  malignancies  diagnosed  in 
1990  among  Texas  residents  younger 
than  20  years  were  included  in  this 
study.  The  Manchester  Classification 
Scheme,  adapted  for  international  use 
by  the  International  Agency  for  Re- 
search on  Cancer,  was  used  to  classify 
both  childhood  and  adolescent  can- 
cers (6).  The  race  or  ethnicity  of  each 
case  was  classified  into  one  of  three 
categories:  Caucasian  not  otherwise 
specified  (Anglo),  Caucasian  of  Span- 
ish origin  or  surname  (Hispanic),  and 
black  (African-American).  Cases  with 
other  or  unknown  race,  which  ac- 
counted for  1.5%  (n=12)  of  the  total 
cases,  were  included  in  the  Anglo  cat- 
egory. Denominator  data  used  in  cal- 
culating rates  included  age-,  sex-,  and 
racial/ethnic-specific  1990  US  Census 
Bureau  counts  for  Texas  (7). 

Age-specific  incidence  rates  and 
overall  crude  rates  for  Texas  children 
and  adolescents  were  calculated  for 
each  type  of  cancer.  Age- adjusted  rates 
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Fig  1.  Childhood  and  adolescent  cancer  cases  and  population  counts  by  Texas  public  health  region,  1990. 


* Represents  percent  of  total  cases  in  the  state, 
t Represents  percent  of  state’s  population,  age  < 20  years. 


by  sex  and  race/ethniciry  were  calcu- 
lated for  cases  in  children  younger  than 
1 5 years,  using  5-year  age  groups  of  the 
1970  US  standard  million  population 
under  1 5 years  of  age.  Texas  childhood 
and  adolescent  cancer  incidence  rates 
were  compared  also  with  respective 
rates  from  the  SEER  Program  for  the 
period  1984  through  1988  (8),  and 
standardized  incidence  ratios  for  each 
childhood  sex-  and  racial/ethnic-group 
were  computed.  A standardized  inci- 
dence ratio  of  1 .0  indicates  that  the  ob- 
served number  of  cancers  for  Texas  is 
the  same  as  the  expected  number  based 
on  the  SEER  rate.  Rates  for  SEER 
whites  were  used  to  calculate  expected 
numbers  for  both  Texas  Anglos  and 
Hispanics.  Approximate  95%  confi- 
dence intervals  were  derived  for  inci- 
dence rates  and  standardized  incidence 
ratios  under  the  assumption  of  a Pois- 
son distribution  of  cases  (9). 

Results 

In  Texas,  788  primary  malignant  neo- 
plasms were  diagnosed  in  1990  among 
residents  younger  than  20  years,  590 


in  children  younger  than  1 5 years,  and 
1 98  among  those  aged  1 5 through  1 9 
years.  Thirty-eight  percent  (296)  of 
cases  were  diagnosed  in  children 
younger  than  5 years.  More  cases  (42 1 
or  53.4%)  occurred  in  males  than  in 
females.  The  racial/ethnic  distribution 
of  cases  was  61 .4%  Anglo,  29.4%  His- 
panic, and  9.1%  African-American.  In 
97%  of  the  cases,  cancer  was  con- 
firmed histopathologically.  Six  cases 
(0.7%)  were  identified  exclusively 
from  death  certificate  records. 

The  childhood  and  adolescent  can- 
cers diagnosed  in  1990  were  found  in 
residents  of  138  (54%)  of  the  total 
254  Texas  counties,  representing  all 
major  geographic  regions.  As  shown 
in  Fig  1 , the  percentage  of  cancer  cases 
by  public  health  region  reflected  gen- 
erally the  respective  distribution  for 
the  population  younger  than  20  years. 

The  annual  incidence  of  all  cancers 
among  Texans  younger  than  20  years 
was  146  cases  per  million  (Table  1). 
Leukemia  was  the  leading  cancer 
among  Texas  children  and  adolescents 
combined,  with  a rate  of  40  cases  per 
million;  the  most  common  subtype 


was  acute  lymphocytic  leukemia 
(ALL).  Malignant  tumors  of  the  CNS 
were  the  second  and  lymphomas  the 
third  most  commonly  occurring  can- 
cers. Similar  patterns  have  been  noted 
by  other  authors  (1-5,10). 

Sex  and  age  differences 
Overall,  sex-  and  age-specific  patterns 
of  childhood  and  adolescent  cancer  in- 
cidence in  Texas  were  similar  to  those 
documented  previously  (1-5,10-12). 
The  incidence  of  most  childhood  can- 
cers was  higher  in  males  than  in  fe- 
males. The  incidence  of  all  cancers, 
leukemia  (particularly  ALL),  CNS 
neoplasms,  neuroblastoma,  retinoblas- 
toma, and  Wilms’  tumors  was  higher 
among  children  younger  than  5 years 
compared  with  older  children.  In  con- 
trast, adolescents  had  the  highest  rates 
of  non-Hodgkin’s  lymphoma  (NHL) 
and  Hodgkin's  disease.  Children 
younger  than  1 0 years  had  the  greatest 
incidence  of  CNS  neoplasms. 

Racial! ethnic  differences 
The  age-adjusted  incidence  of  child- 
hood cancer  varied  significantly  among 
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the  three  Texas  racial/ethnic  groups 
(Table  2).  The  overall  cancer  rate  was 
highest  in  Anglo  children  and  lowest  in 
African-American  children.  African- 
American  children  had  significantly 
lower  rates  of  leukemia  (and  ALL)  than 
Anglo  or  Hispanic  children.  Hispanic 
children  had  rates  of  CNS  tumors  two 
times  lower  than  Anglos;  the  largest  in- 
cidence differential  was  observed 
among  females.  Tumors  of  the  sympa- 
thetic nervous  system  (which  include 
neuroblastoma)  were  diagnosed  at  a 
four-times  greater  rate  in  African- 
American  children  compared  with  His- 
panic children. 

Comparisons  with  SEER 
Comparisons  of  incidence  rates  for 
Texas  childhood  cancer  with  SEER 
rates  (Table  3)  showed  an  overall  sim- 
ilarity of  risk,  with  a few  notable  dif- 
ferences. Texas  Anglo  female  children 
had  a 20%  higher  total  cancer  inci- 
dence than  SEER  white  females. 
None  of  the  site-specific  cancers  was 
elevated  significantly  in  this  female 
Anglo  group;  however,  excesses  in 
ANLL  and  CNS  neoplasms  were  of 
marginal  statistical  significance.  Rates 
in  Hispanic  children  also  were  some- 
what similar  to  rates  for  SEER  whites, 
although  significant  decreases  were 
observed  for  all  cancers,  NHL,  and 
neuroblastoma  in  males  and  for  CNS 
neoplasms  in  females.  Hispanic  fe- 
male children  had  almost  a three-fold 
statistically  significant  excess  of 
ANLL.  An  overall  pattern  of  similar 
cancer  incidence  was  seen  for  Texas 
African-American  children,  although 
comparisons  with  SEER  blacks  were 
limited  by  unstable  estimates. 

Texas  adolescents  also  showed 
overall  patterns  of  cancer  incidence 
somewhat  similar  to  those  of  SEER 


Table  1.  Incidence  of  childhood  and  adolescent  cancer  by  cancer  type,  Texas,  1990. 


Type  of  Cancer 

Age  <20  years 

No.  Rate* 

95%  Cl 

Leukemias 

213 

39.5 

34.5  - 45.3 

Acute  lymphocytic  leukemia 

156 

28.9 

24.6  - 33.9 

Other  lymphoid  leukemia 

2 

0.4 

0.1  - 1.4 

Acute  nonlymphocytic  leukemia 

39 

7.2 

5.2  - 10.0 

Chronic  myeloid  leukemia 

4 

0.7 

0.2-  1.8 

Other  and  unspecified  leukemia 

12 

2.2 

1.1  - 3.9 

Lymphomas 

95 

17.6 

14.3  - 21.6 

Hodgkin’s  disease 

45 

8.3 

6.1-11.2 

Non-Hodgkin’s  lymphomaf 

50 

9.3 

7.0  - 12.4 

CNS  neoplasms 

157 

29.1 

24.8  - 34.1 

Ependymoma 

8 

1.5 

0.7-  3.0 

Astrocytoma 

82 

15.2 

12.2  - 19.0 

Medulloblastoma 

31 

5.7 

3.9-  8.2 

Other  gliomas 

11 

2.0 

1.0-  3.6 

Miscellaneous  intracranial  and  intraspinal  tumors 

25 

4.6 

3.0-  6.8 

SNS  tumors 

47 

8.7 

6.5  - 11.7 

Neuroblastoma  and  ganglioneuroblastoma 

41 

7.6 

5.5-  10.4 

Other  and  unspecified  malignant  adrenal  tumors 

6 

1.1 

0.4-  2.4 

Retinoblastoma 

23 

4.3 

2.7-  6.5 

Renal  tumors 

34 

6.3 

4.4-  8.9 

Wilms’  tumor 

32 

5.9 

4.1  - 8.4 

Renal  carcinoma 

1 

0.2 

0.0-  1.1 

Other  and  unspecified  malignant  renal  tumors 

1 

0.2 

0.0-  1.1 

Hepatic  tumors 

7 

1.3 

0.5  - 2.7 

Hepatoblastoma 

3 

0.6 

0.1  - 1.8 

Hepatic  carcinoma 

3 

0.6 

0.1  - 1.8 

Other  and  unspecified  malignant  hepatic  tumors 

1 

0.2 

0.0-  1.1 

Malignant  bone  tumors 

52 

9.6 

7.2  - 12.7 

Osteosarcoma 

33 

6.1 

4.3-  8.7 

Ewing’s  sarcoma 

12 

2.2 

1.1  - 3.9 

Other  and  unspecified  malignant  bone  tumors 

7 

1.3 

0.5-  2.7 

Soft-tissue  sarcomas 

50 

9.3 

7.0  - 12.4 

Embryonal  rhabdomyosarcoma  and  soft-tissue  Ewing’s 

23 

4.3 

2.7-  6.5 

Fibrosarcoma  and  neurofibrosarcoma 

14 

2.6 

1.4-  4.4 

Other  soft-tissue  sarcoma 

13 

2.4 

1.3-  4.1 

Germ-cell,  trophoblastic,  and  other  gonadal  neoplasms 

51 

9.5 

7.2  - 12.6 

Nongonadal  germ-cell  trophoblastic  neoplasms 

16 

3.0 

1.7-  4.9 

Gonadal  germ-cell  and  trophoblastic  neoplasms 

32 

5.9 

4.1  - 8.4 

Gonadal  carcinoma 

2 

0.4 

0.1  - 1.4 

Other  and  unspecified  malignant  gonadal  tumors 

1 

0.2 

0.0-  1.1 

Carcinoma  and  other  malignant  epithelial  neoplasms 

56 

10.4 

8.0  - 13.6 

Andrenocortical  carcinoma 

2 

0.4 

0.1  - 1.4 

Thyroid  carcinoma 

20 

3.7 

2.3-  5.7 

Nasopharyngeal  carcinoma 

1 

0.2 

0.0-  1.1 

Melanomatous  neoplasms 

18 

3.3 

2.0-  5.2 

Other  carcinoma 

15 

2.8 

1.6-  4.6 

Other  and  unspecified  malignant  neoplasms 

3 

0.6 

0.1  - 1.8 

All  cancers 

788 

146.1 

136.2  -156.8 

* Annual  crude  rate  per  1,000,000. 

t Includes  categories  II.  b,  c,  d,  e,  and  f of  the  Manchester  Classification  Scheme  (7). 
Cl  = confidence  interval. 

CNS  = central  nervous  system. 

SNS  = sympathetic  nervous  system. 

Bold  denotes  major  diagnostic  cancer  category. 
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Table  2.  Age-adjusted  incidence  of  childhood  (younger  than  15  years)  cancer  by  type  and  race/ethnicity,  Texas,  1990. 


Anglo  Hispanic  African-American 


Type  of  Cancer 

No. 

Rate* 

95%  Cl 

No. 

Rate 

95%  Cl 

No. 

Rate 

95%  Cl 

Leukemias 

102 

44.0 

36.1-53.6 

76 

53.6 

42.5-67.5 

10 

18.1 

8.7-33.3 

Acute  lymphocytic  leukemia 

77 

33.3 

26.4-41.8 

56 

39.5 

30.1-51.6 

7 

13.0 

5.2-26.8 

Acute  nonlymphocytic  leukemia 

17 

7.6 

4.4-12.1 

13 

9.3 

5.0-15.9 

2 

3.1 

0.4-11.2 

Lymphomas 

32 

15.0 

10.4-21.4 

15 

11.7 

6.6-19.3 

2 

3.9 

0.5-14.1 

Hodgkin’s  disease 

8 

4.0 

1. 7-8.0 

7 

5.5 

2.2-11.4 

1 

2.0 

0.1-11.3 

Non-Hodgkin’s  lymphomaf 

24 

11.0 

7.1-16.4 

8 

6.2 

2.7-12.2 

1 

1.9 

0.1-10.3 

CNS  neoplasms 

82 

37.0 

29.6-46.2 

25 

17.7 

11.5-26.2 

21 

36.6 

22.7-56.0 

SNS  tumors 

26 

10.9 

7.2-16.0 

7 

4.9 

2.0-10.1 

12 

18.9 

10.0-33.1 

Neuroblastoma 

24 

10.0 

6.4-14.9 

7 

4.9 

2.0-10.1 

10 

15.5 

7.4-28.6 

Retinoblastoma 

13 

5.4 

2. 9-9. 2 

6 

3.9 

1.4-8. 5 

4 

6.5 

1.8-16.6 

Renal  tumors 

17 

6.9 

4.0-11.0 

7 

4.7 

1. 9-9.7 

8 

13.3 

5.7-26.2 

Wilms’  tumor 

17 

6.9 

4.0-11.0 

7 

4.7 

1. 9-9.7 

7 

11.7 

4.7-24.2 

Hepatic  tumors 

4 

1.6 

0.4-4. 1 

1 

0.8 

0.2-4. 5 

0 

0.0 

— 

Malignant  bone  tumors 

22 

10.7 

6.7-16.2 

11 

8.6 

4.3-15.4 

4 

7.8 

2.1-20.0 

Osteosarcoma 

13 

6.3 

3.4-10.8 

6 

5.0 

1.8-10.8 

3 

5.9 

1.2-17.2 

Ewing’s  sarcoma 

7 

3.5 

1. 4-7.1 

3 

2.2 

0.5-6. 5 

1 

1.9 

0.1-10.3 

Soft-tissue  sarcomas 

26 

11.9 

7.8-17.5 

8 

5.6 

2.4-11.0 

2 

3.4 

0.4-12.3 

Rhabdomyosarcoma 

14 

6.3 

3.4-10.6 

4 

2.6 

0.7-6. 5 

0 

0.0 

— 

Germ-cell,  trophoblastic, 

and  other  gonadal  neoplasms 

12 

5.7 

2.9-10.0 

9 

6.2 

2.8-11.8 

0 

0.0 

— 

Carcinoma  and  other  malignant 

epithelial  neoplasms 

19 

9.1 

5.5-14.2 

4 

3.1 

0. 8-7.9 

0 

0.0 

— 

Other  and  unspecified  malignant 

neoplasms 

3 

1.3 

0.3-3. 8 

0 

0.0 

— 

0 

0.0 

— 

All  cancers 

358 

159.5 

143.6-177.1 

169 

120.8 

103.6-140.8 

63 

108.4 

84.0-139.6 

* Annual  rate  per  1,000,000  and  age-adjusted  to  the  1970  US  standard  million  population  under  15  years  of  age. 
t Includes  categories  II.  b,  c,  d,  e,  and  f of  the  Manchester  Classification  Scheme  (7). 

Cl  = confidence  interval. 

CNS  = central  nervous  system. 

SNS  = sympathetic  nervous  system. 

Bold  denotes  major  diagnostic  cancer  category. 

adolescents,  although  some  differences 
were  evident.  Significantly  fewer  cases 
of  carcinoma  and  other  malignant  ep- 
ithelial neoplasms  were  seen  in  Anglo 
and  Hispanic  females.  Hodgkin’s  dis- 
ease occurred  less  frequently  among 
Hispanic  adolescents  of  both  sexes 
than  among  SEER  whites.  Hispanic 
adolescent  females  also  had  signifi- 
cantly lower  incidence  of  total  cancers. 


Although  limited  by  small  numbers  of 
cases,  the  incidence  of  total  cancers 
was  somewhat  lower  in  Texas  African- 
Aanerican  adolescents  compared  with 
SEER  blacks. 

Discussion 

This  1-year  study  in  Texas  provides 
more  cases  of  childhood  cancer  than 


have  multiyear  periods  from  other 
published  studies  (4,11-14).  The 
number  of  nearly  600  cases  of  cancer 
reported  in  1990  in  Texas  children 
younger  than  1 5 years  is  only  slightly 
lower  than  the  average  annual  number 
(690  cases)  reported  by  the  total 
SEER  Program  during  the  period 
1984  through  1988  (8).  The  1-year 
data  accrual  period,  however,  limits 
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Table  3 . Incidence  of  childhood  (younger  than  1 5 years)  cancer  and  standardized  incidence  ratios  for  selected  types  of  cancer 
by  sex  and  race/ethnicity,  Texas  1990. 


Male  Female 


Type  of  Cancer  No.  Rate* * * §  SIRt  95%  Cl  No.  Rate  SIR  95%  Cl 


Anglo 


Leukemias 

53 

47.4 

1.0 

0.7-1. 3 

49 

46.3 

1.1 

0.8-1. 5 

Acute  lymphocytic  leukemia 

43 

38.5 

1.0 

0.7-1. 4 

34 

32.1 

1.0 

0.7-1.4 

Acute  nonlymphocytic  leukemia 

7 

6.3 

1.1 

0. 5-2.3 

10 

9.5 

1.9 

0.9-3. 5 

Lymphomas 

20 

17.9 

0.8 

0. 5-1.3 

12 

11.3 

0.9 

0.5-1. 6 

Hodgkin’s  disease 

5 

4.5 

0.6 

0.2-1. 4 

3 

2.8 

0.5 

0.1-1. 5 

Non-Hodgkin’s  lymphoma^ 

15 

13.4 

1.0 

0.6-1. 6 

9 

8.5 

1.3 

0. 6-2.4 

CNS  neoplasms 

41 

36.7 

1.1 

0.8-1. 5 

41 

38.8 

1.3 

0.9-1. 8 

Neuroblastoma 

12 

10.7 

0.8 

0.4-1. 4 

12 

11.3 

1.0 

0. 5-1.8 

Retinoblastoma 

6 

5.4 

1.4 

0. 5-3.0 

7 

6.6 

1.4 

0. 6-3.0 

Wilms’  tumor 

10 

9.0 

1.2 

0.6-2. 2 

7 

6.6 

0.8 

0.3-1.7 

Bone  tumors 

11 

9.8 

1.5 

0.7-2. 6 

11 

10.4 

1.6 

0,8-2. 8 

Soft-tissue  sarcomas 

17 

15.2 

1.5 

0. 9-2.4 

9 

8.5 

1.1 

0.5-2. 1 

Rhabdomyosarcoma 

9 

8.1 

1.2 

0. 5-2.2 

5 

4.7 

1.4 

0.4-3.2 

Ail  cancers 

190 

170.1 

1.1 

0. 9-1.3 

168 

158.8 

1.2 

1. 0-1.4 

Hispanic§ 

Leukemias 

38 

55.2 

1.1 

0.8-1. 6 

38 

57.4 

1.4 

1.0-1. 9 

Acute  lymphocytic  leukemia 

32 

46.5 

1.2 

0.8-1. 7 

24 

36.2 

1.1 

0.7-1. 7 

Acute  nonlymphocytic  leukemia 

4 

5.8 

1.0 

0. 3-2.7 

9 

13.6 

2.8 

1.3-5. 2 

Lymphomas 

7 

10.2 

0.5 

0. 2-1.0 

8 

12.1 

1.0 

0.4-1. 9 

Hodgkin’s  disease 

4 

5.8 

0.8 

0.2-1. 9 

3 

4.5 

0.8 

0.2-2. 3 

Non-Hodgkin’s  disease 

3 

4.4 

0.3 

0. 1-0.9 

5 

7.6 

1.1 

0.4-2.6 

CNS  neoplasms 

19 

27.6 

0.8 

0.5-1. 3 

6 

9.1 

0.3 

0. 1-0.7 

Neuroblastoma 

1 

1.5 

0.1 

0.0-0. 6 

6 

9.1 

0.8 

0.3-1. 8 

Retinoblastoma 

3 

4.4 

1.1 

0.2-3. 2 

3 

4.5 

1.0 

0.2-2. 8 

Wilms’  tumor 

3 

4.4 

0.6 

0. 1-1.7 

4 

6.0 

0.7 

0.2-1. 9 

Bone  tumors 

6 

8.7 

1.3 

0.5-2. 8 

5 

7.6 

1.2 

0.4-2. 7 

Soft-tissue  sarcomas 

3 

4.4 

0.4 

0. 1-1.3 

5 

7.6 

1.0 

0.3-2. 3 

Rhabdomyosarcoma 

2 

2.9 

0.4 

0.0-1. 5 

2 

3.0 

0.9 

0. 1-3.2 

All  cancers 

88 

127.8 

0.8 

0.7-1. 0 

81 

122.3 

0.9 

0.7-1. 1 

African-American 

Leukemias 

7 

24.9 

0.9 

0.4-1. 8 

3 

11.0 

0.5 

0. 1-1.3 

Acute  lymphocytic  leukemia 

4 

14.2 

0.7 

0.2-1. 8 

3 

11.0 

0.7 

0.1-1. 9 

Acute  nonlymphocytic  leukemia 

2 

7.1 

2.9 

0.3-10.3 

0 

0.0 

0.0 

— 

Lymphomas 

1 

3.6 

0.3 

0.0-1. 6 

1 

3.7 

0.6 

0.0-3. 5 

Hodgkin’s  disease 

1 

3.6 

0.6 

0.0-3. 5 

0 

0.0 

0.0 

— 

Non- Hodgkin’s  disease 

0 

0.0 

0.0 

— 

1 

3.7 

0.8 

0.0-4. 6 

CNS  neoplasms 

13 

46.3 

1.7 

0.9-2. 9 

8 

29.2 

1.1 

0. 5-2.2 

Neuroblastoma 

4 

14.2 

2.3 

0. 6-6.0 

6 

21.9 

1.9 

0.7-4. 2 

Retinoblastoma 

3 

10.7 

2.5 

0. 5-7.3 

1 

3.7 

1.0 

0. 0-5.4 

Wilms’  tumor 

3 

10.7 

1.6 

0.3-4. 6 

4 

14.6 

1.4 

0.4-3. 5 

Bone  tumors 

1 

3.6 

1.4 

0.0-7. 8 

3 

11.0 

2.1 

0.4-6.3 

Soft-tissue  sarcomas 

1 

3.6 

0.3 

0.0-1. 9 

1 

3.7 

0.4 

0.0-2. 5 

All  cancers 

34 

121.1 

1.1 

0.8-1. 6 

29 

105.9 

1.0 

0. 7-1.4 

* Annual  crude  rate  per  1,000,000.  SIR  = standardized  incidence  ratio, 

t SIR  based  on  comparisons  of  Texas  to  SEER  rates  and  adjusted  for  age.  Cl  = confidence  interval. 

$ Includes  categories  II.  b,  c,  d,  e,  and  f of  the  Manchester  Classification  Scheme  (7).  CNS  = central  nervous  system. 

§ Expected  numbers  for  Hispanics  based  on  data  for  whites. 
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detailed  analyses  by  cancer  subtype, 
age,  sex,  and  racial/ethnic  group,  and 
does  not  allow  for  averaging  of  the 
normal  incidence  variations  over  time. 

The  incidence  of  racial/ethnic-spe- 
cific  cancer  among  Texas  children 
showed  similarities  to  patterns  re- 
ported elsewhere  (1,2,12,15);  how- 
ever, some  differences  were  notable.  In 
contrast  to  prior  observations  (2,3,5), 
the  highest  rate  of  neuroblastomas  was 
observed  among  African-American 
children.  The  incidence  was  approxi- 
mately two-  and  three-fold  greater 
than  the  rate  for  Texas  Anglo  and  His- 
panic children,  respectively. 

In  this  study,  the  incidence  of  total 
leukemia  and  ANLL  was  highest  in 
Hispanic  children  compared  with 
other  Texas  children,  and  a statistically 
significant  excess  of  ANLL  was  evident 
in  Hispanic  females  compared  with 


SEER  whites.  An  earlier  study  of 
childhood  and  adolescent  cancer  in 
one  Texas  region  (15)  also  reported 
significant  excesses  of  leukemia  in  His- 
panic females  compared  with  US 
whites;  however,  specific  leukemia 
subtypes  were  not  examined.  In  con- 
trast, other  reports  have  demonstrated 
lower  or  comparable  leukemia  rates  for 
New  Mexican  Hispanics  (12)  and  for 
Puerto  Rican  children  (1,5)  compared 
with  US  whites.  Risk  factors  for  child- 
hood ANLL  are  not  well  understood; 
however,  individual  exposures  to  radi- 
ation (16),  pesticides  and  petroleum 
products  (17),  and  parental  exposures 
to  pesticides,  solvents  and  petroleum 
products,  paints  and  pigments,  metal 
dusts  (17),  and  marijuana  (18)  have 
been  associated  with  increased  inci- 
dence. Why  the  excess  is  limited  to  fe- 
males is  not  known.  Further  study  of 


the  incidence  of  leukemia,  particularly 
ANLL,  among  Texas  Anglo  and  His- 
panic children  is  warranted. 

This  study  provides  a comprehen- 
sive look  at  cancer  in  Texas  children 
and  adolescents  for  1990.  Incidence 
data  for  Texas  provide  additional  in- 
sight into  the  descriptive  nature  of 
childhood  and  adolescent  cancers 
among  different  racial/ethnic  groups, 
including  Mexican-Americans.  These 
data  serve  also  as  a foundation  for 
evaluating  temporal  trends  and  for 
testing  etiologic  hypotheses.  Contin- 
ued reporting  of  childhood  and  ado- 
lescent cancers  to  the  TCR  for  1991 
and  subsequent  years  will  provide 
more  timely  information  and  allow 
for  more  in-depth  study.  As  the  num- 
ber of  cases  accumulates,  the  statistical 
significance  of  the  observed  differ- 
ences may  be  enhanced. 


TEXAS  IS  FORTUNATE  TO  HAVE  14  MAJOR  PEDIATRIC  ONCOLOGY  CENTERS  that  collab- 
orated in  this  project.  These  centers  are  distributed  geographically  throughout  the  state  and  have  specialists  in 
pediatric  oncology  to  provide  state-of-the-art  therapy  to  children  and  adolescents  with  cancer.  The  centers  par- 
ticipate in  National  Cancer  Institute-supported  therapeutic  trials.  Specialized  centers  provide  children  and  adolescents 
the  attention  necessary  for  emotional  and  intellectual  growth  and  development  throughout  their  cancer  therapy. 

• Baylor  Pediatric  Hematology/Oncology  Section  at  Texas  Children’s  Hospital,  Houston 
• Brackenridge  Children’s  Hospital,  Pediatric  Hematology/Oncology,  Austin 
• Children’s  Cancer  Research  and  Treatment  Center,  San  Antonio 

• Cook-Fort  Worth  Children’s  Medical  Center,  Department  of  Pediatric  Hematology/Oncology,  Fort  Worth 
• Driscoll  Children’s  Hospital,  Pediatric  Oncology  Program,  Corpus  Christi 
• Hodges  Cancer  Center  (Methodist  Hospital),  Lubbock 

• Scott  & White  Clinic/Texas  A&M  Health  Science  Center,  Pediatric  Hematology/Oncology  Division,  Temple 
• Southwest  Texas  Methodist  Hospital,  San  Antonio 

• Texas  Tech  University  Health  Sciences  Center,  Department  of  Pediatrics,  Amarillo 

• Texas  Tech  University  Health  Sciences  Center,  Department  of  Pediatrics,  El  Paso 

• Texas  Tech  University  Health  Sciences  Center,  Department  of  Pediatrics,  Lubbock 

• The  University  of  Texas  M.D.  Anderson  Cancer  Center,  Department  of  Pediatrics,  Houston 

• The  University  of  Texas  Medical  Branch  at  Galveston,  Division  of  Pediatric  Hematology/Oncology,  Galveston 
• The  University  of  Texas  Southwestern  Medical  Center  at  Dallas,  Department  of  Pediatric  Hematology/Oncol- 
ogy, Dallas 
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WITH  THE  CURRENT 
fixation  on  rising  health- 
care expenses,  outcomes 
research  has  been  heralded  as  a proac- 
tive way  to  assess  the  effectiveness  of 
medical  treatment  and  its  price  tag. 
The  principle  of  outcomes  is  to  iden- 
tify ways  to  maximize  quality  while 
minimizing  costs.  In  this  process,  a 
standardized  set  of  accepted  measures 
of  outcomes  or  quality  indicators  is 
used  to  determine  the  most  effective 
treatment  for  a particular  condition. 
Costs  can,  therefore,  be  reduced  by  fo- 
cusing only  on  treatment  with  the 
highest  efficacy. 

Employers  and  purchasing  coali- 
tions will  be  turning  to  outcomes  as  a 
means  to  select  health-care  plans  that 
are  cost-effective  and  offer  high  qual- 
ity of  health  care  for  their  employees. 
Managed  care  organizations,  physi- 
cians, and  hospitals  will  be  turning  to 
outcomes  as  a means  to  evaluate  the 
quality  and  cost-effectiveness  of  their 
care.  States  will  be  turning  to  out- 
comes as  a means  to  assess  provider 
quality  and  accountability.  Patients 
will  be  turning  to  outcomes  as  a 
means  to  select  their  physician  and  to 
shop  for  the  best  insurance  plan. 

Where  do  physicians  fit  into  this 
process?  What  role  do  we  play  with 
this  increasingly  popular  trend?  Out- 
comes research  can  be  a threatening 
prospect.  At  the  same  time,  outcomes 
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with  demonstrated  validity  and  relia- 
bility can  be  a beneficial  tool  in  evalu- 
ating the  effectiveness  of  standardized 
patterns  of  practice  and  their  impact 
on  patients’  overall  well-being.  Out- 
comes can  result  in  the  development 
of  guidelines  for  the  delivery  of  the 
best  medical  treatment. 

Yet  outcomes  research  has  some 
limitations  that  need  to  be  worked 
through.  Only  a few  medical  proce- 
dures have  been  tested  vigorously,  and 
not  enough  is  known  about  how  to 
truly  assess  quality  of  care.  Further,  an 
acceptable  mechanism  is  needed  to 
control  for  variables  such  as  severity  of 
illness,  patient  selection  bias,  compli- 
cating existing  conditions,  and  vary- 
ing needs  of  different  patient 
populations.  Critics  point  out  also 
that  outcomes  research  uses  vague, 
ambiguous  standards  and  that  it  may 
possibly  add  to  health-care  costs  by 
adding  new  services  or  decrease  the 
standard  of  care  if  used  inappropri- 
ately merely  to  contain  costs.  Cer- 
tainly, standards  and  measures  need  to 
address  these  important  factors  and 
reflect  current  medical  knowledge  and 
available  technologies. 

Among  all  the  merits  and  criti- 
cisms, one  thing  is  for  certain:  Out- 
comes research  is  here  to  stay.  Even  its 
most  severe  critics  support  the  con- 
cept of  evaluating  medical  care  within 
the  clinical  practice.  The  interest  in 
outcomes  has  resulted  in  an  entire  in- 
dustry of  consultants  to  help 
providers,  payers,  and  employers  iden- 
tify acceptable  standards  of  quality, 
cost-effective  care. 

Physicians  need  to  be  leaders  in 
guiding  and  educating  organizations 
to  choose  fair  and  accurate  measures  to 
assess  quality  of  health  care.  If  physi- 
cians do  not  play  a role  in  identifying 
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appropriate  outcome  parameters, 
other  players  will,  and  the  parameters 
selected  may  not  be  based  on  sound 
science  and  medicine.  Outcomes  re- 
search needs  to  address  and  reflect  the 
wide  variety  of  factors  and  influences 
affecting  the  outcomes  of  a physician’s 
patient  population,  and  data  collection 
must  not  result  in  undue  administra- 
tive burden.  Finally,  physician  involve- 
ment is  essential  to  ensure  that  the 
quest  for  cost-effective  care  does  not 
negate  the  quest  for  quality  care. 

Although  outcomes  can  benefit 
many,  the  ultimate  benefit  must  lie  with 
the  health  of  the  patient.  Physicians 
can,  and  should,  play  a role  in  identify- 
ing standardized  practices  and  parame- 
ters desirable  and  acceptable  to  all. 

This  paper  attempts  to  provide  an 
understanding  of  outcomes  research 
by  addressing  some  common  ques- 
tions: What  is  outcomes  research? 
What  is  its  history?  What  is  its  future? 
What  role  should  physicians  play  in 
this  process?  What  about  the  role  and 
position  of  the  Texas  Medical  Associa- 
tion (TMA)  and  the  American  Med- 
ical Association  (AMA)? 

Introduction 

As  Arnold  Reiman,  MD,  has  written 
in  The  New  England  Journal  of  Medi- 
cine (1),  the  health-care  system  is  mov- 
ing out  of  an  era  of  cost  containment 
and  into  one  of  assessment  and  ac- 
countability. Attention  has  shifted  to 
how  medical  decisions  are  made.  As 
part  of  this  shift,  health  outcomes  have 
become  the  subject  of  intensive  study 
in  the  pursuit  of  ways  to  maximize 
quality  and  access  while  minimizing 
costs  in  the  health  system.  Measure- 
ment of  outcomes  linked  with  the  de- 
velopment of  clinical  practice 
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guidelines  promises  to  maintain  or  im- 
prove quality  of  care  while  achieving 
cost  control  by  limiting  spending  to 
treatments  that  offer  best  expectations 
based  on  scientific  evaluation. 

While  the  assertions  about  control- 
ling costs  and  maintaining  quality  re- 
main controversial,  outcomes  research 
and  guidelines  development  are  al- 
ready influencing  the  delivery  of 
health  care.  Payers  have  pressed  for 
practice  guidelines,  incorporating 
whatever  outcomes  data  may  be  avail- 
able or  relying  on  expert  opinion  and 
medical  literature  reviews.  Already 
hundreds  of  practice  guidelines  are 
available,  and  a number  of  major  stud- 
ies of  outcomes  are  under  way.  Hospi- 
tals and  employers  are  forging 
cost/quality  partnerships  as  corporate 
payers  push  forward  hospital-compari- 
son and  other  assessment  programs. 
Many  physicians  and  physician  groups 
have  been  involved  also  in  developing 
guidelines  and  in  outcomes  research. 

TheTMA  Organized  Medical  Staff 
Section’s  Subcommittee  on  Practice 
Parameters’  white  paper,  ‘'Practice  Pa- 
rameters: A Primer,”  (2)  provides  def- 
initions and  an  overview  of  activities 
in  development  of  clinical  guidelines 
and  makes  policy  recommendations. 
Similarly,  this  paper  seeks  to  provide 
definitions  and  a brief  overview  of  ac- 
tivities in  outcomes  research,  to  out- 
line policy  recommendations,  and  to 
cite  resources  for  further  study. 

Defining  outcomes 

RESEARCH  AND  MANAGEMENT 

The  current  outcomes  movement 
began  20  years  ago  when  Avedis  Don- 
abedian,  MD,  suggested  that  mea- 
surement of  patient  outcomes  was 
essential  to  measurement  of  quality  in 
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a health-care  system.  Research  in  the 
field  of  outcomes  studies  began  in 
earnest  in  the  early  1980s  as  social  sci- 
entists began  asking  patients  about 
their  health  status  following  episodes 
of  medical  care  (3). 

Then,  in  1988,  Paul  Ellwood, 
MD,  delivered  the  Shattuck  Lecture 
before  the  Massachusetts  Medical  So- 
ciety, where  he  first  proposed  the 
label,  “outcomes  management.”  He 
defined  outcomes  management  as  a 
technology  of  patient  experience  de- 
signed to  help  patients,  payers,  and 
providers  make  rational  medical  care- 
related  choices  based  on  better  insight 
into  the  effect  of  these  choices  on  the 
patient’s  life  (4). 

In  his  lecture,  Dr  Ellwood  called 
for  a “central  nervous  system”  to  help 
cope  with  complexities  of  modern 
medicine,  citing  the  inability  to  “mea- 
sure and  understand  the  effect  of  the 
choices  of  patients,  payers,  and  physi- 
cians on  the  patient’s  aspirations  for  a 
better  quality  ol  life”  as  a major  prob- 
lem in  health  care. 

According  to  Dr  Ellwood,  out- 
comes management  consists  of  a com- 
mon patient-understood  language  of 
health  outcomes;  a national  database 
containing  information  and  analysis 
on  clinical,  financial,  and  health  out- 
comes that  best  estimate  the  relation- 
ship between  medical  interventions 
and  health  outcomes,  as  well  as  the  re- 
lationship between  health  outcomes 
and  money;  and  an  opportunity  for  all 
decision-makers  to  have  access  to  the 
analyses  that  are  relevant  to  choices 
they  must  make.  The  centerpiece  is  the 
tracking  and  measurement  of  function 
and  well-being  or  quality  of  life. 

Outcomes  management  is  seen  as  a 
close  relative  of  clinical  trials,  consist- 
ing of  the  same  steps:  carefully  de- 
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signed  and  followed  protocol,  mea- 
surements of  results,  data  pooling, 
analysis,  and  dissemination.  However, 
outcomes  management  differs  from 
clinical  trials  in  several  ways  as  it  is  a 
routine  part  of  medical  care  and  is 
subjected  constantly  to  modification 
based  on  results  of  analysis  and  feed- 
back. The  process  also  takes  resource 
use  into  consideration. 

However,  terms  like  “outcomes 
management”  and  “outcomes  re- 
search" have  been  interpreted  widely. 
Disagreements  over  terminology  and 
procedures  among  the  outcomes  re- 
searchers stem  in  part  from  the  fact 
that  outcomes  measurement  is  not  yet 
an  exact  science.  How  measurements 
are  going  to  be  used,  their  frequency, 
and  mechanisms  for  reporting  are 
being  debated.  To  develop  valid  and 
reliable  parameters  that  reflect  all  the 
variables  of  patient  care  such  as  sever- 
ity of  illness  and  complicating  existing 
conditions  is  difficult.  Concern  sur- 
rounds the  risk  that  imperfect  data 
will  be  portrayed  inappropriately  as 
perfect  data  by  other  players.  Cer- 
tainly, the  tools  for  outcomes  mea- 
surement are  still  being  developed  and 
refined.  Defining  which  outcomes 
data  are  meaningful  indicators  of 
quality  of  care  is  still  in  progress. 

The  Medical  Outcomes  and  Guide- 
lines Sourcebook  (5),  a compendium 
of  more  than  23  major  outcomes  stud- 
ies projects,  defines  health  outcomes  as 
“outcomes  that  patients  can  experience 
(physically  and  mentally)  and  care 
about.  They  relate  to  the  length  and 
quality  of  life,  including  death,  func- 
tional disability,  appearance,  pain,  anx- 
iety, reassurance,  and  peace  of  mind. 
Health  outcomes  include  the  benefits 
of  detecting  disease  when  it  is  present, 
the  false  security  associated  with  failing 


to  detect  disease  when  it  is  present,  the 
mislabeling  associated  with  detecting 
disease  when  it  is  really  absent.  Out- 
comes may  be  immediate  (such  as  in- 
convenience, discomfort,  and  acute 
adverse  effects),  or  delayed  (subsequent 
changes  in  physiological  or  functional 
status  that  would  not  have  occurred  in 
the  absence  of  the  intervention).”  Out- 
comes and  effectiveness  research  is 
“medical  or  health  services  research 
that  attempts  to  identify  the  clinical 
outcomes  (including  morbidity,  mor- 
tality, and  functional  status)  of  the  de- 
livery of  health  care.” 

Another  movement  seeking  to  im- 
prove the  efficiency  of  health  care  is 
continuous  quality  improvement. 
This  is  an  approach  to  quality  man- 
agement that  builds  upon  traditional 
quality  assurance  methods  by  empha- 
sizing the  organization  and  systems 
(rather  than  individuals),  the  need  for 
objective  data  with  which  to  analyze 
and  improve  processes,  and  the  ideal 
that  systems  and  performance  can  al- 
ways improve  even  when  high  stan- 
dards appear  to  have  been  met.  Total 
quality  management  adds  patient  sat- 
isfaction to  this  equation  (5). 

The  approach  of  continuous  qual- 
ity improvement  differs  from  out- 
comes management  in  several  key 
ways.  The  principal  focus  is  on 
processes  of  care,  and  its  time  frame  is 
days,  weeks,  or  months.  Outcomes 
management’s  principal  focus  is  pa- 
tient-reported outcomes,  and  months, 
years,  or  decades  may  be  involved. 
The  analogy  of  a compass  (outcomes 
management)  and  rudder  (continuous 
quality  improvement)  has  been  used 
to  explain  the  distinctions.  Outcomes 
management  points  to  a system  goal 
while  continuous  quality  improve- 
ment is  the  guide  to  arriving  there  (6). 


Background  on  outcomes 

RESEARCH 

Retrospective  analyses 
Retrospective  analyses  made  on  clini- 
cal records,  such  as  patient  or  hospital 
records,  tumor  registries,  and  claims 
databases  derived  from  providers 
claims  to  third-party  payers,  are  used 
in  outcomes  research. 

In  1989,  Congress  created  the 
Agency  for  Health  Care  Policy  Re- 
search largely  to  conduct  outcome 
studies  in  the  belief  that  retrospective 
analysis  of  clinical  records  or  concur- 
rent tracking  of  clinical  practice 
would  be  a cheaper,  faster  route  than 
clinical  trials  to  evaluating  clinical 
techniques.  Centralized  electronic 
databases  including  records  of  mil- 
lions of  patients  could  be  “mined”  for 
information  on  which  medical  inter- 
ventions produced  the  best  outcomes. 

Critics  of  this  approach  point  out 
that  the  data  used  to  do  the  analyses 
are  flawed  by  hidden  biases.  Re- 
searchers cannot  correct  for  the  subtle 
reasons  physicians  choose  one  treat- 
ment over  another  for  a particular  pa- 
tient. In  addition,  data  collected  for  a 
different  purpose,  ie,  payments,  can 
distort  results  (7). 

The  Agency  for  Health  Care  Policy 
Research  supports  outcomes  studies 
through  grant  programs  that  provide 
millions  of  dollars  in  funding  for  re- 
search conducted  through  hospitals, 
universities,  and  other  institutions. 
Recently,  this  agency  announced  grant 
opportunities  for  the  Medical  Treat- 
ment Effectiveness  Program  empha- 
sizing three  areas:  determining  which 
clinical  interventions  are  most  effec- 
tive, cost-effective,  and  appropriate; 
developing  methods  and  data  to  ad- 
vance effectiveness  research;  and  dis- 
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seminating  and  evaluating  the  impact 
of  research  findings  on  clinical  prac- 
tice and  outcomes  (8). 

Medicare  peer  review  organization 
officials  have  been  pilot  testing  a 3- 
year  project  dubbed  DEMPAQ  (De- 
velop and  Evaluate  Methods  to 
Promote  Ambulatory  Care  Quality) 
that  uses  claims  data  and  minimal 
records  reviews  to  give  a perspective  of 
overall  care  provided  by  230  physi- 
cians in  three  states  who  volunteered 
for  the  project.  Physicians  were  rated 
on  how  well  they  monitored  patients 
with  six  chronic  conditions.  They 
were  evaluated  also  on  diagnostic  abil- 
ity, response  to  abnormal  test  findings, 
performance  of  certain  procedures, 
provision  of  preventive  services,  and 
prescribing  and  monitoring  drugs. 
Officials  of  the  AMA  have  cautiously 
approved  the  approach  as  being  con- 
sistent with  calls  for  nondisruptive  of- 
fice review  based  on  medically  sound 
measures  and  on  peer  review. 

According  to  Stephen  F.  Jencks, 
MD,  chief  clinical  adviser  for  the  fed- 
eral government’s  Health  Standards 
and  Quality  Bureau,  DEMPAQ  could 
ultimately  provide  the  basis  for  re- 
viewing health  plans  as  well  as  physi- 
cians’ offices  (9). 

Administrative  databases  represent 
a major  information  source  and  are 
now  used  widely  for  quality  assess- 
ment and  medical  effectiveness  re- 
search. The  proper  role  of 
administrative  data  in  assessing  out- 
comes continues  to  be  controversial. 
Concerns  exist  that  data  are  inaccurate 
and  lack  significant  physiologic  vari- 
ables (10).  When  discharge  abstracts 
of  Medicare-aged  patients  in  Califor- 
nia were  audited  by  the  state’s  health 
data  agency,  many  errors  were  found 
among  coded  risk  factors  used  to  cal- 
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culate  expected  death  rates.  Comor- 
bidities and  transfers  from  nursing 
homes  were  seriously  underreported, 
and  “urgency  of  admission”  was  often 
miscoded  (11).  When  researchers  at 
Duke  University  Medical  Center  set 
out  to  determine  the  suitability  of  in- 
surance claims  information  for  use  in 
clinical  outcomes  research  in  ischemic 
heart  disease,  they  found  that  claims 
data  failed  to  identify  more  than  one 
half  of  the  patients  with  prognostically 
important  conditions  (12). 

Critical  pathways,  otherwise 
known  as  clinical  pathways,  also  in- 
volve retrospective  analysis.  These  are 
clinical  management  tools  that  pro- 
vide a visualization  of  the  patient-care 
process.  The  sequential  actions  of  staff 
and  responses  of  patients  to  those  ac- 
tions are  “transformed”  over  time  into 
desired  patient-centered  outcomes 
(13).  Continuous  quality  improve- 
ment has  influenced  strongly  the  de- 
velopment of  critical  pathways,  which 
are  seen  by  some  as  continuous  qual- 
ity improvement  applied  to  the  clini- 
cal setting  (14). 

Performance  indicators 
Evaluating  performance  indicators  is 
another  method  used  in  outcomes  re- 
search. Performance  indicators  serve 
as  measures  of  past  performance  or  as 
“biopsies”  of  processes  of  care  in  areas 
of  health  maintenance,  disease  pre- 
vention, disease  treatment,  and  meet- 
ing patient  expectations  (15).  The 
percentage  of  women,  aged  50  to  65 
years,  who  received  mammograms  an- 
nually, rates  of  hospital-acquired  in- 
fections, and  number  of  patients  kept 
in  the  emergency  department  more 
than  6 hours  are  examples  of  perfor- 
mance measures.  Indicators  them- 
selves are  not  direct  measures  of 
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quality  of  care  or  outcomes  but  act  as 
flags  to  identify  areas  in  the  medical 
process  that  warrant  closer  attention 
(16).  They  are  used  also  as  a method 
to  assess  clinical  status  (15). 

The  Agenda  for  Change  of  the  Joint 
Commission  on  Accreditation  of 
Healthcare  Organizations  is  developing 
a national  database  of  hospital  quality- 
of-care  indicators  to  be  used  to  study 
and  improve  hospital  care.  This  data- 
base would  direct  hospitals  to  problem 
areas  without  determining  cause  or  dic- 
tating course  of  action.  Continuously 
updated  numerical  indicators  could, 
however,  be  used  to  establish  accept- 
able ranges  for  performance  (17). 

The  National  Committee  for  Qual- 
ity Assurance,  an  independent  HMO 
accrediting  body  based  in  Washington, 
DC,  also  is  involved  in  developing  qual- 
ity and  performance  standards.  In  No- 
vember 1993,  the  committee  released 
“The  Health  Plan  Employer  Data  and 
Information  Set  Version  2.0”  (HEDIS 
2.0),  a second  edition  of  a core  set  of 
health-plan  performance  measures  cov- 
ering quality,  access,  patient  satisfaction, 
membership,  utilization,  and  finance. 
These  measures  were  defined  by  a com- 
bined group  of  employers  (eg,  Xerox 
and  GTE)  and  health-plan  representa- 
tives (eg,  Harvard  Community  Health 
Plan  and  Kaiser  Permanente)  in  an  ef- 
fort to  reach  a consensus  on  what  infor- 
mation should  be  documented  and 
reported  (18). 

Indicators  of  quality  evaluated  fall 
within  the  areas  of  preventive  medicine 
(childhood  immunization,  cholesterol 
screening,  mammography  screening, 
cervical  cancer),  prenatal  care  (low 
birth  weight,  prenatal  care  in  first 
trimester),  acute  and  chronic  condi- 
tions (asthma  inpatient  admission  rate, 
diabetic  retinal  examination,  treatment 

TEXAS  MEDICINE  ★ JULY  1 996 


for  acute  myocardial  infarction),  and 
mental  health  (ambulatory  follow-up 
after  hospitalization  for  major  affective 
disorders,  substance-abuse  readmis- 
sions). Chart  review  and  administrative 
data  are  the  two  measurement  strate- 
gies used  to  assess  each  indicator. 

To  quantify  access  and  patient  satis- 
faction, HEDIS  measures  include  per- 
centages of  members  aged  23  to  39 
years  and  40  to  64  years  with  a plan  visit 
in  the  previous  3 years,  number  and 
percentage  of  primary  care  physicians 
accepting  new  patients,  and  percentage 
of  members  who  indicate  satisfaction 
with  the  plan.  The  HEDIS  2.0  program 
contains  a member  survey  that  incorpo- 
rates questions  from  the  SF-36  Health 
Status  Questionnaire,  a tool  by  which 
patients  evaluate  their  own  health  status 
(19).  This  tool  is  described  more  fully 
below  in  the  discussion  about  the 
Health  Outcome  Institute’s  Outcomes 
Management  System. 

The  HEDIS  2.0  program  is  designed 
to  enable  health  plans  and  employers  to 
compare  health-plan  performance  and  is 
an  effort  to  systematize  the  performance 
measurement  process.  This  program  is 
undergoing  a 2-year  pilot  test  by  21 
large  US  employers  and  managed  care 
organizations  to  devise  comparable  per- 
formance measures  (20).  The  HEDIS 
developers  acknowledge  that  the  process 
for  improving  the  program  is  far  from 
over,  that  the  measures  used  are  very 
limited,  and  that  this  is  a fundamental 
fault.  Critics  point  out  that  HEDIS  cri- 
teria often  are  used  for  purposes  other 
than  their  original  intent.  The  next  ver- 
sion, HEDIS  3.0,  slated  for  release  in 
1996,  is  supposed  to  include  a wider  se- 
lection of  performance  measures,  and 
the  development  of  functional  status, 
risk  adjustment,  and  central  data  bank 
accessible  to  health  plans  and  employers. 


Outcomes  management 
Outcomes  management  goes  beyond 
reviewing  claims  data  or  focusing  on 
performance  indicators.  As  indicated 
earlier,  outcomes  management  seeks  to 
evaluate  a patient’s  quality  of  life,  in- 
cluding physiological  health,  func- 
tional status,  socioeconomic  status,  and 
environmental  factors.  Functional  sta- 
tus is  defined  as  the  performance  of,  or 
the  capacity  to  perform,  various  activi- 
ties normal  for  people  in  good  health. 
The  term  refers  to  all  measures  of  func- 
tioning regardless  of  whether  they  refer 
to  personal  or  role  activities  (5). 

Components  of  functional  status 
include  physical  functioning,  mental 
or  psychological  status,  social  and  role 
functioning,  general  health  percep- 
tions, symptom  perceptions,  and  sex- 
ual functioning.  A number  of  both 
generic  and  disease-specific  measures 
of  function  have  been  developed  into 
questionnaires.  Generic  measures  have 
wide  applications  across  different  so- 
cioeconomic groups  and  populations 
with  chronic  diseases.  Disease-specific 
measures  have  been  developed  and 
tested  on  targeted  populations  with  a 
chronic  illness  or  particular  clinical 
problem.  The  standards  for  outcomes 
assessments  using  questionnaires  have 
a history  of  rigorous  scientific  devel- 
opment and  use  (21). 

InterStudy  developed  an  initiative 
for  major  outcomes  studies  that  com- 
bines generic  and  disease-specific.  A 
think  tank  that  pioneered  outcomes  re- 
search under  the  direction  of  Paul  Ell- 
wood,  MD,  InterStudy  began  to 
develop  the  Outcomes  Management 
System  in  the  late  1980s.  The  Health 
Outcomes  Institute,  a nonprofit  organi- 
zation established  in  January  1993,  has 
assumed  InterStudy’s  role  in  working 
with  researchers,  clinicians,  professional 


organizations,  and  government  agencies 
to  develop  and  disseminate  the  Out- 
comes Management  System.  According 
to  the  Institute  (22),  its  goals  are  to 
build  consensus  among  physicians, 
managers,  and  scientists  around  a stan- 
dard set  of  data  collection  tools  and  an- 
alytic techniques  for  measuring  the 
effectiveness  and  improving  the  quality 
of  health-care  services,  to  support  vali- 
dation of  tools  and  techniques,  to  foster 
broad  scale  use  of  the  tools,  and  to  pro- 
mote establishment  of  data  repositories 
to  support  instrument  development  and 
clinical  and  management  applications. 
The  Outcomes  Management  System  is 
intended  to  create  an  ongoing  empirical 
study  of  routine  medical  care  by  provid- 
ing a mechanism  for  systematically  as- 
sessing, tracking,  and  analyzing  health 
outcomes  important  to  patients. 

The  Outcomes  Management  Sys- 
tem organizes  outcomes  along  these 
seven  dimensions:  clinical  (the  tradi- 
tional measures  used  by  physicians, 
eg,  blood  pressure),  death  (mortality 
from  all  causes),  disease  (chronic  dis- 
eases and  conditions  likely  to  affect 
function),  functional  status  (measures 
of  what  patients  can  actually  do,  eg, 
climbing  stairs),  well-being  (patients’ 
pain,  emotional,  and  mental  states), 
satisfaction  (patients’  evaluation  of 
and  various  features  of  care),  and  cost 
(actual  costs  rather  than  charges). 

In  the  Outcomes  Management  Sys- 
tem, data  are  collected  using  a series  of 
questionnaires  and  protocols  known  as 
“TyPE”  (Technology  of  Patient  Expe- 
rience) specifications.  The  system  of 
TyPEs  includes  two  categories  of  in- 
struments. The  first  category  consists 
of  general-use  surveys  and  protocols 
for  the  collection  of  core  data  to  de- 
scribe patients’  functional  status,  de- 
mographic characteristics,  treatment 
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setting,  lifestyle,  comorbidity,  satisfac- 
tion with  services,  and  insurance  cov- 
erage. The  principal  general-use 
instrument  is  the  Health  Status  Ques- 
tionnaire 2.0,  used  to  measure  overall 
functional  status,  well-being,  and  gen- 
eral health  perception  in  adults  (Ap- 
pendix A).  This  questionnaire  is 
adapted  from  the  SF-36  (short  form, 
36  questions)  Health  Status  Survey  1.0 
derived  from  the  RAND  Health  Insur- 
ance Experiment  and  the  Medical 
Outcomes  Study  and  from  the  Diag- 
nostic Interview  Schedule.  The  Med- 
ical Outcomes  Study  (23),  a 2-year 
observational  study  designed  to  help 
understand  how  specific  components 
of  the  health-care  system  affect  the 
outcomes  of  care,  established  the  value 
of  a general,  short  health  survey  in  var- 
ious practice  settings  for  a range  of 
chronic  illnesses  (24). 

The  second  category  of  instru- 
ments is  condition-specific,  defining  a 
minimum  set  of  data  that  must  be  col- 
lected to  allow  the  description  and 
comparison  of  diagnoses,  therapies, 
and  clinical  outcomes  for  individual 
patients.  These  condition-specific 
measures  establish  basic  clinical  and 
therapeutic  data  to  be  collected  on  pa- 
tients before,  during,  and  after  treat- 
ment. They  include  patient-provided 
quality  of  life  and  functional  status 
measures  uniquely  relevant  to  the  con- 
dition being  assessed.  These  instru- 
ments are  the  clinical  analog  of  the 
Health  Status  Questionnaire,  com- 
pleted by  the  physician  in  consulta- 
tion with  the  patient.  At  present,  there 
are  TyPE  questionnaires  for  18  differ- 
ent medical  conditions,  and  a number 
of  medical  condition  questionnaires 
are  under  development  (Appendix  B). 

Through  the  Health  Outcomes  In- 
stitute, a national  repository  is  available 
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for  pooling  of  data  from  all  providers 
and  a cadre  of  physicians  and  health 
outcomes  managers  working  in 
provider  and  payer  organizations  to  an- 
alyze the  data,  recommend  policy 
changes,  and  inform  colleagues.  The 
Outcomes  Management  System  is 
being  used  by  multispecialty  group 
practices,  single-specialty  groups,  hos- 
pitals, insurance  companies,  and  man- 
aged health-care  organizations.  All 
TyPEs  and  documentation  are  in  the 
public  domain  and  can  be  obtained 
through  the  Health  Outcomes  Institute 
lor  nominal  printing  and  postage  costs. 

The  American  Group  Practice  Asso- 
ciation (AG PA)  is  the  largest  single  user 
of  the  Outcomes  Management  System. 
In  1989,  a consortium  of  six  large 
member  clinics  (Henry  Ford  Medical 
Group  in  Detroit;  the  Cleveland  Clinic; 
Eugene  Clinic  in  Oregon;  Scott  & 
White  Clinic  in  Temple,  Tex;  Virginia 
Mason  Medical  Center  in  Seattle;  and 
Park  Nicollet  Medical  Center  in  Min- 
neapolis) convened  to  decide  how  to 
use  the  Outcomes  Management  System 
to  pool  data.  The  AGPA  collected  data 
initially  on  hip  replacement  for  dissem- 
ination to  physicians  doing  the  proce- 
dure at  each  of  the  centers.  The 
consortium  used  InterStudy’s  data  col- 
lection instruments  and  was  influential 
in  modifying  them  for  use  in  routine 
medical  practice.  The  AGPA  has 
launched  a second  consortium  of  ap- 
proximately 40  clinics  to  track  patients 
undergoing  hip  replacement.  Other 
consortiums  track  treatment  for 
asthma,  cataracts,  diabetes,  and  low 
back  pain.  As  part  of  its  mission,  AGPA 
will  continue  to  assist  groups  in  identi- 
fying and  adopting  ways  to  systemati- 
cally measure,  improve,  and  manage 
the  quality  of  their  medical  care  and 
services  (25).  Through  its  Health  Care 
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Delivery  and  Quality  Improvement 
Department,  TMA  has  concluded  its  6- 
month  outcomes  measurement  pilot 
project.  The  study,  which  was  con- 
ducted through  the  AGPA’s  outcomes 
research  program,  allowed  participants 
to  measure  the  clinical  and  functional 
health  status  of  patients  with  one  of  six 
conditions:  diabetes,  asthma,  cataracts, 
low  back  pain,  and  total  knee  or  hip 
disorders.  Participants  also  collected 
data  on  patients’  general  health  status. 
Ten  physician  practices,  encompassing 
43  physicians,  participated  in  the  pilot 
project.  Technical  assistance  and  grant 
funding  were  provided  by  the  Texas 
Medical  Foundation.  In  addition,  the 
TMA  Library  has  AGPA  videos  and 
training  workbooks  available  for  review. 

Texas  Medical  Association  has 
been  active  also  in  monitoring  out- 
comes research  activities  and  influenc- 
ing policy.  At  the  1993  Interim 
Meeting  of  the  AMA,  the  Texas  Dele- 
gation introduced  Resolution  716 
urging  AMA  to  take  a leadership  role 
in  the  development,  evaluation,  and 
dissemination  of  outcome  studies,  to 
provide  guidelines  for  development 
and  evaluation  of  outcome  studies, 
and  to  assist  state  medical  societies  in- 
volved in  evaluating  outcome  studies. 
Resolution  716  was  referred  for  fur- 
ther study  and  later  rejected  in  lieu  of 
adoption  of  Report  35-A-94  of  the 
AMA  Board  of  Trustees. 

This  report  sets  out  nine  principles 
to  guide  the  development  and  evalua- 
tion of  quality  and  performance  stan- 
dards and  measures  under  federal  and 
state  health-system  reform  efforts 
(AMA  defines  standards  as  generally 
prospective,  in  that  they  are  predictors 
of  future  performance;  measures,  as 
generally  retrospective,  in  that  they 
are  indicators  of  past  performance). 
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According  to  the  report,  these  princi- 
ples will  provide  an  appropriate  “start- 
ing point”  from  which  more  definitive 
guidelines  on  quality  management 
can  be  developed: 

• Standards  and  measures  shall  have 
demonstrated  validity  and  reliability. 

• Standards  and  measures  shall  reflect 
current  professional  knowledge  and 
available  medical  technologies. 

• Standards  and  measures  shall  be 
linked  to  health  outcomes  and/or 
access  to  care. 

• Standards  and  measures  shall  rep- 
resent the  range  of  health-care  ser- 
vices commonly  provided  by  those 
being  measured. 

• Standards  and  measures  shall  rec- 
ognize the  informational  needs  of 
patients  and  physicians. 

• Standards  and  measures  shall  rec- 
ognize variations  in  the  local  and 
regional  health-care  needs  of  differ- 
ent patient  populations. 

• Standards  and  measures  shall  recog- 
nize the  importance  and  implications 
of  patient  choice  and  preference. 

• Standards  and  measures  shall  rec- 
ognize and  adjust  for  factors  that 
are  not  within  the  direct  control  of 
those  being  measured. 

• Data  collection  needs  related  to 
standards  and  measures  shall  not 
result  in  undue  administrative  bur- 
den for  those  being  measured. 

American  Medical  Association  also 
has  policy  on  outcomes  research  (Pol- 
icy 450.973),  physician  profiling  (Pol- 
icy 160.957),  and  the  collection,  use, 
and  release  of  physician-specific 
health-care  data  (Policies  160.962  and 
160.958).  Policy  450.973  promotes 
outcomes  research  as  an  effective 
mechanism  to  improve  the  quality  of 


medical  care  and  urges  national  med- 
ical specialty  societies,  state  medical 
associations,  hospital  medical  staffs, 
and  individual  physicians  to  assist  the 
organizations  in  the  planning,  devel- 
opment, implementation,  and  evalua- 
tion of  outcomes  studies.  Policy 
450.973  further  calls  lor  organizations 
involved  in  outcomes  research  to  un- 
dertake the  following  functions: 

• to  ensure  accuracy  of  the  data  used 
in  outcomes  research; 

• to  include  relevant  physicians  and 
practicing  physicians  in  all  phases 
of  outcomes  research,  including 
the  planning,  development,  imple- 
mentation, and  evaluation  of  out- 
comes research; 

• to  provide  physician  organizations 
and  practicing  physicians  with  ade- 
quate opportunity  to  review  and 
comment  on  interpretations  of  the 
results  of  outcomes  research;  and 

• to  ensure  that  outcomes  research  is 
conducted  in  a manner  that  main- 
tains patient  and  physician  confi- 
dentiality. 

Outcomes  and  state 

GOVERNMENT 

A number  of  states  have  established 
state-mandated  health  data  commis- 
sions and  others  have  introduced  leg- 
islation for  that  purpose.  These 
commissions  are  a result  of  public  de- 
mands for  disclosure  of  comparative 
data  on  outcomes.  For  example,  Col- 
orado’s health  data  commission  was 
established  to  “act  as  a statewide 
health  data  clearinghouse  for  the  ac- 
quisition, compilation,  correlation, 
and  dissemination  of  data  from  health 
care  providers,  the  state  Medicaid  pro- 
gram, third  party  payers  and  other  ap- 


propriate sources  and  hospitals.”  Ac- 
cording to  the  law,  the  purpose  of  the 
commission  is  to  collect,  analyze,  and 
disseminate  data  on  health  care  for 
consumers,  purchasers,  providers,  and 
the  general  public,  to  encourage  com- 
petition and  informed  decisions,  and 
not  to  evaluate  or  make  recommenda- 
tions with  regard  to  any  single 
provider  or  group  of  providers.  Cali- 
fornia’s Health  Data  and  Advisory 
Council  Consolidation  Act  requires 
every  organization  that  operates,  con- 
ducts, or  maintains  a health  facility  to 
make  reports  containing  prescribed 
data  to  the  Office  of  Statewide  Health 
Planning  and  Development. 

Although  Texas  has  currently  no 
legislative  mandate  for  a health  data 
commission,  the  possibility  exists  that 
such  a commission  could  be  formed. 
The  Texas  House  Committee  on  Pub- 
lic Health  is  studying  the  potential  for 
legislation. 

Conclusion 

The  TMA  Council  on  Scientific  Af- 
fairs believes  that  the  principal  pur- 
pose for  evaluating  outcomes  should 
be  to  provide  physicians  information 
to  ensure  quality  of  care  for  patients. 

As  physicians  and  scientists,  we  must 
concern  ourselves  with  the  impact  of 
our  work  or  risk  the  loss  of  control  over 
the  science  of  medicine.  We  must  main- 
tain a leadership  role  in  the  develop- 
ment of  this  emerging  field  of  research 
and  must  be  vigilant  in  preventing 
abuses  of  outcomes  assessments. 

Recommendations 

The  TMA  Council  on  Scientific  Af- 
fairs suggests  the  following  recom- 
mendations for  outcomes  research: 
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1 . Support  the  American  Medical  As- 
sociation Policy  450.973  that  pro- 
motes outcomes  research  as  an 
effective  mechanism  to  improve 
the  quality  of  medical  care. 

2.  Support  the  nine  principles  for  de- 
veloping and  evaluating  quality 
and  performance  standards  and 
measures  as  outlined  in  the  Ameri- 
can Medical  Association  Board  of 
Trustees  Report  35-A-94. 

3.  Urge  that  development  of  practice 
guidelines  or  protocols  be  linked 
with  measurement  of  outcomes. 

4.  Urge  physicians  to  stay  abreast  of 
activities  in  outcomes  research. 

5.  Urge  TMA  to  take  an  active  role  in 
any  public  or  private  sector  efforts 
to  establish  a statewide  health  data 
commission  to  ensure  validity  and 
objectivity. 

6.  Urge  TMA  to  evaluate  and  consider 
participation  in  clinically  valid  out- 
comes measurement  programs. 

Resources  available 
through  Texas  Medical 
Association 

The  association,  in  partnership  with 
the  Texas  Medical  Foundation  (TMF) 
and  Texas  Osteopathic  Medical  Associ- 
ation (TOMA),  is  forming  a Texas 
Health  Quality  Institute.  The  institute 
is  envisioned  as  a central  information 
center  for  the  collection,  analysis,  and 
reporting  of  information  related  to 
quality  studies,  and  the  establishment 
of  other  quality-improvement  services 
to  help  physicians  enhance  and  effec- 
tively manage  patient  care. 

Physician  leaders  from  TMA,  TMF, 
TOMA,  state  specialty  societies,  and 
academic  institutions  will  convene  this 
month  to  outline  the  institute’s  goals 
and  expectations.  Initiatives  under 

67 


consideration  include  a patient  satis- 
faction data  collection  and  reporting 
service,  quality  improvement  pro- 
grams within  ambulatory  settings,  and 
a coordinated,  in-office  managed  care 
review  program. 

For  more  information  about  the 
Texas  Health  Quality  Institute,  please 
contact  TMA’s  health-care  delivery 
and  quality  improvement  department 
at  (800)  880-1300,  ext.  1403. 
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Appendix  A. 

Items  in  the  Health  Status  Questionnaire. 


Items 

Response  Categories 

1.  In  general,  would  you  say  your  health  is: 

excellent,  very  good,  good,  fair,  poor 

2.  Compared  to  one  year  ago,  how  would  you  rate  your  health  in 
general  now? 


much  better  now  than  one  year  ago 
somewhat  better  now  than  one  year  ago 
about  the  same 

somewhat  worse  now  than  one  year  ago 
much  worse  now  than  one  year  ago 


yes,  limited  a lot 
yes,  limited  a little 
no,  not  limited  at  all 

participating  in  strenuous  sports 

4.  Moderate  activities,  such  as  moving  a table,  pushing  a vacuum 
cleaner,  bowling,  or  playing  golf 

5.  Lifting  or  carrying  groceries 

6.  Climbing  several  flights  of  stairs 

7.  Climbing  one  flight  of  stairs 

8.  Bending,  kneeling,  or  stooping 

9.  Walking  more  than  a mile 

10.  Walking  several  blocks 

1 1 . Walking  one  block 

12.  Bathing  or  dressing  yourself 


The  following  items  are  about  activities  you  might  do  during  a typical 
day.  Does  your  health  now  limit  you  in  these  activities?  If  so,  how  much? 
3.  Vigorous  activities,  such  as  running,  lifting  heavy  objects, 


During  the  past  4 weeks,  have  you  had  any  of  the  following  problems  with  • yes 

your  work  or  other  daily  activities  as  a result  of  your  physical  health?  • no 

13-  Cut  down  the  amount  of  time  you  spent  on  work  or  other  activities 
14.  Accomplished  less  than  you  would  like 
15-  Were  limited  in  the  kind  of  work  or  other  activities 
16.  Had  difficulty  performing  the  work  or  other  activities  (for  example, 
it  took  extra  effort) 


During  the  past  4 weeks,  have  you  had  any  of  the  following  problems  • yes 

with  your  work  or  other  regular  daily  activities  as  a result  of  any  emo-  • no 

tional  problems  (such  as  feeling  depressed  or  anxious)? 

17.  Cut  down  the  amount  of  time  you  spent  on  work  or  other  activities 

18.  Accomplished  less  than  you  would  like 

19.  Didn’t  do  work  or  other  activities  as  carefully  as  usual 


20.  During  the  past  4 weeks,  to  what  extent  has  your  physical  health  or 

• not  at  all 

emotional  problems  interfered  with  your  normal  social  activities 

• slightly 

with  family,  friends,  neighbors,  or  groups? 

• moderately 

• quite  a bit 

• extremely 
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Appendix  A. 

Items  in  the  Health  Status  Questionnaire  (corn). 


Items 


Response  Categories 


21.  How  much  bodily  pain  have  you  had  during  the  past  4 weeks? 


• none  • moderate 

• very  mild  • severe 

• mild  • very  severe 


22.  During  the  past  4 weeks,  how  much  did  pain  interfere  with  your 
normal  work  (including  both  work  outside  the  home  and 
housework)? 


• not  at  all 

• a little  bit 

• moderately 


• quite  a bit 

• extremely 


all  of  the  time 
most  of  the  time 
a good  bit  of  the  time 
some  of  the  time 
a little  of  the  time 
none  of  the  time 

23.  Did  you  feel  full  of  pep? 

24.  Have  you  been  a very  nervous  person? 

25.  Have  you  felt  so  down  in  the  dumps  nothing  could  cheer  you  up? 

26.  Have  you  felt  calm  and  peaceful? 

27.  Did  you  have  a lot  of  energy? 

28.  Have  you  felt  downhearted  and  blue? 

29.  Did  you  feel  worn  out? 

30.  Have  you  been  a happy  person? 

31.  Did  you  feel  tired? 


These  questions  are  about  how  you  feel  and  how  things  have  been 
with  you  during  the  past  4 weeks.  For  each  question,  please  indicate 
the  one  answer  that  comes  closest  to  the  way  you  have  been  feeling. 

How  much  of  the  time  during  the  past  4 weeks... 


32.  During  the  past  4 weeks,  how  much  of  the  time  has  your  physi- 
cal health  or  emotional  problems  interfered  with  your  social  ac- 
tivities (like  visiting  with  friends,  close  relatives,  etc.)? 


• all  of  the  time  • a little  of  the  time 

• most  of  the  time  • none  of  the  time 

• some  of  the  time 


How  true  or  false  is  each  of  the  following  statements  for  you. 

33.  I seem  to  get  sick  a little  easier  than  other  people 

34.  I am  as  healthy  as  anybody  I know 

35.  I expect  my  health  to  get  worse 

36.  My  health  is  excellent 


• definitely  true 

• mostly  false 

• mostly  true 

• definitely  false 

• don’t  know 


37.  In  the  past  year,  have  you  had  2 weeks  or  more  during  which  you  • yes 

felt  sad,  blue,  or  depressed;  or  when  you  lost  all  interest  or  plea-  • no 

sure  in  things  that  you  usually  cared  about  or  enjoyed? 

38.  Have  you  had  2 years  or  more  in  your  life  when  you  felt  de- 
pressed or  sad  most  days,  even  if  you  felt  okay  sometimes? 

39.  Have  you  felt  depressed  or  sad  much  of  the  time  in  the  past  year? 


Questions  1 through  36  adapted  from  the  RAND  36-Item  Health  Status  survey  1.0.  Note:  This  is  a conceptual  outline  only.  It  is  not  a usable  form  of  the  instrument. 
Reprinted  with  permission  of  the  Health  Outcomes  Institute.  Copyright  Health  Outcomes  Institute,  October  1995.  All  rights  reserved. 
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Appendix  b. 

Items  in  the  Prostatism  Type  Specification  Symptom  Index. 


2.  During  the  past  four  weeks,  how  often  have  you:  (circle  one  number  in  each  row) 


Less  than 

Less  than 

About 

More 

Not 

one  time 

half  the 

half  the 

than 

Almost 

at  all 

in  five 

time 

time 

half 

always 

a. 

had  a sensation  of  not  emptying  your  bladder 
completely  after  you  finished  urinating?  

0 

1 

2 

3 

4 

5 

b. 

had  to  urinate  again  less  than  two  hours  after  you 
finished  urinating? 

0 

1 

2 

3 

4 

5 

c. 

found  you  stopped  and  started  again  several 

times  when  you  urinated?  

0 

1 

2 

3 

4 

5 

d. 

found  it  difficult  to  postpone  urination? 

0 

1 

2 

3 

4 

5 

e. 

had  a weak  urinary  stream?  

0 

1 

2 

3 

4 

3 

f. 

had  to  push  or  strain  to  begin  urination?  

0 

1 

2 

3 

4 

5 

Items  in  the  Diabetes  Type  Specification. 


2.  Current  Treatment 

a.  Oral  agent:  

1)  If  yes,  specify  agent: 

b.  Insulin: 

1)  If  yes,  enter  total  daily  dose:  _ 

2)  Number  of  injections  per  day: 


1 Yes 
dose: 
1 Yes 


injections  per  day 


3.  Neuropathy-Peripheral/ Autonomic 


History/Exam  evidence  of: Yes 

a.  Decreased  LE  sensation  1 

b.  Foot  callus  1 

c.  Foot  ulcer  1 

d.  Orthostasis  1 


e.  Resting  pulse:  

1)  Are  pedal  pulses  present? 

Right  

Left  


□ □□ 


beats/minute 


Yes 

1 

1 


6. 


Glycemic  Control 
Measure 

a.  Fasting  plasma/serum  gl 

b.  Random  plasma/serum 

c.  HgbAlc 


ucose  . 
glucose 


Value 


2 No 


2 No 


No 

2 

2 

2 

2 


No 

2 

2 


Date 

/ / 

/ / 

/ / 


Reprinted  with  permission  of  the  Health  Outcomes  Institute.  Copyright  Health  Outcomes  Institute.  October  1995.  All  rights  reserved. 


VOLUME  92  ★ NUMBER  7 


71 


MUSCULOSKELETAL  INJURY 

The  Musculoskeletal  Injury  Series,  an 
occasional  feature  in  Texas  Medicine,  is 
presented  by  the  Department  of  Or- 
thopaedics at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 
Peter  L.J.  McGanity,  MD,  serves  as 
guest  editor  of  the  series. 

The  foot  of a 6-year-old  child  was  revas- 
cularized successfully  following  an  avul- 
sion and  partial  amputation  through 
the  tibiotalar  joint.  Partial  degloving 
had  disrupted  the  anterior  and  posterior 
tibial  arteries  with  resultant  ischemia. 
We  excised  the  entire  damaged  segment 
of  the  posterior  tibial  artery  and  per- 
formed a reverse  saphenous  vein  grafi, 
end-to-end  reconstruction  of  the  defect. 
Peroneal  and  tibial  nerve  function  re- 
turned within  5 months.  Four  years 
later,  the  patient  has  regained  full,  pain- 
less range  of  motion  and  normal  strength 
and  sensibility  with  no  evidence  of  pre- 
mature growth  plate  closure  or  avascidar 
necrosis  of  the  talus. 


From  the  Departments  of  Orthopaedics  and 
Surgery,  University  of  Texas  Health  Science 
Center  at  San  Antonio.  Send  reprint  requests 
to  Anne  Little,  Department  of  Orthopaedics, 
The  University  ofTexas  Health  Science  Center 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7774. 


Successful  revascularization 
in  a 6-year-old  child 

Matthew  P.  Simonich,  MD 
Robert  C.  Schenck,  Jr,  MD 


Successful  replantation 
of  amputated  digits,  hands,  and 
even  arms  has  become  all  but 
commonplace  since  Malt  and  McK- 
hann  reported  their  first  patient  in 
1962  (1).  However,  despite  advances 
in  microsurgical  techniques  and  in 
management  of  replantation  patients, 
relatively  few  cases  of  successful  lower 
limb  replantation  have  been  reported. 
Furthermore,  an  avulsion  injury  is 
considered  a contraindication  to  re- 
plantation (2-15).  Chen  et  al  have  re- 
ported the  greatest  number  of  cases:  36 
replanted  lower  extremities,  of  which 
10  were  successful  replantation  cases  of 
the  ankle  (2,3).  In  1972,  Magee  and 
Parker  reported  a successful  foot  re- 
plantation in  Australia  (10).  In  1977, 
Morrison,  O’Brien,  and  MacLeod  re- 
ported a successful  replantation  at  the 
ankle,  also  in  Australia  (12).  In  1978, 
Hoehn,  Jacobs,  and  Karmody  reported 
a successful  foot  replantation  at  the 
level  of  Chopart’s  joint  (6).  In  1979, 
Usui,  Minami,  and  Ishii  reported  from 
Japan  a successful  replantation  at  the 
junction  of  the  distal  and  middle 
thirds  of  a child’s  leg  (14).  In  1982, 
Mamakos  reported  a successful  replan- 
tation of  the  lower  extremity  after  2 'A 
years  of  follow-up  (11).  Kusunoki, 
Toyoshima,  and  Okajima  reported  a 
successful  replantation  of  the  leg  with 
a 7-year  follow-up  in  1984,  as  did 
Vilkki  with  a 6-year  follow-up  in  1986 
(8,15).  In  1988,  Fukui,  Inada,  Sem- 
puku,  and  Tamai  reported  the  success- 
ful replantation  of  a foot;  in  1991, 
Gayle  et  al  reported  five  successful 
cases  of  lower  extremity  replantation 
(4,5).  Each  of  these  replantations, 
however,  was  performed  for  a sharp 
amputation  and  not  for  an  avulsion. 

We  revascularized  successfully  a 
foot  and  ankle  following  an  avulsion 


of  a partially  avulsed  foot 


Peter  L.J.  McGanity,  MD 
William  C.  Pederson,  MD 


injury  and  partial  amputation  of  the 
foot  through  the  tibiotalar  joint  in  a 
child.  Detailed  surgical  procedures  and 
postoperative  results  after  4 years  are 
described. 

Case  report 

On  August  15,  1990,  a 6-year-old 
white  male  was  involved  in  an  acci- 
dent in  which  the  anchor  of  the  mov- 
ing boat  he  was  on  fell  into  the  water 
and  his  left  leg  became  entangled  in 
the  anchor  rope.  His  foot  was  de- 
gloved  with  a virtually  circumferential 
laceration,  leaving  only  a 2-cm  ante- 
rior skin  bridge  intact  (Fig  1).  Emer- 
gency measures  were  taken  at  a local 
hospital,  after  which  he  was  trans- 
ferred to  University  Hospital  in  San 
Antonio  for  definitive  management. 

Physical  examination  revealed  a 
nearly  circumferential  laceration  of  the 
left  ankle.  The  foot  was  pulseless  and 
cyanotic,  with  poor  capillary  refill.  No 
fractures  were  seen  on  radiographs,  but 
complete  tibiotalar  dislocation  with 
gross  instability  was  evident  (Fig  2). 
Intraoperative  examination  found  a 
nearly  circumferential  spiraling  lacera- 
tion of  the  left  ankle.  The  disrupted 
anterior  tibial  artery  was  identified 
under  the  remaining  skin  bridge  on 
the  dorsum  of  the  foot.  The  avulsed 
posterior  tibial  artery  was  identified 
and  several  centimeters  were  noted  to 
be  damaged,  secondary  to  the  traction 
injury.  Laterally,  the  wound  extended 
into  the  talofibular  joint  with  avulsion 
from  the  fibula  of  the  anterior 
talofibular,  calcaneofibular,  and  poste- 
rior talofibular  ligaments  and  rupture 
of  the  peroneus  brevis  at  its  musculo- 
tendinous junction.  In  addition,  the 
deep  peroneal  nerve  was  torn. 

The  superficial  peroneal  and  poste- 
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Fig  1.  Left,  Lateral  aspect  of  the  injured  left  ankle  with  anterior  skin  bridge.  Right,  Medial  aspect  of  the  injured  left  extremity. 


rior  tibial  nerves  remained  intact  as 
did  the  Achilles  tendon  and  the  ten- 
don of  the  peroneus  longus  muscle, 
which  was  identified  posterior  to  the 
lateral  malleolus.  No  injury  to  the  ar- 
ticular surface  of  the  joint  was  appar- 
ent. Exploration  of  the  medial  aspect 
of  the  wound  showed  the  posterior 
tibial  tendon  and  flexors  to  be  intact. 

At  the  time  of  the  initial  surgery,  we 
decided  to  perform  vascular  reconstruc- 
tion with  a delayed  repair  of  the  lateral 
ligaments  and  peroneus  brevis.  The  pa- 
tient was  treated  with  a perioperative 
cephalosporin  antibiotic  cefazolin 
sodium.  The  anterior  tibial  artery  was 
not  repaired.  The  damaged  portion  of 
the  posterior  tibial  artery  was  resected 
by  extending  the  wound  proximally 
and  distally  until  no  evidence  of  intimal 
damage  remained.  A lesser  saphenous 
vein  graft  was  harvested  from  the  right 
leg  through  a posterior  incision,  re- 
versed, and  sewn  end  to  end  to  the  pos- 


terior tibial  artery.  Blood  flow  to  the 
foot  was  reestablished  using  4%  lido- 
caine  irrigation  to  prevent  arteriospasm. 
The  wound  was  reapproximated,  and 
the  foot  was  placed  in  a posterior  splint. 
Capillary  refill  was  demonstrated,  and 
an  oxygen  saturation  monitor  was 
placed  on  the  second  digit.  The  foot  re- 
mained pink  and  viable  with  good  cap- 
illary refill  and  no  evidence  of  venous 
congestion.  Neurologically,  the  patient 
was  diffusely  intact  to  light  touch  and 
moved  his  toes  minimally.  Forty-eight 
hours  later,  the  patient  was  returned  to 
the  operating  room  for  repeat  irrigation 
and  debridement;  purulence  was  not 
evident.  Cultures  from  the  initial  evalu- 
ation were  negative. 

One  week  after  the  day  of  injury,  on 
August  22,  1990,  we  again  took  the  pa- 
tient to  the  operating  room  to  address 
the  ligamentous  and  tendinous  injuries. 
Exploration  through  the  initial  wound 
showed  the  small  saphenous  vein  and 


sural  nerve  to  be  torn.  Attention  was 
then  turned  to  the  inspection  and  re- 
pair of  the  lateral  ligaments.  After  the 
distal  fibular  physis  and  tibiofibular 
syndesmosis  were  found  to  be  intact, 
the  anterior  talofibular,  calcaneofibular, 
and  posterior  talofibular  ligaments  were 
sutured  directly  to  the  fibula,  and  the 
avulsion  was  reduced  with  the  foot  held 
in  eversion.  The  tendon  of  the  peroneus 
brevis  was  located  and  found  to  be 
damaged  severely,  precluding  a primary 
repair  of  the  tendon.  The  peroneus  bre- 
vis was  sutured  to  the  peroneus  longus 
tendon,  and  the  tendon  sheaths  were 
repaired.  The  wound  was  closed,  the 
foot  was  placed  in  a plaster  splint,  and 
the  administration  of  intravenous  cefa- 
zolin sodium  was  continued  for  48 
hours  after  repair  and  closure. 

The  patient’s  hospital  course  was 
uncomplicated.  On  August  29,  1990, 
he  was  discharged  to  his  home  but  di- 
rected to  avoid  bearing  weight.  Four 
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Fig  2.  Left,  Lateral  radiograph  of  the  ankle  on  day  of  injury.  Right,  Anteroposterior  radiograph  of  the  ankle  on  day  of  injury. 


weeks  later,  he  was  continuing  to  heal 
well  but  had  not  regained  function  of 
extensor  hallucis  longus  or  extensor 
digitorum  communis  (peroneal  nerve 
motor  function);  the  loss  of  function 
was  unchanged  from  that  at  preopera- 
tive evaluation.  The  patient  was  noted 
to  have  a positive  Hawkins  sign  (radi- 
ographic evidence  of  vascularity  of  the 
talus)  on  anteroposterior  radiographs 
of  the  talus.  By  3 months  after  injury, 
motor  strength  had  returned  to  the 
extensor  hallucis  longus  (5+  over  5+), 
while  the  extensor  digitorum  commu- 
nis and  anterior  tibial  muscles  were 
both  4+  over  5+.  The  drawer  test  of 
the  ankle  revealed  2 to  3 mm  of  move- 
ment that  was  symmetric  to  the  oppo- 
site normal  ankle.  The  patient  was 
then  placed  in  a patellar  tendon-bear- 
ing (PTB)  cast  and  allowed  full  weight 
bearing.  A PTB  cast  was  used  for  4 
months  (with  monthly  cast  changes). 
At  3 months  post-injury,  he  was  noted 


to  have  10°  of  dorsiflexion,  35°  of 
plantar  flexion,  and  3+  over  5+  motor 
strength  of  the  extensor  digitorum 
communis  and  anterior  tibial  muscles. 
He  was  given  rehabilitation  exercises 
to  be  performed  at  home  under  the 
direction  of  his  parents. 

The  patient  is  now  5 years  from  in- 
jury and  has  regained  full  range  of  mo- 
tion without  pain,  5+  over  5+  motor 
strength  throughout,  and  normal  sen- 
sibility (Fig  3).  He  shows  no  evidence 
of  premature  growth  plate  closure  or 
avascular  necrosis  of  the  talus.  He  has 
returned  to  full  activity  and  has  played 
organized  baseball  and  basketball.  He 
runs  and  jumps  normally. 

Discussion 

The  goal  of  replantation  must  include 
a sensate,  painless  extremity  capable  of 
supporting  the  patient  through  activi- 
ties of  daily  living.  Several  reasons  ex- 


plain why  lower  extremity  replantation 
has  not  been  accepted  as  readily  as  re- 
plantation of  the  upper  extremity. 
First,  lower  extremity  prosthetics,  as 
opposed  to  upper  extremity  prosthet- 
ics, are  a more  acceptable  alternative  to 
replantation  through  better  restoration 
of  function.  Second,  a marginally 
functional  replanted  lower  extremity 
may  provide  greater  liability  than  ben- 
efit, in  which  case  a prosthetic  device 
may  be  preferable.  Third,  the  impres- 
sion from  experience  of  Gayle  et  al  is 
that  the  magnitude  of  the  injuries  as- 
sociated with  a traumatic  amputation 
of  a lower  extremity  usually  exceeds 
that  of  injuries  associated  with  an 
upper  extremity  amputation,  often 
making  an  attempt  at  replantation  less 
feasible.  Therefore,  the  overall  status  of 
the  trauma  patient  with  coexisting  in- 
juries must  be  ascertained  when  assess- 
ing the  potential  for  replantation  (5). 

In  our  patient,  the  avulsion  injury 
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tion: two-and-a-  half-year  follow-up.  Ann  Plast 
Surg.  1982;8:305-309. 

12.  Morrison  WA,  O’Brien  BM,  MacLeod 
AM.  Major  limb  replantation.  Ortbop  Clin 
North  Am.  1977;8:343-348. 

13.  Nasseri  M,  Voss  H.  Late  results  of  success- 
ful replantation  of  upper  and  lower  extremi- 
ties. Ann  Surg.  1 973;  177(1):  1 21-125. 

14.  Usui  M,  Minami  M,  Ishii  S.  Successful  re- 
plantation of  an  amputated  leg  in  a child.  Plast 
Reconstr  Surg.  1 979;63:6 1 3—6 1 7. 

15.  Vilkki  SK.  Replantation  of  a leg  in  an  adult 
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added  to  the  possibility  of  failure.  The 
small  intact  anterior  skin  bridge  at  the 
time  of  injury  may  have  contributed 
to  the  patient’s  current  lack  of  venous 
problems  or  swelling.  However,  the 


patient’s  age,  immediate  surgical  at- 
tention, and  appropriate  debridement 
of  artery  to  normal  intima  allowed 
successful  reestablishment  of  blood 
How  and  revascularization  of  the  foot. 
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INFORMATION  FOR  AUTHORS 


Texas  Medicine  has  two  purposes:  As  a newsmagazine  for  physicians  it  in- 
forms readers  about  public  health  issues,  legislation,  medical  economics, 
legal  topics,  science,  medical  education,  news  of  the  Texas  Medical  Associa- 
tion, and  general  news  of  the  medical  profession  in  Texas.  In  its  Journal  sec- 
tion, Texas  Medicine  publishes  peer-reviewed,  clinically  useful  scientific 
articles  and  other  technical  information. 

Texas  Medicine  seeks  high-quality  review  articles  or  original  observations 
of  particular  interest  to  the  broad  range  of  Texas  physicians  for  its  Journal 
section.  They  may  deal  with  medical,  public  health,  social,  or  economic  is- 
sues related  to  the  health  and  well-being  of  Texans. 

Material  for  the  Journal  section  of  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701.  It  must 
be  offered  solely  to  this  journal.  Articles  are  screened  for  appropriateness  for 
Texas  Medicine.  Those  selected  for  peer  review  are  reviewed  by  consultant  spe- 
cialists and  an  Editorial  Committee,  and  accepted  or  rejected  on  the  basis  of 
individual  merit,  appropriateness,  and  the  availability  of  other  material.  Re- 
views usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the  right  to  reject 
up  to  press  time  any  articles  that  may  have  been  accepted  for  publication. 

COPYRIGHT  ASSIGNMENT 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978,  all 
transmittal  letters  to  the  editor  must  contain  the  following  language:  “In 
consideration  of  the  Texas  Medical  Association  taking  action  in  reviewing 
and  editing  my  submission,  the  author(s)  undersigned  hereby  transfers,  as- 
signs, or  otherwise  conveys  all  copyright  ownership  to  the  Texas  Medical 
Association  in  the  event  that  such  work  is  published  by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
“Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “Dor- 
land’s  Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third 
New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but 
not  necessarily  — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify 
content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete 
document  is  available  in  the  June  1982  issue  of  the  Annals  of  Internal  Medi- 
cine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Associa- 
tion Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  princi- 
ples and  techniques  of  clear,  concise  writing,  which  are  applicable  to  sci- 
entific as  well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  should  be  black  and  white  drawings  or  positive  photographs, 
with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  author’s  name,  and  title  of  ar- 
ticle in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check 
before  publication.  After  the  article  is  sent  to  the  printer,  only  minimal  re- 
vision may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a 
reprint  printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed 
articles  automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commen- 
tary will  be  published  in  the  appropriate  section  at  the  discretion  of  the  ex- 
ecutive editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  executive  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine , Texas  Medical  Association, 
401  W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permission  from  the  managing  editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement  of 
the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology-Allergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhi nolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  1700  West  Loop  South,  Suite  1 10 

150  W.  Parker  Rd.  6410  Fannin  Marriott  Office  Complex  between 

Houston  77 076  Houston  77030  San  Felipe  and  Post  Oak 

Houston  77017 

Tel.  (713)  MIGRAINE  or  (713)  694-8188,  Fax  (713)  691-3312 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

An  Affiliate  of  PainCare 
Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

6200  W.  Parker  Road,  Suite  412,  Plano,  Texas  75093; 

Phone  (214)  608-8592;  Fax  (214)  608-8462 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 
7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 


3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 


Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 
(214)  661-7010 


Legal  Medicine 


ROBERT  V. WEST,  M.D..J.D. 

Diplomate  American  Board  of  Emergency  Medicine/ Attorney  at  Law 

1250  N.E.  Loop  410  #805  910  Lavaca 

San  Antonio,  Texas  78209  Austin,  Texas  78701 


(210)  828-4218 
Fax  (210)  822-5557 


(512)  479-1399 
(800)  999-9177 
Fax  (512)  476-7731 


VOLUME  92  ★ NUMBER  7 


77 


Texas  Physicians’  Directory 


Neurological  Surgery 


Orthopedic  Spinal  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0331 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
(214)  879-6299 


3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Orthopedic  Surgery 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316,  (800)  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 
Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  (214)  661-7010 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 


Donald  Mauldin.  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado.  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson.  MD 
Marvin  Van  Hal.  MD 


Center  for  Work  Related  Injuries.  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 

2001  N.  MacArthur  Blvd.,  #540, 

Mark  Greenberg,  MD 
Bruce  Faust,  MD 

4325  N.  Josey,  Suite  300,  Carrolh 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 

/mg,  TX  75061,  (214)  254-8000 

Marvin  Van  Hal,  MD 
Craig  Saunders,  MD 

i.TX  75010,  (214)  492-1334 


Philip  Graehl,  MD  Glenn  Wheeless,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4.  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C- 1 0 1 . Mesquite,  TX  75 1 50,  (2 1 4)  682- 1 307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


Lewis  Frazier,  MD 


Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 
John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 


Bruce  Douthit,  MD 


8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  (214)  265-7175 


Charles  Cook,  MD 


4100  West  15th  Street,  Suite  202,  Plano,  TX  75093.  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 
Kevin  Gill,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  &:  DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 


r 


Family/General  Practice 


Emergency  Medicine 

TEXAS:  Slow  down  the  pace,  raise  your  family  and 
experience  Texas  at  its  best  in  the  San  Antonio,  West  Texas 
or  South  Padre  area.  Volumes  range  from  10,000  to 
35,000  annual  visits.  Annual  earnings  from  $127,000  to 
$207,000  (based  on  192  hours/month).  Professional  liabil- 
ity insurance  can  be  procured  on  your  behalf.  Medical 
Director  opportunities  available,  no  state  income  tax,  inde- 
pendent contractor  status.  Please  contact  Sue  Simin  at 
(800)  745-5402,  3010  LBJ  Freeway,  Suite  1300,  Dallas, 
TX  75234  or  fax  CV  to  (214)  484-3739. 


PRACTICE  IN  PARIS! 

New,  private  urgent  care  clinic  in  Paris, 
Texas  is  looking  for  a full/part  time  Primary 
Care  Physician.  Low  Volume,  Excellent  Pay. 
Contact  ANDREW  BLANKENAU,  M.D. 
(903)  739-9191. 


WEST  TEXAS 

EMERGENCY  MEDICINE  PHYSICIAN  (Full  Time) 
needed  for  our  Level  2 Trauma  Center  in  Odessa, 
Texas.  This  new  33  bed  emergency  department 
sees  51k+  patients  annually  with  a Fast  Track 
and  overlapping  coverage,  increased  volume  has 
created  a new  position.  Excellent  medical  spe- 
cialty back-up  and  an  experienced  and  support- 
ive nursing  and  administrative  staff.  Fee  for  ser- 
vice/independent contractor.  Qualifications:  BC- 
EM,  Texas  licensed.  Please  call  John  Torres  at 
800-227-2092  x255  for  more  information.  For 
immediate  consideration,  please  fax  your  CV  to 
510-484-4107  or  mail  to  PO.  Box  788, 
Pleasanton,  CA  94566. 


Sherman  - “The  Top  of  Texas” 

Rare,  unexpected  opening  for 
Emergency  Physician.  Must  be 
Primary  Care  or  Emergency  Medicine 
Board  Certified.  Practice  includes  E.D., 
Fast  track,  Occupational  Health  and 
Hyperbaric  Medicine.  Democratic 
group  has  a long  term  stable  contract. 
Partnership  available  for  the  committed 
career  oriented  physician.  Located  less 
than  one  hour  north  of  D/FW  and  fif- 
teen minutes  from  beautiful  Lake 
Texoma.  For  more  information,  call 
Lisa  Morgan  at  (903)  870-0294. 


Need  doctors  to  cover  weekends  in  rural  hospitals.  Call  Jerry 
at  The  Lewis  Group  for  more  information.  (800)  460-8159. 


METROPLEX  EMERGENCY  PHYSICIAN  ASSOCIATES 


TEXAS: 

WE  ARE  A MULTI-HOSPITAL 
GROUP  committed  to  providing 
extraordinary  medical  care  and  lead- 
ership in  the  field  of  emergency 
medicine.  Several  opportunities 
available  in  the  Dallas/Fort  Worth 
area  as  well  as  North  and  East  Texas. 
Annual  ED  volumes  range  from 
1 1,000  to  30,000.  Compensation: 
$150  - $200K/year  plus  productivity 
incentive  and  paid  malpractice  insur- 
ance. Medical  Directorship  training 
and  ownership  options  available. 
CONTACT:  Metroplex  Emergency 
Physician  Associates,  PA,  14651 
Dallas  Parkway  Ste.  # 700,  Dallas, 
Texas  75240;  800/346-6687  or 
214/233-5333;  or  FAX  CV  to: 
214/789-0339. 

★ 


Call  Toll  Free 

1-88 8-DOCS -91 1 

TEXAS:  Regional  emergency  group  has 
held  20-year  contract  to  staff  nationally 
recognized  ED.  Contracts  range  from 
12,000-60,000  pt  visits.  Earn  the  industry’s 
maximum  compensation  as  an  indepen- 
dent contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


ABILENE:  Regional  Medical  Center  seeking  BC  EM  or 
PC  for  16,000  annual  volume  facility.  Hospital  employee  - 
potential  for  $200,000  (based  on  168  hours/month).  Call 
Sue  Simin  at  (800)  745-5402  or  fax  CV  to  (214)  241-4917. 


FP’S  BEST  OPPORTUNITY!  BEST  demand  - regional 
hospital!  BEST  schools  - #1  rating!  BEST  lakes/recreational 
areas!  BEST  access  to  culture  and  metro  & $140K+.  Call 
Mary  Latter  at  (800)  520-2028!  Job  #M380FAF 


AUSTIN,  TEXAS  • FAMILY  PRACTICE 


3 clinic  multidisciplinary  practice  has 
great  opportunity  for  Texas  licensed  gen- 
eral practitioner. 

EXCELLENT  INCOME  GUARANTEE 
Send  C.V.  to:  Eleanor  Hall  • 914  W. 
Anderson  Ln.  • Austin,  Texas  78757 


CONSIDERING  YOUR  NEXT 
CAREER  MOVE??  Contact: 

Professional  Healthcare  Insource 
6900  Fannin,  Ste  250, 
Houston,  TX  77030 
800-289-5902;  fax  (713)  790-9333 

We  provide  recruitment  and  relocation 
assistance  nationally!! 

► Family  Practice 

► Internal  Medicine 

► Pediatrics 

Excellent  compensation  packages  with 
incentives,  marketing  support,  and 
more.  Other  openings  include  ORS, 
OB/GYN,  and  Oncology. 

Call  us  TODAY  for  help  in  reaching 
your  career  objectives! 


Medical  Director  BC  or  BE  Family  Practice 

Dynamic  private  non-profit  primary  care  clinic  in  beau- 
tiful Austin,  TX.  Newly  renovated,  expanded  facility 
near  UT  campus.  Committed  staff,  strong  community 
support.  40  hrs.  wk.,  no  weekends.  Send  CV  to: 
Executive  Director,  Physician  Search 
People’s  Community  Clinic  2909  N.  IH  35, 
Austin,  TX  78722  Fax  (512)  320-0702 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Plano, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)  338-7107  Fax  (414)  785-0895 


AUSTIN, TEXAS  - BC/BE  FAMILY  PHYSICIANS 

needed  for  top-notch  primary  care  group.  Physician-directed 
and  managed.  Call  1:4  or  better.  Salary,  bonus,  benefits.  Call 
or  send  C.V.  with  cover  to:  Jane  Vogt,  (800)  546-0954,  I.D. 
#4350TX,  222  S.  Central,  Ste.  700,  St.  Louis,  MO  63105. 
Fax:  (314)  726-3009,  e-mail:  careers@cejka.com. 
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Family/General  Practice 


Ml  Methodist 

jlrj  Hospitals  of  Dallas 

FAMILY  PRACTICE 

Exciting  opportunity  for  BC/BE  Family 
Practitioners  to  join  newly-opened  Family 
Health  Centers  in  rapidly-growing  suburban 
communities.  Competitive  salary  with  com- 
prehensive benefit  package  and  bonus 
incentive.  Appointment-based  and  walk-in 
urgent  care.  Fee-for-service  with  participa- 
tion in  managed  care  plans.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  two  BC  Internists. 
A progressive,  five-person  Methodist  affili- 
ated IM  group  will  establish  a second  office 
in  a nearby  community.  Competitive  salary 
with  comprehensive  benefits,  bonus  incen- 
tive and  1:4  rotating  call  coverage.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

PEDIATRICS 

Two  established  "solo”  pediatricians  each 
seek  a full-time  or  part-time  pediatrician  to 
join  them  in  their  busy  practices.  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 

DERMATOLOGY 

Well-respected,  Methodist- affiliated 
Dermatologist  retires,  leaving  great  opportu- 
nity for  incoming  Dermatologist  to  quickly 
establish  a thriving  practice  in  an  area  where 
there  is  already  a shortage  of  Dermatologists. 
An  incoming  Dermatologist  could  probably 
justify  the  addition  of  an  associate  within  a 
relatively  short  period  of  time. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947-4579, 
fax  (214)  947-4502. 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  . . . The  TEXAS  Specialists 


Academic  Positions  (in 
FP,  IM  and  Pediatrics) 
Correctional  Medicine 
Family  Practice 
Gastroenterology 
Internal  Medicine 
Obstetrics/Gynecology 
Otolaryngology 


Physician 
Resource 
Network 


Pediatrics 
Psychiatry  - Adult 
Radiology  - General 
Radiology-Interventional 
Surgery  - Cardiothoracic 
Surgery  - Critical  Care 
Surgery  - Plastic 
Surgery  - Trauma 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 
PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


Weekend  Physician 


Guaranteed  100K  for  33  hrs.  Need  a 
BC/BE  FP  to  work  8 a.m.  to  7 p.m., 
Friday  to  Sunday,  in  a well-established 
emergency  clinic.  No  call,  no  hospital 
rounds,  no  Medicaid  and  very  little 
Medicare.  Potential  for  additional  hours 
if  desired.  Call  Victor  Chavez.  MD,  at 
(806)  797-4357  or  send  CV  to  5015 
University  Ave.,  Lubbock,  TX  79413. 


CENTRAL  & EAST  TEXAS  - BC/BE  Family  Physi- 

cians  needed.  Excellent  practice  opportunities  available  in  a 
variety  of  practice  structures  and  locations.  Salary  plus 
incentives,  some  offer  shareholder  status.  Call  or  send  CV 
to  Jane  Vogt,  (800)  546-0954,  I.D.  #4298TX,  222  S.  Cen- 
tral, Ste.  700,  St.  Louis,  MO  63105.  Fax  (314)  726-3009, 
e-mail:  careers@cejka.com. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Houston.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Paid  mal- 
practice. M-F.  Lucrative  salary  and  benefits.  Call  Lisa 
Cole  at  (800)  254-6425,  or  fax  CV  to  (214)  258-0838. 
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Family/General  Practice 


Internal  Medicine 


Locum  Tenens 


Spanish-speaking  FP’s  needed  throughout  Texas 

(Beaumont,  Laredo,  Corpus  Christi,  McAllen  and 
Brownsville  area,  El  Paso),  Oklahoma,  Florida,  Arizona, 
Ohio,  and  Chicago.  High  income  guarantees,  $120- 
$140K+  production.  Full  benefits,  call  coverage.  Call  Mary 
Latter  - (800)  520-2028.  Job  #M381FAF 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  suarantee, 
1:4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


DALLAS  and  HOUSTON  METRO  AREAS  Family 
Practice.  Outpatient  and/or  inpatient  positions  with 
CIGNA  HealthCare.  Excellent  call  schedule.  Contact: 
Dave  Duncan,  (800)  678-7858,  222  S.  Central,  Suite  400, 
St.  Louis,  MO  63105.  Fax:  (314)  726-0026. 

Part-time  opportunity  in  conjunction  with  State  agency.  1 
day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to  $1,500 
per  day.  No  overnight  travel  required.  Send  CV  to  ad  reply 
attn:  David,  1 1 1 W.  10th  Ste  106,  Austin,  TX  78705. 


FAMILY  PHYSICIANS 


Employment  Opportunities  with: 
City  of  Austin/Travis  County,  Texas 
Health  and  Human 
Services  Department 
Primary  Care  Division 

Opening  for  BC/BE  FP  and  IM  to 
deliver  health  care  in  a rewarding 
and  exciting  environment  to  the 
underserved  population  of 
Austin/Travis  County.  Our  commu- 
nity based  clinics  provide  care  for 
Women’s  Health,  Pediatrics,  and 
Adult  Health.  This  salaried  position 
includes:  malpractice  coverage,  12 
vacation  days/year,  1 1 holidays/year, 
allowance  and  paid-time  off  for 
CME,  plus  memberships  paid  for 
TMA,  TCMS. 

Contact:  Philip  Brown 
Health  and  Human  Services 
Department 
2100  E.  St.  Elmo 
Austin,  TX  78744 
(512)  707-3288 
(800)  299-0265 
Fax  (512)  707-5403 


BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 


INTERNAL  MEDICINE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpatient 
services,  depending  on  physician  prefer- 
ence for  hospital  or  office  practice.  Other 
attractive  opportunities  in  suburban  areas 
of  Dallas/Fort  Worth.  Very  attractive  com- 
pensation package  includes  salary,  plus 
benefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week  paid 
CME  time,  a $2000  CME  allowance,  a 
retirement  program,  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712-2018 
or  800/527-2145. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

September  1996  August  1, 1996 
October  1996  August  30, 1996 

November  1996  October  1, 1996 

December  1996  November  I,  1996 


' Staff  Care,  Inc. 


F Endorsed  by  the  Texas  Medical 
I Association 


Your 

Best 

Move 

For 


LOCUM  TENENS 


TEXAS  BASED 


TEXAS  BEST! 


• Nationwide  opportunities 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 

(800)  685-2272 

http://wzviv.lociirnsnet.com 
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Locum  Tenens 


Staff  It 

the  staffing  solution  A 
a DSI  company  ■“ 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  In  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

• Human  Resource  Management 

- Payroll  Processing 

• Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


Intrim 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care . 

0^  Locum  Tenens 

0^  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  today! 

1-800-531-1122 


Occupational  Medicine 

DALLAS/FORT  WORTH,  TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 
Dallas,  TX  75235. 

Orthopedics 


ORTHOPAEDICS 


Rapidly  expanding  five  man  group  establish- 
ing a regional  network  that  has  a unique 
opportunity.  Group  is  perfectly  positioned 
with  its  expansion  to  manage  managed  care, 
not  be  managed  by  it.  This  opportunity  has  all 
the  advantages  of  orthopaedic  group  practice 
and  all  the  advantages  of  being  autonomous. 
Call  coverage,  income  guarantee  and  full 
benefit  package  with  the  opportunity  to  work 
at  your  own  pace  and  be  your  own  boss. 
Lakeside  living,  nearby  major  metro  plus  the 
ocean  3 1/2  hours  away  make  this  an  excep- 
tional situation  to  go  where  your  skills  are 
truly  needed  in  a state  of  the  art  facility.  For 
immediate  consideration  send  your  C.V.  to 
Bob  deRoode  at  H & F Medical  Inc.  - fax 
(314)  453-9530  or  call  (800)  264-9300. 


Pediatrics 

Texas  - Are  you  tired  of  night  calls,  administrative  hassle, 
and  traffic  jams?  Driscoll  Children’s  Hospital  is  seeking  a 
BC/BE  Director  of  Ambulatory  Services.  Competitive 
salary  and  excellent  benefits.  Driscoll  Children’s  Hospital  is 
a private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 


WEST  SUBURBAN  DALLAS 

Ten-physician  primary  care  group  expanding  pediatric 
services.  Excellent  referral  situation.  Immediate  patient 
base.  Pleasant  associates.  Not  a J-l  visa  site.  Seeking  pedi- 
atricians prior  to  summer  1997.  For  more  details  without 
obligation,  contact  Rebecca  Tiirley:  (800)  338-7107; 
fax  (414)  785-0895;  ore-mail:  fha@execpc.com. 


AUSTIN,  TX  - BC/BE  PEDIATRICIANS  needed  for 
rapidly  expanding  primary  care  network.  Physician-directed 
and  managed.  Call  1 :4  or  better.  Salary,  bonus,  benefits.  Call 
or  send  CV  with  cover  to  Jane  Vogt  (800)  546-0954,  I.D. 
#4423TX,  222  S.  Central,  Ste.  700,  St.  Louis,  MO  63105. 
Fax:  (314)  726-3009,  e-mail:  careers@cejka.com. 
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Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  u _ „ _ 

Houston,  TX  77242-2314  B r P n st  RAR 
FAX  71  3-493-2234  & Associates 


Physician  Leadership  Opportunities!  Medical  Director 
Opportunities  in  Emergency  Medicine  exist  nationwide! 
Openings  feature  variable  volumes  and  compensation 
packages  plus  malpractice  insurance  and  full  benefits 
including  40 IK.  For  more  information  on  available  oppor- 
tunities, call  Jill  Stevens  at  (800)  325-2716  or  fax  your  CV 
to  (314)  919-8920. 


UNIVERSITY  HEALTH  SERVICE 
PHYSICIAN  WANTED 


Campus  of  25,000  seeks  physician  to  provide 
primary  medical  care  to  students.  Onsite  lab- 
oratory, x-ray,  and  pharmacy  facilities. 
Nutritional,  orthopaedics,  dermatology, 
gynecology,  and  health  education  services 
also  available.  40  hour  work  week  with  no 
call  or  weekends.  Salary  is  mid- $80, 000s 
plus  benefits,  based  on  years  of  experience. 
BC/BE  preferred  but  not  essential. 

Contact:  Dee  Jackson,  Associate  Director 
3601  4th  Street,  Thompson  Hall 
Lubbock,  TX  79430 
(806)  743-2860 
FAX  (806)  743-1071 

EEO/AA  EMPLOYER 


University  of  North  Texas 
Health  Science  Center  at  Fort  Worth 

Physician  Moonlighting 
Opportunity 

• Night,  weekend  and  holiday 
House  Officer  coverage  in  an 
in-patient  facility  at  two  federal 
medical  centers  in  Fort  Worth 

• No  critical  care  responsibility 

• Medical  license  required; 
experience  as  House  Officer 
preferred 

• Please  call  (817)  735-2332  for 
an  application 


Bariatrics  Physician  needed  for  new  clinic  in 
Austin  area.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  no  hospital  work,  paid 
malpractice  insurance,  PT/FT,  lucrative  salary  and 
benefits.  Send  CV  w/  cover  to: 

C.  Peets,  5459  Juniper  Ct,  Midland,  TX  79707 
Fax  to:  (915)  682-6219  or  call:  (915)  520-4972 


Q C % {UmxasJU* *,  \+*c- 

Healthcare  Recruitment  Specialists 
Immediate  positions  available  for 
physicians  nationwide,  with  a strong 
focus  in  Texas. 

• Internal  Medicine 

• Family  Practice 

• Ob/Gyn 

FOR  DETAILS  CONTACT: 

GLENDA  CANTU  JOHNSTON 
PO  Box  6821  84  Houston,  Texas  77268 
Phone  71 3-440-0636  Fax  71 3-587-1 1 47 

Toll  Free  888-638-3106 


CLASSIFIED 

ADVERTISING 

CATEGORIES 


Allergy  and  Immunology 

Otolaryngology 

Anesthesiology 

Pathology 

Cardiology 

Pediatrics 

Dermatology 

Physical  Medicine/ 

Emergency  Medicine 

Rehabilitation 

Endocrinology 

Plastic  Surgery 

Family/General  Practice 

Preventive  Medicine 

Gastroenterology 

Psychiatry 

General  Surgery 

Radiology 

Geriatrics 

Rheumatology 

Hematology 

Urology 

Internal  Medicine 

Other  Opportunities 

Locum  Tenens 

Positions  Wanted 

Neonatology 

Entertainment 

Nephrology 

Equipment 

Neurology 

Office  Space 

Neurosurgery 

Practices 

Obstetrics/Gynecology 

Property 

Occupational  Medicine 

Travel 

Oncology 

Vacation  Homes 

Ophthalmology 

Wanted  to  Buy 

Orthopedics/Orthopedic 

Business  and  Financial 

Surgery 

Services 
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Other  Opportunities 


lit 

HENDRICK 

MEDICAL 

CENTER 


Leading  medical  center  in 
Texas  Midwest  offers  you  an 
exciting  opportunity  in  the 
following  specialties: 


■ Family  Practice 

■ Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

• Nephrology 

• Urology 

■ Endocrinology 


Send  C.Vto  Laura  Minor 
Physician  Recruitment  Coordinator 
Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)670-3528 
Fax  (9 15)  670-2293 


Positions  Wanted 


BOARD-CERTIFIED  DIAGNOSTIC 
RADIOLOGIST  with  25  years  experi- 
ence now  available  for  Locums  cover- 
age. Wyatt  E.  Collins,  MD.  Phone 
(817)  424-0363,  fax  (817)  329-7719. 
E-mail  pco938@airmail.net 


FOR  SALE  OR  LEASE 

Practices  For  Sale 

MEDICAL  PRACTICES  FOR  SALE.  Houston, 
Pasadena,  Baytown,  Conroe.  Various  gross  incomes  from 
$1,700,000  to  $200,000.  Family  practice,  internal  medi- 
cine, pediatrics.  Detailed  appraisals  available.  Independent 
attorneys  referred  for  your  closing.  Financing  available.  Call 
Lowell  Davis  at  American  Medical  Practice  Services,  Inc., 
(713)  330-5793. 

OPHTHALMIC  PRACTICE  FOR  SALE  in  Houston 
area.  Write  to  Box  591033,  Houston,  TX  77259-1033. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Gunther 

(214)  353-5118 


Office  Space 


MEDICAL  SUITE  AVAILABLE 


Copperfield  area  of  Northwest 
Houston  - 1652  NRSF.  Former 
OB/GYN  space  as  low  as  $8.40  psf 
first  year.  Call  Vickie  at  (71  3)  558-001  1 . 


BUSINESS  AND  FINANCIAL  SERVICES 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don't  delay,  call  today! 

HI-GROWTH  INVESTMENTS 
(214)  868-9085 


PHYSICIAN’S  SIGNATURE  LOANS 


Borrow  up  to  $50,000  unsecured  through 
Physicians  Service  Association,  a division 
of  SunTrust  Bank,  Atlanta.  Since  1891, 
SunTrust  Bank,  Atlanta  has  continued  its 
heritage  of  steady  growth  by  extending 
consistently  prompt,  courteous  and  profes- 
sional service  to  our  customers.  Simply 
call  to  check  the  features  of  our  Physicians 
Signature  Loan  Program.  (Special  interest 
only  payments  for  in-training  and  new 
practitioners-may  qualify  for  up  to  6 years 
to  repay.)  (800)  241-6905  Atlanta,  GA 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


MD  MONEY  ADVISORS,  INC. 
& 

KANTI S.  PATEL,  M.D;  M.B  A 

Registered  Principal 
Securities  Offered  Through 

NORTHEAST  SECURITIES,  INC. 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  • Bonds  • Mutual  Funds  • Pension  * 
Plans  • IRA’s  • Trusts  • Keogh’s  • 
Professional  Money  Management 


805  West  Wadley  (800)  9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 
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EDUCATIONAL  OPPORTUNITIES 

SANTA  FE  COLLOQUIUM  ON  CARDIOVASCU- 
LAR THERAPY.  October  10-12,  1996;  Santa  Fe,  New 
Mexico.  Sponsored  by  American  College  of  Cardiology. 
Program  Director:  Jonathan  Abrams,  MD,  FACC.  16  Cate- 
gory 1 credit  hours.  For  information,  call  (800)  253-4636, 
ext.  695;  fax  (301)  897-9745. 

ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8502  Tybor 
Street,  Houston,  TX  77074. 

The  Texas  Society  of  Pathology  holds  its  New  Issues 
Forum  Saturday,  Sept.  7,  in  Austin  at  the  Marriott  at  the 
Capitol.  Topic:  “Defining  Value  in  Pathology  Services.”  For 
brochure,  contact  Paula  Rigling  at  (800)  880-1300,  ext. 
1510,  or  (512)  370-1510. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9i/2  inches  $85/inch 

10  to  1 9 1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Melissa  McAdoo,  Advertising  Manager,  Texas 
Medicine , 401  West  15th,  Austin,  Texas  7870 l.m 
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Question 


What  is  your  favorite  or 
most  frequently  used  expression? 


«« 


y office  staff  says  my  most  frequently  used 
expression  is  ‘I  need  you  to  do  me  a favor.  ” 


Roy  D.  Elterman,  MD,  46 

child  neurology,  Dallas 


y favorite  expression  is,  ‘You  do  not  kill  a fly 
fi  ™ with  a sledgehammer.’  I use  this  saying  when 
trying  to  convince  patients  that  we  need  to  start  treatment 
with  a simple  therapy  before  we  use  the  strongest  medicine. 
I tell  them  that  a flyswatter  works  well  and  doesn’t  leave 
holes  in  the  wall.” 


asked  why  I chose  the  specialty  of  colon 
rectal  surgery,  I respond,  ‘After  rotating 
during  residency  through  all  the  specialties  and  subspecial- 
ties, I chose  colon  and  rectal  surgery  through  the  process  of 
elimination.” 

Eric  R.  Kaplan,  MD,  45 

colon  and  rectal  surgery,  Carrollton 


Charles  R.  Cook,  DO,  42 

family  practice,  Bedford 


££^^^^hen  asked,  ‘How  are  you  doing?’  I respond, 
‘Never  better!'  It  gives  you  a lift.” 


S. Thomas  Allen,  MD,  66 

obstetrics  and  gynecology,  Terrell 


ife  is  what  happens  to  you  while  you’re  making 
other  plans.” 


Linda  S.Webb,  MD,V<S 

obstetrics  and  gynecology,  Dallas 


hen  discussing  driving  risks  with  elderly 
patients  and  their  families,  I frequently 
include,  ‘The  lady  told  me  she  wanted  to  die  like  her  grand- 
father — peacefully  in  her  sleep,  not  screaming  in  terror 
like  the  other  occupants  of  his  car.”’ 


ever,  never,  never  — 
face  the  facts.” 


under  any  circumstance  — 


Irvin  E.  Zeitler,  Jr,  DO,  48 

family  practice,  San  Angelo 


Meganne  Walsh,  MD,  33 

pediatrics,  Pampa 


f you  don’t  want  to  work,  go  home!” 


** 


P 


roverb:  ‘Once  a man,  twice  a child.’  I use  this 
saying  in  talking  to  family  members  of 
Alzheimer’s  patients  to  help  them  make  decisions  for  their 
aging  mothers  or  fathers.” 


David  C.  Boucher,  MD,  40 

internal  medicine,  Stephenville 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone.  We  welcome  suggestions  for  future  topics. 
Send  them  to  Texas  Medicine,  Back  Talk , 401  W 15th  St,  Austin,  TX  78701,  or  fax  them  to 
(512)370-1632. 


Charles  C. Tandy,  MD,  67 

anesthesiology,  Dallas 


y favorites  are  ‘Tell  me  how  you  feel’  and  ‘I 
want  to  share  something  with  you.’” 


Gary  W.  Bryan,  MD,  52 

otolaryngology,  Amarillo 
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m DOLLAR  ,11 

HOW  FUNDING  PROBLEMS  ARE  THREATENING  MEDICAL  RESEARCH 


For  Ten  Years 


All  We’ve 


Cars. 


After  10  years  in  practice,  you're  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  the  Texas  Medical  Association  and  the  Call  l -800-678-FLEX 

Texas  Dental  Association.  So,  call  an  Autoflex  2sociaSonal  (3359) 

leasing  specialist  today.  WL^^.  or  817-234-1234 


Auto flex 

(i  I » S ' " <0 


Yes. 

I want  more  information  about 
TMAIT  insurance. 


Name 


Address 


City 


State 


Zip 


Phone  Number 


Best  time  to  call  am/pm 


Best  day  to  call 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


^ Tex; 

Ki: 


Texas  Medical 
Association 


The  only  He  ana  health  insurance  program 

created  and  endorsed  Cry  the  Teas  Meracel  Assooatxn 


Insurance  Trust 

P.O.  Box  1707 
Austin,  TX  78767-9760 


Reliable  insurance  coverage  shouldn’t  be  a roll  of  the  dice. 

Choose  TMAIT. 


Responsible  financial  planning 
for  the  future  takes  more  than 
good  luck.  TMAIT  provides  you 
a choice  of  traditional  indemnity 
plans  or  the  new  Group  Plus 
Point-of-Service  (POS)  plan  for  you,  your  family,  and 
your  office  staff. 

TMAIT  is  endorsed  and  was  created  by  the  TMA.  Its 
Board  of  Trustees  includes  TMA  physicians  who 


know  and  understand  the  financial  needs  and  con- 
cerns of  other  TMA  physicians  like  you. 

TMAIT  offers  you  financial  security,  stability  and 
responsive  service. 

Call  TMAIT  at  1-800-880-8181  for  more  information. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  lile  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Texas  Medical 
Association 


P.O.  Box  1707,  Austin,  Texas  78767-1707  • In  Austin  370-1776  • In  Houston  224-5309  • Fax  (512)370-1799 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
Prudential  Plaza,  Newark,  Nl  07102 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Senior  pediatric  resident  Monica  Sousa  Farias, 
MD,  shares  time  with  Andrea  Mendieta  at 
Childrens  Hospital  of  Austin. 
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August  1996 


COVER  STORY 


Cover  illustration  by  BARRY  ANDERSON 


Under  the  scope 

Funding  cuts  and  managed  cares  devotion  to  the  bottom 
line  are  threatenmg  the  future  of  medical  research. 
Hardest  hit  are  cancer  specialists,  who  rely  on  investiga- 
tional therapies  for  a good  share  of  treatment.  Are  we 
choosing  short-term  profits  over  long-term  cures ? Is  this 
good  business  or  good  medicine l 

BY  LARRY  BeSAW 

32 


Legislative  Affairs 

Who  will  manage  change? 22 

Managed  care  interests  already  are  jockeying  to  control  the  health-system  debate 
in  the  1997  legislature.  But  physicians  have  launched  a grassroots  counterattack 
for  their  patients  and  their  profession. 

BY  KEN  ORTOLON 


Medical  Economics 

HMO  vs  case  management 28 

With  side-by-side  tests  under  way,  state  officials  are  struggling 
to  choose  the  best  Medicaid  managed  care  system  for  Texas. 

BY  LARRY  BeSAW 
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Science  and  Education 

Building  a 

better  mouse 40 

They’re  hairy,  big-eared,  and  thick-skinned. 
They’re  not  pretty.  But  genetically  altered  rodents 
developed  by  researchers  at  the  M.D.  Anderson 
Cancer  Center  are  critters  in  the  crusade  to  cure 
cancer  and  other  diseases. 

BY  LARRY  BeSAW 


Public  Health 


Dangerous 

downsizing 

44 

The  state  is  scrambling  to  provide  basic  services 
as  local  public  health  clinics  fall  victim  to  the 
budget  ax.  Health  department  officials  are  wor- 
ried the  trend  will  leave  some  Texas  communi- 
ties unprepared  to  deal  with  disease  outbreaks. 

BY  TERI  LEE  JONES 


The  Physician’s  Life 

The  strongest  heart  in  Texas 48 

A mysterious  package  from  Clover,  Tex,  brings  back  memories  of  a special  patient 
and  award-winning  green  chili  sauce. 

BY  RICHARD  B.  WEINBERG,  MD 


DEPARTMENTS 


Texas  Medicine  Rounds 12 

Pet  therapy  works  • Come  to  TMA  leadership  conference  • Specialty  Spotlight  on 
pediatrics  • William  O.  Tschumy,  Jr,  MD,  on  the  devaluation  of  American  medicine 
• From  the  Field  • Cunningham  award  call  for  entries  • What’s  your  spin,  doctor? 
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| At  Century  American,  Flexibility! 
1 Is  Our  Competitive  Edge.  J 


When  it  comes  to  group  professional 
liability  coverage,  not  all  programs  are  alike. 
Century  American  has  been  writing  group 
coverage  long  before  it  became  popular. 

Our  policies  are  designed  to  meet  your  needs 
based  on  the  way  you  practice  medicine  in 
today’s  changing  medical  profession. 

Our  Full-Time  Equivalency  option 
makes  liability  coverage  comprehensive  and 


flexible  for  managed  care  organizations. 
Group  premiums  are  based  on  the  number 
of  actual  patients  seen  or  physician  hours 
provided  by  your  practice.  The  premium  is 
not  affected  by  how  many  physicians  provide 
that  care.  You  pay  for  only  the  coverage  you 
use  or  need,  instead  of  paying  a flat  annual  fee. 

Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes 


to  choosing  liability  coverage.  \ he  Century 
American  difference  is  flexibility.  To  get 
the  competitive  edge , call  Susan  Baker  at 
1-800-476-8115  ext.4569. 


Century  American  Insurance  Company 
Century  American  Casualty  Company 


Texas  Medicine 


1996  FALL 

LEADERSHIP 

CONFERENCE 


Turning  Challenge  into  Opportunity 
September  21  • Renaissance  Austin  Hotel 


• Outstanding  speakers 
t Dawn  Duster  session 

• Risk  management  workshop* 

• 5.01  (a)  workshop* 

• Luncheon  sponsored  hy 
Texas  Medical  Liahility  Trust 

• Free  conference  registration 

for  members 


* Workshop  fee  required 

^ptdn  now  to  attend! 


Participate  in  all  that  the  conference  has  to  offer.  Mark 
your  calendar  to  attend  the  1996  Fall  Leadership  Confer' 
ence  on  Saturday,  September  2 1 , at  the  Renaissance  Austin 

Hotel. 

For  more  information,  call  Texas  Medical  Association  at 
(800)  880- 1 300,  Ext.  1346,  or  (512)  370-1346 


TexasMedical 

Association 


Editor’s  Mote 


It’s  hard  to  point  the 
finger  at  a prime  culprit,  but  three 
trends  have  converged  over  the 
past  few  years  to  threaten  the  fu- 
ture of  medical  research.  Budget  cuts, 
managed  care,  and  federal  inaction  on 
health-system  reform  all  have  trans- 
lated into  fewer  available  research  dol- 
lars, and,  consequently,  limits  on 
progress  in  the  fight  against  disease. 

Associate  Editor  Larry  BeSaw  in- 
terviewed physicians  at  several  major 
research  institutions  in  Texas  for  his 
cover  story,  which  begins  on  p 32.  He 
reports  that  cancer  research  is  one  of 
the  areas  hardest  hit.  As  one  physician 
points  out,  the  best  treatment  for 
some  cancer  patients  may  be  an  exper- 
imental treatment.  When  the  man- 
aged care  company  refuses  to  pay 
clinical  charges  for  that  treatment,  is  it 
playing  with  patients’  lives? 

Also  on  the  subject  of  medical  re- 
search, “Building  a Better  Mouse,”  be- 
ginning on  p 40,  describes  how 
scientists  at  the  M.D.  Anderson  Can- 
cer Center  Science  Park  near  Smithville 
are  using  transgenic  mice  that  show 
great  promise  for  advancing  research 
on  skin  cancer  and  other  diseases.  Fin- 
gers are  crossed  that  this  exciting  work 
can  continue.  One  good  sign:  The  fa- 
cility should  be  able  to  sell  the  mice  to 
other  labs,  thus  creating  a profit  center. 

All  cynicism  aside,  don’t  miss  “The 
Strongest  Heart  in  Texas”  (p  48).  It  will 
warm  your  heart,  I promise,  and  remind 
you  what  matters  and  what  doesn’t. 

JEAN  PIETROBONO 
Managing  Editor 
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Once-A-Day 


nifedipine 


EXTEN  DED 
RELEASE 
TABLETS 


30mg,60mg  &90mg 


Reeil  Value  for 
Real  People  with 
Hypertension 


In  1972.  Bayer  scientists  discovered  nifedipine. 
Today,  the  Adalat*  brand  of  nifedipine  is 
available  from  Bayer  in  several  formulations 
around  the  world. 

In  the  United  States,  the  one  to  prescribe  is 
Adalat®  CC.  And  thousands  of  physicians  have 
been  doing  just  that — more  than  10  million 
prescriptions  have  been  dispensed  since  its 
introduction  in  1993. 1 

Blood  pressure  reduction  provided  by 
Adalat  CC  is  comparable  with  Procardia  XU.2-3 
The  frequency  and  type  of  side  effects  reported 
with  Adalat  CC  are  typical  of  dihydropyridine 
calcium  channel  blockers.4 

Adalat  CC  is  not  indicated  for  angina. 

It  should  be  taken  on  an  empty  stomach. 

As  with  all  distinct  pharmacologic  entities, 


switching  from  one  to  another  may  necessitate 
careful  titration  and  patient  monitoring. 

The  pricing  differential  remains — initial 
doses  of  Adalat  CC  are  29%  less  than  the 
Average  Wholesale  Price  (AWP)  for  Procardia  XL.t5 

Adalat  CC  from  Bayer. 

People  are  spreading  the  word. 


* Procardia  XL  (nifedipine)  is  a registered  trademark  of 
Pfizer  Labs  Division,  Pfizer  Inc. 

'’'Calculations  based  on  suggested  Average  Wholesale  Price 
(AWP).5  AWP  is  from  a published  price  list  and  may  or  may  not 
represent  the  actual  price  to  pharmacists  or  consumers. 

Please  see  next  page  for  a brief  summary  of 
Prescribing  Information. 


From  Bayer 

The  People  Who  Discovered  Nifedipine 


Once-A-Day 


nifedipine 


EXTEN  DED 
RELEASE 
TABLETS 


30mg,60mg  &90mg 

Real  Value  for  Real  People  with  Hypertension 


BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING 
INFORMATION 
For  Oral  Use 
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INDICATION  AND  USAGE:  ADALAT  CC  is  indicated  for  the  treatment  of  hyperten- 
sion. It  may  be  used  alone  or  in  combination  with  other  ontihypertensive  agents. 
CONTRAINDICATIONS:  Known  hypersensitivity  to  nifedipine 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive 
effect  of  nifedipine  is  modest  and  well  tolerated,  occasional  patients  have  haa  excessive 
and  poorly  tolerated  hypotension.  These  responses  have  usually  occurred  during  initial 
titration  or  at  the  time  of  subsequent  uDward  dosage  adjustment,  and  may  be  more 
likely  in  patients  using  concomitant  beta-blockers. 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in 
patients  who  received  immediate  release  capsules  together  with  a beta-blocking  agent 
and  who  underwent  coronary  artery  bypass  surgery  using  high  dose  fentanyl  onesthe- 
sio  The  interaction  with  high  dose  fentanyl  appears  to  be  due  to  the  combination  of 
nifedipine  and  a beta-blocker,  but  the  possibility  that  it  may  occur  with  nifedipine  alone, 
with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic  anal- 
gesics cannot  be  ruled  out.  In  nifedipine-treated  patients  where  surgery  using  high  dose 
fentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  of  these  potential 
problems  and,  if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours) 
should  be  allowed  for  nifedipine  to  be  washed  out  of  the  body  prior  to  surgery 
Increased  Angina  and/or  Myocardial  Infarction:  Rarely,  patients,  particularly 
those  who  have  severe  obstructive  coronary  artery  disease,  have  developed  well  docu- 
mented increased  frequency  duration  and/or  severity  of  angino  or  acute  myocardial 
infarction  upon  starting  nifedipine  or  at  the  time  of  dosage  increase  The  mechanism  of 
this  effect  is  not  established. 

Beta-Blocker  Withdrawal:  When  discontinuing  a beta-blocker  it  is  important  to  taper 
its  dose,  if  oossible  rather  than  stopping  abruptly  before  beginning  nifedipine  Patients 
recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  increased 
angina,  probably  related  to  increased  sensitivity  to  catecholamines  Initiation  of  nifedipine 
treatment  will  not  prevent  this  occurrence  and  on  occasion  has  been  reported  to  increase  it. 
Congestive  Heart  Failure:  Rarely,  patients  (usually  while  receiving  a beta-blocker) 
have  developed  heart  failure  after  beginning  nifedipine  Patients  with  tight  aortic  steno- 
sis may  be  at  greater  risk  for  such  an  event,  as  the  unloading  effect  of  nifedipine  would 
be  expected  to  be  of  less  benefit  to  these  patients,  owing  to  their  fixed  impedance  to 
flow  across  the  aortic  valve. 

PRECAUTIONS:  General  - Hypotension:  Because  nifedipine  decreases  peripheral  vas- 
cular resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and 
titration  of  ADALAT  CC  is  suggested.  Close  observation  is  especially  recommended  for  patients 
already  taking  medications  that  are  known  to  lower  blood  pressure  (See  WARNINGS) 
Peripheral  Edema:  Mild  to  moderate  peripheral  edema  occurs  in  a dose-dependent 
manner  with  ADALAT  CC  The  placebo  subtracted  rate  is  approximately  8%  at  30  mg,  12% 
at  60  mg  and  1 9%  at  90  mg  daily.  This  edema  is  a localized  phenomenon,  thought  to  be 
associated  with  vasodilation  of  dependent  arterioles  and  small  blood  vessels  ana  not  due 
to  left  ventricular  dysfunction  or  generalized  fluid  retention.  With  patients  whose  hyper- 
tension is  complicated  by  congestive  heart  failure,  care  should  be  taken  to  differentiate 
this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction. 
Information  for  Patients:  ADALAT  CC  is  on  extended  release  tablet  and  should  be 
swallowed  whole  and  taken  on  an  empty  stomach  It  should  not  be  administered  with 
food  Do  not  chew,  divide  or  crush  tablets. 

Laboratory  Tests:  Rare,  usually  transient,  but  occasionally  significant  elevations  of 
enzymes  such  os  alkaline  phosphatase,  CPK,  LDH,  SCOT,  and  SGPT  have  been  noted  The 
relationship  to  nifedipine  tnerapy  is  uncertain  in  most  cases,  but  probable  in  some.  These 
laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms;  however, 
cholestasis  with  or  without  jaundice  nas  been  reported.  A small  increase  (<5%)  in  mean 
alkaline  phosphatase  was  noted  in  patients  treated  with  ADALAT  CC.  This  was  an  isolated 
finding  and  it  rarely  resulted  in  values  which  fell  outside  the  normal  range.  Rare  instances 
of  allergic  hepatitis  have  been  reported  with  nifedipine  treatment.  In  controlled  studies, 
ADALAT  CC  dia  not  adversely  affect  serum  uric  acid,  glucose,  cholesterol  or  potassium. 
Nifedipine  like  other  calcium  channel  blockers,  decreases  platelet  aggregation  in  vitro 
Limited  clinical  studies  have  demonstrated  a moderate  but  statistically  significant 
decrease  in  platelet  aggregation  and  increase  in  bleeding  time  in  some  nifedipine 
patients.  This  is  thought  to  oe  a function  of  inhibition  of  calcium  transport  across  the 
platelet  membrane.  No  clinical  significance  for  these  findings  has  been  demonstrated. 
Positive  direct  Coombs'  test  with  or  without  hemolytic  anemia  has  been  reported  but  a 
causal  relationship  between  nifedipine  administration  and  positivity  of  this  laboratory 
test,  including  hemolysis,  could  not  be  determined. 

Although  nifedipine  has  been  used  safely  in  patients  with  renal  dysfunction  and  has  been 
reported  to  exert  a beneficial  effect  in  certain  cases  rare  reversible  elevations  in  BUN  and 
serum  creatinine  have  been  reported  in  patients  with  pre-existing  chronic  renal  insufficien- 
cy. The  relationship  to  nifedipine  therapy  is  uncertain  in  most  cases  but  probable  in  some 
Drug  Interactions:  Beta-adrenergic  blocking  agents:  (See  WARNINGS). 


ADALAT  CC  was  well  tolerated  when  administered  in  combination  with  a beta  blocker  in 
1 87  hypertensive  patients  in  a placebo-controlled  clinical  trial.  However  there  have 
been  occasional  literature  reports  suggesting  that  the  combination  of  nifedipine  and 
beta-adrenergic  blocking  drugs  may  increase  the  likelihood  of  congestive  heart  failure, 
severe  hypotension,  or  exacerbation  of  angina  in  patients  with  carmovascular  disease. 
Digitalis:  Since  there  have  been  isolated  reports  of  patients  with  elevated  digoxin  levels 
and  there  is  a possible  interaction  between  digoxin  and  ADALAT  CC,  it  is  recommended 
that  digoxin  levels  be  monitored  when  initiating,  adjusting,  and  discontinuing  ADALAT  CC 
to  avoid  possible  over-  or  under-digitalization. 

Coumarin  Anticoagulants:  There  have  been  rare  reports  of  increased  prothrombin  time 
in  patients  taking  coumarin  anticoagulants  to  wnom  nifedipine  was  administered. 
However,  the  relationship  to  nifedipine  therapy  is  uncertain. 

Quinidine  There  have  been  rare  reports  of  an  interaction  between  quinidine  and 
nifedipine  (with  a decreased  plasma  level  of  quinidine). 

Gmetidine:  Both  the  peak  plasma  level  of  nifedipine  and  the  AUC  may  increase  in  the  pres- 
ence of  cimetidine.  Ranitidine  produces  smaller  non  significant  increases.  This  effect  of  cime- 
tidine may  be  mediated  by  its  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  nifedipine.  If  nifedipine  thera- 
py is  initiated  in  a patient  currently  receiving  cimetidine,  cautious  titration  is  advised. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Nifedipine  was  adminis 
tered  orally  to  rats  for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to 
rats  prior  to  mating,  nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times 
the  maximum  recommended  human  dose.  In  vivo  mutagenicity  studies  were  negative. 
Pregnancy:  Pregnancy  Category  C.  In  rodents,  rabbits  and  monkeys,  nifedipine  has 
been  shown  to  have  a variety  of  embryotoxic,  placentotoxic  and  fetotoxic  effects, 
including  stunted  fetuses  (rats  mice  and  rabbits)  digital  anomalies  (rats  and  rabbits), 
rib  deformities  (mice)  deft  palate  (mice),  small  placentas  and  underdeveloped  chorion- 
ic villi  (monkeys),  embryonic  and  fetal  deaths  (rats,  mice  and  rabbits),  prolonged  preg- 
nancy (rats;  not  evaluated  in  other  species),  and  decreased  neonatal  survival  (rats;  not 
evaluated  in  other  species).  On  a mg/ka  or  mg/m2  basis,  some  of  the  doses  associated 
with  these  various  effects  are  higher  than  the  maximum  recommended  human  dose 
and  some  are  lower,  but  all  are  within  an  order  of  magnitude  of  it. 

The  digital  anomalies  seen  in  nifedipine-exposed  rabbit  pups  are  strikingly  similar  to 
those  seen  in  pups  exposed  to  phenytoin,  and  these  are  in  turn  similar  to  the  pho- 
langeal  deformities  that  ore  the  most  common  malformation  seen  in  human  children 
witn  in  utero  exposure  to  phenytoin 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ADALAT  CC  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers:  Nifedipine  is  excreted  in  human  milk.  Therefore,  a decision  should 
be  matfe  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother 

ADVERSE  EXPERIENCES:  The  incidence  of  adverse  events  during  treatment  with 
ADALAT  CC  in  doses  up  to  90  mg  doily  were  derived  from  multi-center  placebo-controlled 
clinical  trials  in  370  hypertensive  patients  Atenolol  50  mg  once  daily  was  used  concomi- 
tantly in  1 87  of  the  370  patients  on  ADALAT  CC  and  in  64  of  the  1 26  patients  on  placebo 
All  adverse  events  reported  during  ADALAT  CC  therapy  were  tabulated  indepencfently  of 
their  causal  relationship  to  medication. 

The  most  common  adverse  event  reported  with  ADALAT®  CC  was  peripheral  edema.  This 
was  dose  related  and  the  frequency  was  18%  on  ADALAT  CC  30  mg  daily,  22%  on 
ADALAT  CC  60  mg  daily  and  29%  on  ADALAT  CC  90  mg  doily  versus  10%  on  placebo 
Other  common  adverse  events  reported  in  the  above  placebo  controlled  trials  include: 
Headache  (19%,  versus  13%  placebo  incidence);  Flushing/heal  sensation  (4%,  versus 
0%  placebo  incidence);  Dizziness  (4%,  versus  2%  placebo  incidence);  Fatigue/asthenia 
(4%,  versus  4%  placebo  incidence),  Nausea  (2%,  versus  1%  placebo  incidence); 
Constipation  (1%,  versus  0%  placebo  incidence). 

Where  the  frequency  of  adverse  events  with  ADALAT  CC  and  placebo  is  similar,  causal 
relationship  cannot  be  established. 

The  following  adverse  events  were  reported  with  an  incidence  of  3%  or  less  in  daily 
doses  up  to  90  mg: 

Body  as  a Whole/Systemic:  chest  pain,  leg  pain  Central  Nervous  System: 

paresthesia,  vertigo  Dermatologic:  rash  Gastrointestinal:  constipation 
Musculoskeletal:  leg  cramps  Respiratory:  epistaxis,  rhinitis  Urogenital:  impo- 
tence, urinary  frequency 

Other  adverse  events  reported  with  on  incidence  of  less  than  1 .0%  were: 

Body  as  a Whole/Systemic:  cellulitis,  chills,  facial  edema,  neck  pain,  pelvic  pain, 

Kain  Cardiovascular:  atrial  fibrillation,  bradycardia,  cardiac  arrest,  extrasystole, 
ypotension,  palpitations,  phlebitis,  postural  hypotension,  tachycardia  cutaneous  ang- 
iectases  Central  Nervous  System:  anxiety,  confusion,  decreased  libido,  depression, 
hypertonia,  insomnia,  somnolence  Dermatologic:  pruritus,  sweating 
Gastrointestinal:  abdominal  pain,  diarrhea,  dry  mouth,  dyspepsia  esophagitis,  flatu- 
lence, gastrointestinal  hemorrhage,  vomiting  Hematologic:  lymphadenopathy 
Metabolic:  gout,  weight  loss  Musculoskeletal:  arthralgia,  arthritis,  myalgia 
Respiratory:  dyspnea,  increased  cough,  rales,  pharyngitis  Special  Senses:  abnor- 
mal  vision,  amblyopia,  conjunctivitis,  diplopia,  tinnitus  Urogenital/Reproductive: 
kidney  calculus,  nocturia,  breast  engorgement 


The  following  adverse  events  have  been  reported  rarely  in  patients  given  nifedipine  in 
other  formulations:  allergenic  hepatitis,  alopecia  anemia,  arthritis  with  ANA  (+), 
depression,  erythromelolgia,  exfoliative  dermatitis,  fever,  gingival  hyperplasia,  gyneco- 
mastia, leukopenia,  mood  chances,  muscle  cramps,  nervousness,  paranoid  syndrome, 
purpura,  shakiness,  sleep  disturbances,  syncope,  taste  perversion,  thrombocytopenia, 
transient  blindness  at  the  peak  plasma  level,  tremor  and  urticaria. 
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NEWSMAKERS 


Dallas  psychiatrist  Kenneth  Z.  Alt- 
shuler, MD,  received  the  first  Trail- 
blazer  Award  given  by  Dallas  County 
Mental  Health  and  Mental  Retarda- 
tion for  outstanding  contributions  in 
the  areas  of  public  psychiatry,  mental 
health,  and  mental  retardation. 

Houston  pediatrician  Robert  F.  Austin, 
Jr,  MD,  received  an  honorary  degree 
from  Grinnell  College. 

Fritz  E.  Barton,  Jr,  MD,  Dallas,  was 
elected  member-at-large  of  the  Board 
of  Directors  for  the  American  Society 
for  Aesthetic  Plastic  Surgery. 

Houston  cardiovascular  disease  spe- 
cialist Earl  F.  Beard,  MD,  received  the 
degree  of  Doctor  of  Science,  Honoris 
Causa,  from  Texas  Lutheran  College 
during  spring  commencement. 

1'he  1996-1997  Texas  Radiological 
Society  officers  include  Robert  R.  Burns, 
MD,  Dallas,  president;  Ted  L.  Carelock, 
MD,  Dallas,  president-elect;  Charles  W. 
Yates,  Jr,  MD,  Richmond,  first  vice  presi- 
dent; Milton  J.  Guiberteau,  MD,  Hous- 
ton, second  vice  president;  and  A. 
Brooks  Chapman,  MD,  Dallas,  secretary. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization ; or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632;  e-mail johanna_f@texmed.org 


Houston  cardiovascular  disease  special- 
ist David  Cardus,  MD,  received  the  Joan 
d'Alos  Award  from  the  Cardiovascular 
Center  “Sant  Jordi”  of  Barcelona, 
Spain,  for  his  contributions  to  cardiac 
rehabilitation. 

Houston  vascular  surgeon  Denton  A. 
Cooley,  MD,  received  the  first  Tree  of 
Life  Award  presented  by  The  Living 
Bank  International  for  his  service  to 
the  organ  and  tissue  donor  registry  and 
education  organization. 

Webster  family  practitioner  Newton 
E.  Dudney,  MD;  Lubbock  obstetrician- 
gynecologist  Ted  H.  Forsythe,  MD;  and 
Dallas  ophthalmologist  Robert  M.Ten- 
ery,  Jr,  MD,  received  the  Ashbel  Smith 
Distinguished  Alumnus  Award,  the 
highest  alumni  honor  bestowed  by 
The  University  of  Texas  Medical 
Branch  at  Galveston. 

Dallas  plastic  surgeons  Ronald  M.  Fried- 
man, MD,  Jack  R Gunter,  MD,  and  Rod  J. 
Rohrich,  MD,  received  the  Best  Journal 
Article  Award  from  the  American  Soci- 
ety for  Aesthetic  Plastic  Surgery  for 
their  1995  article,  “Nasal  l ip  Blood 
Supply:  An  Anatomic  Study  Validating 
the  Safety  of  the  Transcolumellar  Inci- 
sion in  Rhinoplasty.” 

The  1996-1997  Texas  Neurological 
Society  officers  include  James  E.  Gar- 
rison III,  MD,  San  Antonio,  president; 

Gage  Van  Horn,  MD,  Houston,  presi- 
dent-elect; and  Robert  F.  LeRoy,  MD, 

Dallas,  secretary-treasurer. 

Dallas  neurosurgeon  Cole  A.  Giller, 


Denton  A.  Cooley,  MD  Keith  Krein,  MD,  CMD 


Leah  Raye  Mabry,  MD  Saleh  M.  Shenaq,  MD 


Arthur  J.  Speece  III,  DO  Phieu  N.Tran,  MD 


MD,  received  the  Cerebrovascular 
Research  Award  at  the  1996  Cerebral 
Hemodynamics  and  Embolism  Sym- 
posium for  the  abstract,  “Estimation 
of  Changes  in  Vessel  Diameter  by  Use 
of  Weighted  Spectral  Intensities: 
Angiographic  Verification." 

Internist  Antonio  M.  Gotto,  Jr,  MD, 

DPhil,  and  endocrinologist  Bert  W. 
O’Malley,  MD,  received  the  Distin- 
guished Faculty  Award  from  the  Bay- 
lor Medical  Alumni  Association. 
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As  a medical  officer  in  the 
Army  Reserve  you  will  be 
offered  a variety  of  challenges 
and  rewards.  You  will  also 
have  a unique  array  of  advan- 
tages that  will  add  a new 
dimension  to  your  civilian 
career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education 
programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advan- 
tage to  find  out  how  well  the 
Army  Reserve  will  treat  you 
for  a small  amount  of  your 
time.  An  Army  Reserve 
Medical  Counselor  can  tell 
you  more.  Just  call  collect: 


(214)  767-0818 


ARMY  MEDICINE. 
BE  ALL  YOU  CAN  BE. 


People 

San  Antonio  pulmonary  disease  spe- 
cialist John  R.  Holcomb,  MD,  was 

named  physician  trustee  to  the  Texas 
Hospital  Association  Board  ot  Trustees. 

Charles  A.  Hulse,  MD,  San  Antonio, 
received  the  1996  American  Urologi- 
cal Association  Gold  Cane  Award  in 
May  for  his  outstanding  contributions 
to  the  association  and  to  the  urology 
profession. 

Houston  ophthalmologist  Barry  N. 
Hyman,  MD,  received  the  1996  Excel- 
lence in  Chapter  Leadership  Award 
from  the  Houston  chapter  of  the 
American  Diabetes  Association. 

San  Antonio  obstetrician-gynecologist 
Dave  Kittrell,  MD,  received  the  Dr 
Myron  Chrisman  Award  for  Out- 
standing Service  in  the  Medical  Com- 
munity from  Champions  for  Choice, 
benefitting  the  Texas  Abortion  and 
Reproductive  Rights  Action  League 
and  Political  Action  Committee. 

Houston  emergency  medicine  special- 
ist Keith  Krein,  MD,  CMD,  assumed  the 
presidency  of  the  American  Medical 
Directors  Association  in  March  and 
will  serve  a 1-year  term. 

The  1996-1997  Texas  Association  ol 
Obstetricians  and  Gynecologists  offi- 
cers are  Terrence  A.  Kuhlmann,  MD, 
Austin,  president;  Ralph  Anderson, 
MD,  Fort  Worth,  president-elect; 
Alfred  B.  Knight,  MD,  Temple,  vice 
president;  and  Dudley  P.  Baker,  MD, 
Temple,  secretary-treasurer. 

Houston  oncologist  Scott  M.  Lipp- 
man,  MD,  was  appointed  first  chair  of 
the  Department  of  Clinical  Cancer 
Prevention  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center. 

Pleasanton  family  practitioner  Leah 
Raye  Mabry,  MD,  was  named  1996 
Distinguished  Medical  Alumnus  of 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio. 


The  1 996- 1 997  Texas  Society  of  Plas- 
tic Surgeons  officers  are  Harlan  Pol- 
lock, MD,  Dallas,  president;  Terry 
Tubb,  MD,  Midland,  vice  president; 

Charles  Verheyden,  MD,  Temple,  secre- 
tary; James  R.  Cullington,  MD,  Austin, 
treasurer;  and  Richard  A.  Levine,  MD, 

San  Antonio,  historian. 

Dallas  internist  Albert  D.  Roberts,  Jr, 

MD,  was  named  Laureate  of  the  Texas 
Academy  Chapter  of  the  American 
College  of  Physicians  for  his  commit- 
ment to  excellence  in  patient  care  and 
service  to  the  community. 

Saleh  M.  Shenaq,  MD,  was  named  chief 
of  the  Division  of  Plastic  Surgery  at 
Baylor  College  of  Medicine  and  chief 
of  plastic  surgery  at  the  Methodist 
Hospital  in  Houston. 

Burleson  anesthesiologist  Arthur  J. 
Speece  III,  DO,  was  elected  president 
of  the  Texas  Osteopathic  Medical 
Association. 

Victoria  obstetrician-gynecologist  Philip 
T.  Suarez,  MD,  received  the  first  Best 
Exhibit  Award  Certificate  during  TMA’s 
1996  Annual  Session  for  “Medicine  on 
the  Internet,”  a hands-on  computer  lab 
exhibit. 

Dallas  ophthalmologist  Ronald  L. 
Fellman,  MD,  received  the  Aesculapius 
Award  for  the  most  outstanding 
exhibit  displayed  by  a Texas  physician 
for  “Glaucoma  2001.”  I he  exhibit 
provided  free  glaucoma  screening  and 
educational  materials  for  both  pri- 
mary care  physicians  and  the  public. 

Amarillo  family  practitioner  Phieu  N. 
Tran,  MD,  was  elected  president  of  the 
Vietnamese  Medical  Association  of 
Texas. 

William  O.Tschumy.Jr,  MD,  Dallas,  was 
honored  with  the  establishment  of  the 
William  O.  Tschumy,  Jr,  MD  Chair 
for  Internal  Medicine  at  Presbyterian 
Hospital  of  Dallas. 
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Harry  Tracy  Barnes,  MD,  70;  Texas 
City;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1955;  died  May 
11,  1996. 

Charles  J.  Canaan,  MD,  64;  Pasadena; 
Cairo  University,  Egypt,  1957;  died 
May  16,  1996. 

Hulen  Jefferson  Cook,  Jr,  MD,  66; 

Wichita  Falls;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1957; 
died  May  10,  1 996. 

Charles  Perry  Davis,  MD,  67;  Fort 
Worth;  Baylor  College  of  Medicine, 
1953;  died  May  10,  1996. 

Oscar  Adolph  Hamilton,  Jr,  MD,  80; 

Harlingen;  Baylor  College  of  Medi- 
cine-Dallas,  1941;  died  May  18, 
1996. 

Robert  Moore  Hill,  MD,  81;  Kilgore; 
Baylor  College  of  Medicine-Dallas, 
1939;  died  May  23,  1996. 

Raymond  Andrew  McBride,  MD,  68; 

Houston;  Tulane  University  School  of 
Medicine,  1956;  died  May  11,  1996. 

Jack  Winton  Potter,  MD,  70;  Hughes 
Springs;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1966;  died 
May  9,  1996. 

Ralph  C.  Smith,  MD,  104;  Dallas;  Bay- 
lor College  of  Medicine-Dallas,  1920; 
died  May  29,  1996. 

Wayne  Kent  Steele,  MD,  70;  Angleton; 
The  University  of  Texas  Southwestern 
Medical  School,  1951;  died  May  28, 
1996. 

Irwin  H.  Stolzar,  MD,  81;  Longview; 
Case  Western  Reserve  University 
School  o!  Medicine,  1937;  died  Octo- 
ber 28,  1995. 


LAWSUIT  EXCEEDS  COVERAGE? 
INSURANCE  DEFENSE  UNFOCUSED? 

PHYSICIAN  — ATTORNEY  — LITIGATOR 

ALAN  J.  WINTERS,  M.D.,  J.D. 

Malpractice  defense.  Personal  counselor. 

Physician  business  matters. 

1900  West  Loop  South,  Suite  1420,  Houston,  Texas  77027 
Phone  (713)  840-7180,  Fax  (713)  840-9620 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 


Malpractice 

Insurance 


J.  Menna  & Company  has  built  a 
reputation  for  our  integrity  and  strong 
knowledge  of  coverages  and  the  current 

marketplace. 

Whether  you  are  in  solo  or  group 
practice,  we  have  the  solution  to  your 
insurance  needs  at  the  most  reasonable 
price,  regardless  of  specialty  or  loss 

history. 

James  T.  Rubino 
Administrator 

Individual  and  Group  Physicians  and  Surgeons  Professional 
Liability  • Clinics  • Surgery  Centers  • IPA's  • MSO’s  • 
Multiple  Specialty  Practices  • Individual  Disability 

Insurance 

For  additional  information  contact: 

J.  Menna  & Company 
(713) 358-9782 
(800) 856-9782 

Internet  jmenna@malpractice.com 
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Patients  improve 
with  pet  therapy 


Sierra  Health  Center  resident  Jane  A.  Abell,  of  Austin,  shares  a smile  with  Shadow,  a Therapy  Pet  Pals  of 
Texas  canine,  while  handler  Laura  Albrecht  looks  on. 


By  Carly  L.  Price 
Editorial  intern 

A trend  is  sweeping 
Texas  that  some 
find  surprising: 
Hairy,  four-legged,  unli- 
censed therapists  are  effec- 
tively treating  patients  in 


health-care  facilities  state- 
wide. Called  “pet  therapy,” 
it  is  increasingly  recognized 
as  a successful  way  to  com- 
municate with  and  improve 
the  health  of  patients  in  in- 
stitutional settings. 

Institutionalized  patients 
often  have  few  or  no  visi- 


tors, which  can  result  in  se- 
rious depression.  But  the 
loneliness  and  somber  mo- 
notony of  institutional  life 
are  interrupted  when  Kath- 
ryn Lashmit  strolls  in  with 
her  entourage  of  pet  owners 
and  fuzzy  volunteers. 

“The  bottom  line  is 


that  anything  we  can  do  to 
help  make  an  institutional 
person’s  life  more  normal 
and  homelike  will  provide 
an  environment  more  con- 
ducive to  their  overall  bet- 
ter mental  health,”  said 
Ms  Lashmit,  founder  and 
executive  director  of  Ther- 
apy Pet  Pals  of  Texas,  Inc 
(TPPT). 

The  group  has  recruited 
pets  and  their  owners  to 
brighten  the  lives  of  the  sick 
and  elderly  for  more  than  a 
decade.  Currently,  162 
human  volunteers,  193  ca- 
nine volunteers,  and  6 feline 
volunteers  visit  a total  of  71 
institutions  in  Texas,  and 
participate  in  a few  one-on- 
one  programs.  Human  vol- 
unteers may  be  as  young  as 
age  18,  and  the  oldest  cur- 
rent volunteer  is  86.  Pet  vol- 
unteers come  in  an  array  of 
sizes,  weighing  anywhere 
from  2'A  lbs  to  180  lbs,  the 
weight  of  the  largest  dog 
presently  serving. 

Ms  Lashmit  explains 
that  pet  therapy  allows  pa- 
tients the  opportunity  to 
give  and  receive  uncondi- 
tional love  and  also  helps 
them  communicate  with 
others.  “Quite  often,  peo- 
ple will  open  up  and  visit 
with  the  pet  when  they 
won’t  have  a thing  to  do 
with  a human  because 
they’re  intimidated.  A 
pet’s  love  is  nonjudgmen- 
tal  - a dog  doesn’t  care  if 
you’re  pretry  or  plain,  old 
or  young,”  Ms  Lashmit 
said.  “When  you  take  a 
dog  in,  it  not  only  sparks 
conversation  between  the 
volunteer  and  the  patient 
but  also  among  the  other 
residents.” 
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Studies  indicate  that  reg- 
ular contact  with  a pet  re- 
duces stress,  lowers  blood 
pressure,  encourages  exer- 
cise, promotes  intimacy, 
and  contributes  to  general 
feelings  of  wellness.  In  an 
institutional  setting,  TPPT  s 
animals  encourage  smiles, 
relieve  boredom,  and  help 
patients  forget  about  their 
pain.  Patients  are  encour- 
aged to  pet  and  brush  the 
pets,  and  larger  dogs  are 
often  used  for  physical  ther- 
apy; patients  may  walk  or 
play  bail  with  the  dogs.  In 
addition  to  the  elderly, 
TPPT  works  with  a lot  of 
teenagers  involved  in  sports 
accidents. 

One  aspect  of  TPPT 
that  is  different  from  other 
pet  therapy  programs  is 
that  volunteers  visit  the 
same  facilities  from  week 
to  week.  This  allows  pa- 
tients to  form  a special 
bond  with  both  their 
human  and  animal  visi- 
tors. Many  of  the  residents 
will  become  attached  to 
certain  animals  and  may 
even  refer  to  the  animals  as 
their  own. 

“One  day  when  my  dogs 
and  I were  visiting  an  el- 
derly gentleman,”  Ms  Lash- 
mit  recalls,  “his  daughter 
walked  in  and  just  gasped 
when  she  saw  my  dog  in  his 
lap.  When  I asked  what  was 
wrong,  she  whispered,  ‘My 
father  hates  dogs.’  I sur- 
mised that  he  was  so  lonely 
he  pretended  to  like  dogs  in 
order  to  get  me  to  stay  and 
visit  with  him,  and  in  the 
process  he  learned  that  he 
really  did  like  dogs.  He  be- 
came a regular  on  our  visita- 
tion schedule.” 


And  pets  and  their 
owners  benefit  from  pet 
therapy,  too.  “We  don’t  re- 
ally know  who  benefits 
most,”  Ms  Lashmit  said. 
Pets  involved  receive  a lot 
of  love  and  additional  at- 
tention, and  pet  owners 
can  gain  satisfaction  from 
giving  and  sharing  the 
daily  rewards  they  reap 
from  pet  ownership. 

The  pet  pals  visit  nurs- 
ing, retirement,  and  conva- 
lescent homes;  psychiatric 
and  handicapped  facilities; 
State  of  Texas  Mental 
Health  and  Mental  Retarda- 
tion and  acute  care  centers; 
and  rehabilitation  hospitals 
in  Dallas,  The  Woodlands, 
Houston,  Austin,  and  most 
of  central  Texas. 

Established  in  1984, 
TPPT  is  an  all-volunteer 
program  and  has  guidelines 
for  the  proper  conduct  and 
procedures  to  ensure  safe, 
effective,  and  sanitary  visits 
for  those  involved. 

To  be  a therapy  pet  pal, 
an  animal  must  be  be- 
tween 1 and  10  years  old, 
and  all  inoculations  must 
be  current.  Pets  are 
screened  through  a qualify- 
ing and  training  class. 
Temperament,  socializa- 
tion, cleanliness,  health, 
and  other  behavioral  as- 
pects are  all  considered  in 
the  selection  process.  After 
training,  both  human  and 
pet  members  must  make  at 
least  three  visits  to  a 
health-care  facility  super- 
vised by  a TPPT  trainer 
before  being  officially  ac- 
cepted. To  become  a mem- 
ber or  sponsor  of  Therapy 
Pet  Pals  of  Texas,  Inc,  call 
(512)  477-9027. 


Opportunity  knocks 
at  I996TMA  Fall 
Leadership  Conference 


w 


ith  the  theme 
“Turning 
Challenge 
into  Opportunity,”  the 
Texas  Medical  Associa- 
tion’s 1996  Fall  Leadership 
Conference  in  Austin  of- 
fers physicians  the  latest 
political,  economic,  and 
consumer  information  to 
help  them  gain  ground  in 
the  medical  environment. 

American  Medical  As- 
sociation President  Daniel 
H.  Johnson,  Jr,  MD,  will 
give  the  keynote  address  at 
the  conference,  which  be- 
gins at  9:30  am  on  Satur- 
day, September  21.  Dr 
Johnson,  a Texas  native 
now  practicing  diagnostic 
radiology  in  Metairie,  La, 
received  his  medical  degree 
at  The  University  of  Texas 
Medical  Branch  at  Galve- 
ston (UTMB).  A former 


Daniel  H.  Johnson,  Jr,  MD 


speaker  of  the  AMA  House 
of  Delegates,  Dr  Johnson 
was  named  an  Ashbel 
Smith  Distinguished  Alum- 
nus at  UTMB  in  1994. 

Experts  in  the  fields  of 
medical  liability,  consumer 
advocacy,  politics,  and 
managed  care  have  been  in- 
vited to  speak  on  Saturday. 
Other  topics  planned  for 
the  conference  include  a 
look  at  the  “tobacco  wars” 
being  led  by  Texas  Attorney 
General  Dan  Morales 
against  the  nation’s  tobacco 
industry,  seeking  reim- 
bursement of  state  money 
spent  on  treating  smoking- 
related  illnesses. 

A preconference  “dawn 
duster"  session,  from  7:45 
am  to  9:15  am,  features 
this  year’s  Philip  R.  Over- 
ton  lecturer,  Austin  attor- 
ney Robert  J.  Provan,  JD, 
discussing  managed  care, 
physicians,  and  the  Ameri- 
cans with  Disabilities  Act. 
He  will  be  joined  by  TMA 
General  Counsel  Donald 
P.  Wilcox,  JD. 

All  events  will  be  held  at 
the  Renaissance  Austin 
Hotel.  The  conference  is 
free  for  all  TMA  members 
and  invited  guests,  includ- 
ing a Saturday  luncheon 
sponsored  by  the  Texas 
Medical  Liability  Trust 
(TMLT).  Cost  for  non- 
member physicians  is  $100. 
Conference  attendees  will 
have  a variety  of  workshops 
and  seminars  to  choose 
from  on  Friday  and  Satur- 
day. A special  meeting  of 
TMA’s  committee,  council, 
and  board  chairs  will  di- 
rectly follow  the  conference. 

This  year’s  risk  man- 
agement workshop,  titled 
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“Witness  for  the  Defense,’’  will  be 
held  from  2 to  5 pm  Saturday  and  is 
approved  for  3 AMA  PRA  Category  1 
continuing  medical  education  hours. 
To  register  for  this  workshop,  which 
prepares  physicians  for  depositions 
and  trial  testimony,  call  TMA  practice 
management  services  at  (800)  880- 
1300,  ext  1411,  or  (512)  370-1411. 

Completion  of  this  course  will 
qualify  TMLT-insured  physicians  for 
a risk  management  discount  on  their 
next  policy  renewals.  Registration  fee 
is  $60  for  TMLT-insured  physicians, 
$85  for  other  TMA  members,  and 
$160  for  nonmembers. 

A special  seminar,  “5.01(a)  Op- 
portunities and  Pitfalls,”  is  spon- 
sored by  TMA  and  the  Texas  5.01(a) 
Alliance.  Registration  fee  is  $125  per 
person  for  TMA  members  and  $175 
for  nonmembers.  For  more  informa- 
tion or  to  register,  call  TMA  practice 
management  services  at  (800)  880- 
1300,  ext  1421,  or  (512)  370-1421. 

Although  not  required,  preregis- 
tration is  suggested  for  the  TMA 
Leadership  Conference.  For  registra- 
tion information,  call  TMA  special 
services  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346. 

Exhibit  chronicles 
medical  education  in  Texas 

Medical  education  in  Texas  has 
come  a long  way  since  the 
Texas  Medical  Department 
in  Galveston  opened  its  doors  in  1890. 

Photographs  documenting  this 
journey  are  featured  in  an  exhibit  ti- 
tled “Medical  Education  in  Texas” 
on  display  through  October  31  in 
the  Texas  Medical  Association  His- 
tory of  Medicine  Gallery.  Visitors 
can  view  old  medical  journals  and 
learn  how  undergraduate  and  gradu- 
ate medical  curricula  have  changed 
over  the  years.  The  exhibit  offers  a 
sample  of  the  most  influential  physi- 
cians — from  Ashbel  Smith,  MD, 


to  William  F.  Ross,  MD  — in  the 
establishment  of  medical  schools 
and  the  education  of  future  physi- 
cians in  Texas. 

The  gallery  is  located  on  the  first 
floor  of  the  TMA  building  at  401  W 
1 5th  St  in  Austin.  The  exhibit  can  be 


Truman  G.  Blocker,  Jr,  MD  (1909—1984), 
was  the  first  president  of  The  University  of 
Texas  Medical  Branch  at  Galveston  and  served 
on  the  school's  faculty  almost  50  years. 


Jacob  E.  Gilcreest,  MD  (1850—1926),  helped 
organize  the  Dallas  Medical  College  ( which 
later  became  Baylor  University  College  of 
Medicine)  and  became  its  first  president.  He 
was  TMA  president  in  1905. 


viewed  from  8:15  am  to  7 pm,  Mon- 
day through  Friday,  and  9 am  to  1 
pm  on  Saturday.  The  TMA  building 
is  closed  on  major  holidays.  For  more 
information,  contact  Patty  Mullins 
in  the  TMA  Library  at  (800)  880- 
1300,  ext  1543,  or  (512)  370-1543. 


M.T.  “Pepper" Jenkins,  MD  (1917—1994), 
made  n umerous  contributions  to  the  field  of 
anesthesiology  during  his  tenure  at  UT  South- 
western and  at  Parkland  Memorial  Hospital. 

UTMB  students  assist 
with  annual  health  fair 

Galveston-area  health  profes- 
sionals and  students  from 
The  University  of  Texas 
Medical  Branch  are  teaming  up  to 
put  on  the  Third  Annual  Galveston 
Community  Health  Fair  on  Septem- 
ber 14.  The  free  event,  which  cele- 
brates National  Primary  Care  Day, 
will  provide  information  on  topics 
such  as  immunizations,  exercise,  and 
domestic  violence.  Routine  screen- 
ings, including  blood  pressure,  cho- 
lesterol, and  glucose  checks,  also  will 
be  done. 

For  more  information,  contact 
the  UTMB  Office  of  Primary  Care 
Education  at  (409)  747-2269. 
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How’s  your  spin.  Doctor? 

By  David  Woods 

John  J.  Gartland,  MD,  a former 
president  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons, 
said  in  his  admirable  book,  Medical 
Writing  and  Communicating,  “Most 
patients  seem  to  like  their  per- 
sonal physicians,  but  have  a poor 
and  often  deteriorating  image  of 
physicians  as  professionals.” 

What  to  do?  Feel  put  upon  and  misunderstood?  Appoint 
“spin  doctors”  to  burnish  the  profession’s  public  relations? 
Not  a bit  of  it. 

The  pharmaceutical  industry,  which  employs  tens  of  thou- 
sands, spends  millions  of  dollars  on  research,  contributes  im- 
measurably to  our  health  and  well-being,  and  accounts  for  a 
mere  8%  of  the  gigantic  US  health-care  tab,  is  still  a sitting  tar- 
get for  many  critics.  It  has  a good  story  to  tell,  and  it  has  the 
resources  to  tell  it. Yet,  the  way  it  tells  it  — its  public  relations 
— leaves  much  to  be  desired. 

So  far  as  the  medical  profession  is  concerned,  does  the 
public  know  that  many  of  its  members  don’t  start  earning  any 
money  until  they’re  in  their  late  20s  or  early  30s?  Or  that 
they  may  be  in  debt,  even  then,  to  the  tune  of  $50,000  or 
$100,000?  Or  that  their  malpractice  premiums  may  eat  up 
$100,000  a year  for  some  “high-risk”  specialties?  Or  that 
medical  decisions  based  on  8 or  more  years  of  training  may 
be  second-guessed  by  a high  school  graduate  in  an  insurance 
company?  Or  even  that  physicians  themselves  account  for 
only  1 0%  of  the  overall  costs  of  health  care  in  this  country? 

Of  course  not.The  man  in  the  street  (who,  by  the  way,  re- 
ally ought  to  be  in  a library  researching  his  facts)  cares  only 
that  he’s  paying  more  and  more  for  coverage,  that  he’s  deal- 
ing with  overburdened  doctors  and  hospitals,  and  that  he’s 
still  trying  to  sort  out  the  gibberish  in  which  most  health-care 
information  is  couched. 

The  fact  is,  physicians  make  a pretty  easy  target  for  the  ia- 
trectomists  — those  who  delight  in  cutting  them  up,  or  down 
to  size. The  doctor  bashers. 

There  are  those  who  say  medicine  has  become  too  de- 
personalized. Yet,  the  public  wants  the  best  and  latest  drugs 


and  technology,  and  physicians’ 
use  of  these  weapons  against 
disease  is  in  part  a reaction  to 
the  very  criticism  that  predated 
their  arrival  — that  medicine 
was  too  unscientific. 

The  answer  to  all  of  this 
may  be  as  simple  as  that  of  the 
foreign  intern  who,  upon  in- 
quiring about  a patient’s  health 
and  well-being,  was  told,  “Gee, 
Doc,  I feel  lousy,”  and  began  to 
search  the  patient’s  scalp  for  Pediculus  capitis. 

What’s  needed,  I think,  is  a historical  perspective.  Physi- 
cians have  always  been  an  easy  target.  Remember  Ambrose 
Bierce’s  definition  in  his  Devil’s  Dictionary?  “A  physician  is  one 
upon  whom  we  set  our  hopes  when  ill  and  our  dogs  when 
well.”  Also  needed  is  an  awareness  that  you’re  not  being  sin- 
gled out  for  public  opprobrium.  Former  CBS  newscaster  Wal- 
ter Cronkite  has  said  of  journalism:“l’m  sick  and  mighty  tired 
of  this  profession  of  ours  being  constantly  dragged  into  the 
operating  room  and  dissected,  probed,  swabbed,  and  needled 
to  see  what  makes  it  tick.” 

So,  as  far  as  narrowing  your  collective  image  gap  is  con- 
cerned, consider: 

• running  for  political  office, 

• engaging  in  community  service, 

• presenting  a united  and  proactive  front,  and 

• supporting  your  medical  societies. 

As  John  C.  Nelson,  MD,  a member  of  the  American  Med- 
ical Association  Board  of  Trustees,  puts  it:  “As  a profession, 
we  have  to  work  harder  on  our  PR.  Too  often  we  get  hit 
with  cheap  shots  that  stick  because  we  haven’t  the  time  or 
avenue  to  respond.  But  it’s  critical  that  we  take  time  to 
teach  journalists  and  critics  of  medicine  what  it  means  to  be 
a physician.” 

That  way  you  won’t  need  any  spin,  doctor. 

David  Woods  is  publisher  of  Medical  Practice  Communicator,  a newsletter  on 
physician  communication,  and  president  of  Healthcare  Media  International,  Inc, 
I 13  Naudain  St.  Philadelphia  PA  19147;  phone  (215)  351-5328. 
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SKCIALTY 

By  Teri  Lee  Jones 

Pediatrics 

Kids- R-  Us 


UNTIL  THE  19TH  CENTURY,  MIDWIVES 
tended  to  the  medical  needs  of  infants  and 
young  children,  while  older  children  were  cared 
for  by  physicians.  The  specialty  then  known  as  “pediatry” 
or  “pedology”  emerged  along  with  the  creation  of  chil- 
dren’s hospitals  in  the  mid- 1800s.  By  the  turn  of  the  cen- 
tury, 64  medical  schools  had  chairs  in  pediatrics,  more 
than  two  dozen  children’s  hospitals  had  been  established 
in  the  United  States,  and  medically,  children  were  no 
longer  treated  as  “miniature  adults.”  As  late  as  1925,  in- 
fectious diseases  were  the  second  leading  cause  of  death 
in  children.  By  1950,  breakthroughs  in  medical  therapy 
had  dramatically  reduced  such  deaths  in  children. 

Number  of  pediatricians  in  Texas:  2,980 

Number  in  the  nation:  48, 1 1 3 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  37.9%  of  those  physicians  who  had  described  pe- 
diatrics as  their  primary  specialty  between  1981  and  1994. 

Texas  average  income  range:  $1 10,000  to  $140,000 

Key  concerns:  The  probability  of  missing  serious  prob- 
lems in  newborns  because  of  pressure  from  managed  care 
companies  to  discharge  them  too  soon;  the  possibility  of 
more  children  having  less  insurance  and  less  access  to 
health  care  with  new  Medicaid  guidelines. 


What  pediatricians  like  most  about  their  specialty:  Chil- 
dren tend  to  get  well;  watching  patients  grow  up;  high 
patient  compliance  with  medical  instructions  because 
parents  tend  to  take  better  care  of  their  children  than 
themselves;  building  relationships  with  patients. 

What  pediatricians  often  don’t  like  about  their  specialty: 

Seeing  up-close  evidence  of  child  abuse,  including  sexual 
abuse;  frustrations  of  having  to  educate  many  parents  in 
general  common  sense;  many  parents’  entrenched  belief 
that  drugs  should  solve  everything;  terminal  illnesses  in 
children. 

It  helps  if  pediatricians  . . . are  still  kids  at  heart;  can  instill 
confidence  in  parents  without  being  condescending. 

Personality  traits:  Tolerant;  good-natured;  sensitive;  easy- 
going. 


Sources:  Texas  State  Board  of  Medical  Examiners,  Texas  Pediatric  Soci- 
ety, American  Medical  Association,  American  Academy  of  Pediatrics. 


1888  1921  1930  1933 

American  Pediatric  Society  Texas  Pediatric  Society  founded.  American  Academy  of  Pediatrics  American  Board  of  Pediatrics  ap 

founded.  Membership  now  totals  Membership  today  totals  1 ,420.  founded.  Membership  now  totals  proved. 

1,400.  50,000. 
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Brochure  tells  patients  their  rights 

The  Texas  Medical  Association 
has  published  a free  brochure 
that  physicians  can  put  in 
their  offices  to  inform  managed  care 
patients  of  their  rights  under  Texas’ 
new  patient  protection  rules.  Titled 
“Do  You  Know  Your  Rights?”  it  dis- 
cusses patients’  rights  in  selecting 
managed  care  plans  and  receiving 
emergency  treatment,  and  what  to 
do  if  their  physicians  are  removed 
from  their  plans. 

Connie  Barron,  TMA’s  associate 
director  of  legislative  affairs,  says  the 
brochure  tells  patients  what  rights 
they  have  and  where  to  find  help  if 
they  have  any  problems.  It  is  avail- 
able in  English  and  Spanish. 

The  brochure  also  has  a postage- 
paid  survey  form  patients  can  mail  to 
TMA.  Ms  Barron  says  an  indepen- 
dent firm  will  analyze  the  surveys  and 
give  TMA  a report  on  how  managed 
care  plans  are  complying  with  the 
rules  adopted  by  state  agencies.  The 
results  will  be  used  to  identify  issues 
needing  additional  regulation  by  state 
agencies  or  the  legislature,  she  adds. 

Members  of  the  Harris,  Dallas, 
Tarrant,  Bexar,  El  Paso,  Nueces, 
Smith,  Taylor-Jones-Haskell,  Lub- 
bock-Crosby-Garza,  or  Potter-Randall 
county  medical  societies  can  obtain 
the  brochures  by  calling  their  societies. 
Physicians  in  other  areas  of  the  state 
can  call  TMA  at  (800)  880-1300,  ext 
1366,  or  (512)  370-1366. 


Pet  reptiles 

may  pose  health  risks 

The  growing  popularity  of 
iguanas  and  other  reptiles  as 
pets  has  resulted  in  an  in- 
creased incidence  of  Salmonella  in- 
fections caused  by  reptile-associated 
serotypes.  Last  fall,  an  infant  girl  was 
hospitalized  for  1 1 days  with  vomit- 
ing, bloody  diarrhea,  and  fever  be- 
cause of  a Salmonella  infection 
traced  to  her  family’s  pet  iguana. 

The  Texas  Department  of  Health 
asks  physicians  to  remind  their  pa- 
tients that  reptiles  such  as  iguanas, 
turtles,  snakes,  and  lizards  are  com- 
mon asymptomatic  carriers  of  un- 
usual Salmonella  serotypes  and  are 
capable  of  transmitting  the  organism 
to  people,  even  without  direct  con- 
tact. 

Children  younger  than  age  5,  el- 
derly people,  and  immunocompro- 
mised people  are  especially  at  risk  for 
severe  complications  of  salmonellosis 
such  as  septicemia  and  meningitis. 
Reptile  owners  can  help  prevent  in- 
fection by  following  these  guidelines: 


Anyone  handling  reptiles  or  their 
dishes  should  always  wash  their 
hands  afterwards. 

The  kitchen  sink  is  not  appropri- 
ate for  bathing  reptiles  or  washing 
their  dishes  or  cages. 

Reptiles  should  not  be  allowed 
free  access  to  the  house,  particu- 
larly if  small  children  reside  there. 
Furniture  and  carpet  are  wonder- 
ful fomites  for  the  organisms. 
Reptiles  should  not  be  kept  in 
child-care  centers. 

For  more  information,  contact 
the  Zoonosis  Control  Division  of 
the  Texas  Department  of  Health  at 

(512)  458-7255. 


Rotablator  procedure  may  ease 
calcium  tissue  blockages 

Cardiologists  at  Scott  & 
White  Memorial  Hospital 
and  Waco  Cardiology  Asso- 
ciates at  Providence  Hospital  have 
combined  their  efforts  to  develop  a 
new  hour-long  rotablator  procedure 
to  aid  patients  with  coronary  artery 
disease. 

“The  rotablator  is  one  of  several 
new  catheter  techniques  that  appear 
to  be  beneficial  for  those  patients 
who  have  a lot  of  calcium  tissue 
blockages  in  coronary  arteries,  where 
balloon  angioplasty  has  not  been  ef- 
fective,” said  Scott  Gantt,  DO,  se- 
nior staff  physician  in  the  Division 
of  Cardiology  at  Scott  & White. 

The  rotablator,  a tiny  football- 
shaped burr  encrusted  with  micro- 
scopic diamond  chips,  is  attached  to 
the  end  of  a stainless-steel  guide  wire 
that  is  fed  through  a catheter  to 
reach  the  blockage  point  where  calci- 
fied plaque  has  built  up  in  the  vessel 
walls.  Using  a video  x-ray  monitor, 
the  cardiologist  eases  the  burr 
through  the  plaque,  sanding  it  away, 
as  compressed  air  spins  the  burr 
about  190,000  revolutions  per 
minute.  The  bits  of  plaque  are  car- 
ried away  in  the  bloodstream  and 
eliminated  by  natural  processes. 

“Until  now,  many  of  these  pa- 
tients had  no  other  options  other 
than  open-heart  bypass  surgery,”  said 
Charles  Shoultz,  MD,  a cardiologist 
with  Waco  Cardiology  Associates. 


VOLUME  92  ★ NUMBER  8 


17 


TEXAS 


MEDICINE 


ROUNDS 


Cunningham  award 
call  for  entries  issued 

The  Texas  Medicine  Editorial 
Committee  has  issued  a call 
for  entries  in  the  competition 
for  the  1997-1998  Harriet  Cun- 
ningham Award  of  Excellence  for 
Meritorious  Scientific  Writing.  The 
$1,000  award  will  recognize  an  out- 
standing clinical  article  written  by  a 
medical  student,  resident,  or  fellow 
for  publication  in  The  Journal  of 
Texas  Medicine.  Deadline  for  submit- 
ting articles  to  be  considered  for  the 
award  is  July  31,1 997. 

Submissions  may  be  review  arti- 
cles or  original  observations  of  inter- 
est to  the  broad  range  of  Texas 
physicians.  They  may  deal  with  clin- 
ical, public  health,  social,  or  eco- 
nomic issues  related  to  the  health 
and  well-being  of  Texans.  The  win- 
ning article  will  be  chosen  by  the 
Texas  Medicine  Editorial  Committee. 

The  competition  is  open  to  any 
Texas  Medical  Association  member 
who  is  enrolled  in  a Texas  medical 
school,  medical  residency,  or  fellow- 
ship program  at  the  time  he  or  she 
submits  an  article  for  publication  in 
Texas  Medicine.  In  the  case  of  multiple 
authors,  the  primary  author  must  be  a 
student,  resident,  or  fellow.  If  more 
than  one  student,  resident,  or  fellow 
coauthors  the  winning  paper,  the 
award  will  be  divided  between  them. 

Article  submission  procedures  are 
described  in  Information  for  Authors 
(see  July  Texas  Medicine,  p 76).  Each 
submission  should  include  a cover 
letter  stating  that  it  is  intended  for 
consideration  in  the  Harriet  Cun- 
ningham Award  competition.  For  a 
copy  of  submission  procedures  or  for 
more  information  about  the  award, 
please  contact  Jean  Pietrobono,  man- 
aging editor,  at  (800)  880-1300,  ext 

1385,  or  (512)  370-1385. 


Protein  found  to  cause 
heart  muscle  disorder 

Researchers  at  Baylor  College 
of  Medicine  in  Houston  have 
discovered  a protein  respon- 
sible for  myotonic  dystrophy,  an  in- 
herited form  of  heart  failure. 

The  disease  is  passed  by  parent  to 
child  through  a defective  gene  carrying 
the  CUG-BP  protein.  Previous  studies 
have  reported  discovering  the  genetic 
abnormality  on  chromosome  19. 

“Although  the  protein  has  been 
identified,  we  want  to  understand 
the  actual  mechanism  that  causes 
heart  disease,”  said  Robert  Roberts, 
MD,  a professor  of  medicine  and  cell 
biology  and  chief  of  the  cardiology 
section  at  Baylor’s  DeBakey  Heart 
Center.  “[Discovering  this  protein  is  a 
major  step  toward  learning  more 
about  this  potentially  fatal  disease.” 

The  study  was  funded  by  the  Na- 
tional Institutes  of  Health. 


AlloDerm  tissue  available 
for  plastic  surgery  market 

Plastic  and  reconstructive  sur- 
geons in  Texas,  Oklahoma, 
New  Mexico,  and  Arkansas 
now  have  access  to  AlloDerm,  a 
commercial  product  to  replace  lost 
dermal  tissue. 

LifeCell  Corporation  signed  its 
first  distribution  agreement  for  Allo- 
Derm tissue  products  in  March. 
Since  1993,  AlloDerm  tissue  has 
been  used  as  permanent  dermal  grafts 
for  third-degree  burn  wounds.  The 
product  has  also  been  used  as  an  im- 
plant to  augment  soft  tissue  loss  and 
as  a graft  to  release  burn  scar  contrac- 
tures and  revise  hypertrophic  scars. 

LifeCell  has  appointed  Sun  Med- 
ical of  Dallas  as  its  first  distributor. 


Lop  cabin  lessons 


An  exhibit  commemorating  the  1 00th  anniversary  of  the  discovery  of  x-rays  will  be  on  display 
in  the  Scott  & White  Log  Cabin  Museum  throughout  the  year.  Located  just  southwest  of  Scott 
& White  Memorial  Hospital  in  Temple,  the  cabin  is  open  on  Monday  afternoons,  except  holi- 
days, from  I to  5 pm.  Admission  is  free. The  log  cabin  was  the  private  study  and  retreat  of 
A.C.  Scott,  MD,  and  was  moved  to  its  present  site  in  1 972. 
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By  Larry  BeSaw 

Four  North  Texas  organi- 
zations have  formed  one 
of  the  largest  nonprofit 
hospice  providers  in 
Texas.  It  will  serve  more 
than  240  terminally  ill  pa- 
tients in  a 24-county  area 
of  North  Central  Texas. 
Partners  in  the  Fort 
Worth-based  Commu- 
nity Hospice  ofTexas  are 
Community  Hospice  of 
St  Joseph,  Harris  Hos- 
pice, Huguley  Hospice, 
and  Arlington  Memorial 
Hospital. 

The  Methodist  Hospital  of 
Houston  has  announced  it 
will  build  a network  of 
community  health  centers 
in  the  Houston  area  as 
part  of  its  efforts  to  create 
an  integrated  health-care 
finance  and  delivery  sys- 
tem.The  centers,  costing 
between  $25  and  $30  mil- 
lion each,  will  have  physi- 
cians’ offices,  day  surgery 
facilities,  and  some  beds 
for  overnight  stays. The 
first  of  the  centers  is  ex- 
pected to  open  in  1997. 
(Houston  Chronicle) 

Officials  of  Columbia  HEB 
Hospital  in  the  Fort 
Worth  suburb  of  Bedford 


say  they  are  temporarily 
closing  the  hospital  while 
they  reconfigure  hospital 
services  for  northeast  Tar- 
rant County.The  hospital 
was  known  as  Northeast 
Community  Hospital  until 
it  was  purchased  by  Co- 
lumbia. (See  “Merger 
Mania,”  Texas  Medicine, 
May  1 996,  pp  38-44.) 

AMEDISYS,  Inc,  of  Baton 
Rouge,  La,  has  signed 
management  agreements 
with  Texas  Coast  Inde- 
pendent Practice  Associ- 
ation in  Pasadena  and 
Choice  Care,  an  indepen- 
dent practice  association 
in  Zachary,  La.The  com- 
pany has  management 
agreements  with  250 
physicians  in  Texas  and 
Louisiana. 

Physicians  Health  Ser- 
vices, Inc,  of  Trumbull, 
Conn,  has  stopped  capi- 
tating  primary  care 
physicians  in  favor  of  dis- 
counted fee-for-service 
payments  with  a 20% 
withhold. The  company 
president  says  he  doesn’t 
want  the  public  to  per- 
ceive that  capitated 
physicians  have  an  incen- 
tive to  skimp  on  care. 
(Managed  Care  Week) 


The  Tarrant  County  Hos- 
pital District  in  Fort 
Worth  is  negotiating 
with  NYLCare  to  develop 
a health  maintenance  or- 
ganization (HMO)  in  an 
effort  to  save  money  in 
treating  the  estimated 
40,000  poor  and  unin- 
sured patients  it  sees 
each  year.  Officials  say 
they  expect  to  save  up  to 
$3.7  million  a year  by 
1999  from  shorter  hospi- 
tal stays,  reduced  outpa- 
tient prescription  costs, 
and  cheaper  ancillary 
services  such  as  labora- 
tory and  x-ray. 

The  Guardian  Life  Insur- 
ance Co  has  reached  an 
agreement  with  the  One 
Corporation  to  market 
the  new  One  Health  Plan 
ofTexas,  the  only  HMO 
available  to  Guardian’s 
group  customers  in  One’s 
Texas  service  area,  which 
includes  Houston  and 
Dallas. The  deal  is  subject 
to  regulatory  approval. 

The  Austin  Regional 
Clinic  has  formed  Austin 
Regional  Independent  As- 
sociates and  invited 
physicians  in  solo  and 
small  group  practices  to 
join  the  network.  Officials 


said  the  independent 
practice  association  is  de- 
signed to  consolidate 
managed  care  plans 
under  the  association’s 
umbrella  organization 
and  offer  HMO  patients  a 
wider  choice  of  physi- 
cians. (Austin  American- 
Statesman) 

All  Saints  Health  System, 
Harris  Methodist  Hospi- 
tals, and  M.D.Anderson- 
Moncrief  Cancer  Center 
at  Fort  Worth  have 
formed  the  M.D.  Ander- 
son Cancer  Network- 
Tarrant  County.  It  will 
provide  comprehensive, 
coordinated  cancer  treat- 
ment. Services  will  in- 
clude radiation  treatment 
and  chemotherapy,  educa- 
tion, screenings,  and  psy- 
chological/social support. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  40 1 W 
15th  St,  Austin, TX  78701;  fax 
(512)  370-1632;  e-mail 
larry  b@texmed.org 
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The  practice  of  medicine  has  undergone  profound 
change  in  the  last  few  decades.  Biomedical  research  has 
brought  us  antibiotics,  computerized  scanners,  mag- 
netic resonance  imaging,  diagnostic  ultrasound,  fiberoptic  en- 
doscopy, kidney  dialysis,  open-heart  surgery 
and  angioplasty,  organ  transplants,  and  now 
genetic  engineering  — medical  options  un- 
dreamed of  in  the  early  1950s.  Medicine, 
however,  has  likewise  changed  in  less  desir- 
able ways,  such  as  the  commercialization  of 
medical  services  in  the  name  of  cost  control, 
loss  of  compassion  and  altruism,  prolifera- 
tion of  bureaucracy,  and  decrease  in  physi- 
cian autonomy,  along  with  weakening  of  the 
all  important  patient-physician  relationship 
in  the  burgeoning  managed  care  environ- 
ment, to  name  a few. 

There  is  a paradox  in  medicine  today.  At 
a time  when  the  understanding  of  human  ill- 
ness is  greater  than  ever  before,  when  diag- 
nostic and  therapeutic  accomplishments 
excel,  when  the  current  medical  school  grad- 
uates are  smarter  and  better  prepared  than 
ever  before,  we  find  ourselves  beset  by  a per- 
vasive anxiety  and  uncertainty  over  our  fu- 
ture. Increasing  rules  and  regulations  absorb 
precious  time  and  limit  our  autonomy  in  de- 
cision-making. The  patient  has  become  a 
pawn  and  a forgotten  entity  in  the  current 
managed  care  environment,  where  the  pur- 
chasers of  physicians’  services  become  sole  arbiters  controlling 
the  medical  marketplace. 

Regulation  in  the  name  of  cost-containment  is  tolerable  only 
to  a point.  When  controls  begin  to  interfere  with  medical  deci- 
sion-making, threaten  the  personal  bond  between  doctor  and 
patient,  and  place  us  in  a position  of  being  both  supplier  and  ra- 
tioner  of  services,  then  we  must  refuse  to  comply.  For-profit  cor- 
porations increasingly  own  the  majority  of  managed-care 
health-care  services  and  facilities.  As  students  of  medical  ethics 
have  pointed  out,  this  new  reconfiguration  of  medical  practice 
will  create  clear  conflicts  between  the  doctor’s  primary  commit- 
ment to  the  welfare  of  the  patient  and  the  company’s  fiduciary 
responsibility  to  the  “bottom  line”  and  to  the  stockholder. 

I recognize  that  medicine  has  always  been  both  a business 
and  a profession,  but  the  two  do  not  always  have  the  same  goal. 
The  chief  purpose  of  a business  is  to  provide  a product  or  a ser- 
vice that  makes  money  for  the  company  or  shareholders.  How- 
ever, the  purpose  of  a profession  is  to  provide  a service  not 
necessarily  for  personal  gain  but  for  the  benefit  of  those  who  re- 
quire that  service.  By  this  definition,  then,  our  profession  can- 
not function  as  a self-interest  group.  The  primary  interest  of  the 
medical  profession  has  to  be  the  ultimate  welfare  of  the  patient. 

Our  politicians,  business  interests,  and  even  our  hospitals  do 
not  understand  the  physicians’  unique  position  in  this  dilemma. 
Especially  in  a managed-care  capitated  plan,  where  the  financial 
risk  shifts  from  payers  and  insurers  to  the  physician  provider,  the 
physician  is  no  longer  the  advocate  for  the  patient.  Instead,  he 
or  she  is  put  into  the  position  of  dual  agent,  simultaneously  re- 
sponsible to  the  patient  and  to  the  insurer/payer.  Both  our  sci- 


ence and  humanity  are  devalued  by  this  new  paradigm  of  social 
change.  Remember  also  that  this  change  has  been  brought  about 
not  by  patient  needs  or  demand,  but  by  cost-  and  use-contain- 
ment sought  by  the  payers  and  insurers. 

Recognizing  this  dichotomy  in  goals, 
how  should  we  as  physicians  adapt  to  this 
“industrial  revolution”  in  medical  practice 
and  still  preserve  our  professional  integrity? 
We  must  minimize  the  compromise  of  pa- 
tient welfare,  and  in  certain  instances  where 
our  professional  integrity  is  threatened,  we 
must  decline  to  participate. 

1 . We  should  continue  to  approach  our  pa- 
tients with  compassion  and  competence, 
emphasizing  the  importance  of  continuity 
of  care  in  the  relationship. 

2.  When  evaluating  any  business  venture, 
whether  it  be  directly  with  an  insurer  or 
jointly  with  another  provider  of  health  ser- 
vices, we  should  ask,  “Is  this  beneficial  to 
the  patient’s  total  health  care?” 

3.  We  also  should  ask,  “Will  this  business  re- 
lationship jeopardize  my  role  as  the  pri- 
mary advocate  for  my  patient  in  medical 
decision-making?” 

4.  We  should  avoid  any  contract  that  requires 
us  to  be  both  providers  and  rationers  of 
service.  This  is  not  what  we  were  trained 
to  do.  We  must  refuse  to  be  put  into  a po- 
sition of  gatekeeper,  except  to  protect  our 
patients  from  unnecessary  medical  refer- 
rals, interventions,  or  procedures. 

5.  We  should  not  participate  in  any  plan  that  severely  limits  the 
patient’s  choice  of  alternative  medical  services. 

6.  We  should  carefully  evaluate  our  participation  in  any  plan 
that  offers  financial  incentives  for  limiting  medical  care  if 
this  limitation  affects  quality  of  care  for  the  patient.  Any  lim- 
itation should  be  carefully  and  fully  disclosed  to  the  patient. 

Not  all  managed  care  has  a negative  impact  on  the  medical 
marketplace.  A well-constructed  program  can  improve  effi- 
ciency and  help  decrease  costs  by  reducing  unnecessary  proce- 
dures, standardizing  guidelines  of  care,  and  promoting 
preventive  care.  We  must  learn  to  choose  from  the  various  pro- 
posals those  that  best  fit  our  guidelines.  Further  cost  reduction 
can  be  achieved  by  elimination  of  the  third  parties  in  contract 
negotiation  — the  large  insurers  who  have  no  qualifications  for 
the  provision  of  medical  care  and  who  reportedly  skim  20%  to 
30%  or  more  of  the  profits  off  the  top. 

We  must  take  control  of  our  own  destiny,  maintaining  at  all 
costs  our  integrity  and  compassion  for  our  patients.  Our  survival 
as  a profession  depends  not  only  on  scientific  excellence,  but 
also  on  public  trust  and  adherence  to  our  ethical  responsibilities. 


William  O.  Tschumy,  Jr,  MD,  is  a clinical  professor  of 
internal  medicine  at  Southwestern  Medical  School  and  a founding 
member  of  the  medical  staff  at  Presbyterian  Hospital  of  Dallas. 


zo 


TEXAS  MEDICINE  ★ AUGUST  1996 


E X A S 


MEDICINE 


ROUNDS 


50  Years  Ago 

in  Texas  Medicine  - August  1946 

Treatment  of  Compound  Fractures  of  the  Long  Bones 
By  Howard  Dudgeon,  Jr,  MD,  FACS 
Waco,  Texas 


This  paper  will  deal  with 

compound  fractures  of  the  femur, 
humerus,  tibia,  and  fibula;  their  imme- 
diate treatment,  including  that  of 
shock  and  debridement  of  the  wound; 
type  of  immobilization;  and  length  of  treatment.  Un- 
fortunately the  roentgenograms  of  this  series  were  lost 
or  ruined  when  I was  returning  from  overseas. 

For  the  past  four  to  five  years  a large  percentage  of 
the  long  bones  injuries  were  due  to  gunshot  wounds 
and  were  dealt  with  in  Army  hospitals.  With  peace 
here  and  the  relaxing  of  gasoline  rationing  the  auto- 
mobile is  again  the  chief  source  of  supply  of  patients. 
These  injuries  may  incapacitate,  even  without  compli- 
cations, for  from  six  to  twelve  months,  depending  on 
the  bone  involved.  Even  with  the  best  of  professional 
attention  they  may  result  in  permanent  disability.  In 
civilian  practice  all  age  groups  are  represented. 

Poor  or  indifferent  treatment  usually  results  in  ei- 
ther death  or  permanent  disability,  often  associated 
with  a rather  active  and  painful  osteomyelitis.  . . . 

Treatment  received  in  the  first  eight  to  ten  hours 
usually  determines  the  end  result.  Shock  should  be 
combated  with  morphine  and  plenty  of  plasma  and 
whole  blood.  This  war  has  demonstrated  without 
question  that  many  who  previously  would  have  died 
of  shock  or  infection  were  saved  by  blood  and  plasma. 
The  wound  should  be  carefully  cleaned  with  soap, 
water,  and  saline.  The  ragged  edges  should  be  carefully 
debrided,  removing  all  devitalized  tissue,  foreign  ma- 


terial, and  pieces  of  bone  which  are  not  attached  to 
muscle  or  periosteum. 

The  Army  would  not  permit  compound  fractures 
to  be  closed,  but  required  that  they  be  left  wide  open. 
This  was  done  because  these  patients  often  were  not 
treated  within  the  safe  period  of  eight  to  twelve  hours, 
and  also  because  these  patients  often  had  to  be  evacu- 
ated immediately  and  could  not  be  closely  watched. 
In  civilian  practice,  I think  that  if  a wound  is  treated 
within  eight  to  twelve  hours  of  injury,  it  may  be 
loosely  closed  with  interrupted  sutures  and  carefully 
watched.  All  patients  should  be  given  tetanus  and  gas 
antitoxin  and  immediately  started  on  penicillin  ther- 
apy, 20,000  units  each  three  hours,  and  sulfadiazine, 
1 Gm.  with  10  gr.  of  soda  bicarbonate  each  four 
hours.  The  soda  is  to  keep  the  urine  alkaline  and  pre- 
vent kidney  complications. 

Immediate  treatment  of  these  fractures  is  as  impor- 
tant as  in  acute  appendicitis,  ruptured  peptic  ulcer,  or 
ruptured  extra-uterine  pregnancy.  This  should  always  be 
borne  in  mind  so  that  the  job  of  handling  compound 
fractures  will  not  be  assigned  to  some  untrained  intern. 

If  there  are  complicating  nerve  injuries  the  nerve 
should  be  rejoined  if  it  can  be  done  without  unduly 
prolonging  the  operation.  If  this  cannot  be  done,  tan- 
talum sutures  should  be  placed  loosely  through  the 
nerve  ends  so  that  they  may  be  more  easily  located  at 
secondary  repair. 

(Texas  State  Journal  of  Medicine.  1946;42[4]:273) 
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Who  will  manage  change? 

Physicians,  HMOs  preparing  for  next  legislative  battle  over  managed  care 

By  Ken  Ortolon,  Associate  editor 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical  Association’s 
stance  on  state  legislation  are  defined  as  " legislative  advertising,  ” according  to 
Texas  Govt  Code  Ann  $305. 027.  That  law  requires  disclosure  of  the  name 
and  address  of  the  person  who  contracts  with  the  printer  to  publish  the  leg- 
islative advertising  in  Texas  Medicine:  Robert  G.  Mickey,  Executive  Vice 
President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


any  Texas  physicians  recently  received  a let- 
ter extolling  them  to  get  involved  in  the 
battle  to  preserve  quality  health  care.  “Dear 
physician,”  the  letter  opened.  “You  are  on 
the  frontline  in  the  battle  for  better  health  care  and  pre- 
ventive medicine.  No  one  knows  better  what  is  best  for 
your  patients  than  you.  You  know  your  patients  by  their 
first  names  and  know  firsthand  their  medical  histories  and 
those  of  their  families.” 


Kim  Ross,  TMA  director  of  public  af- 
fairs. “I  think  this  time  around  there’ll 
he  a number  of  delivery  system  issues 
that  will  be  in  the  top  tier  that  will 
garner  a great  deal  of  media  and  legis- 
lator attention.” 


The  letter  sounds  a lot  like  what  the  Texas  Medical  Associ- 
ation and  its  allies  have  been  saying  in  their  efforts  to  temper 
the  headlong  rush  into  managed  care  in  this  state.  In  truth, 
however,  the  letter  came  from  Humana  Health  Care  Plans  — 
a managed  care  organization  — and  likely  is  one  of  the  open- 
ing salvos  in  what  could  be  a major  legislative 
battle  in  1 997. 

The  letter,  dated  May  8,  urged  physicians 
to  join  a newly  created  organization  calling 
itself  Texans  lor  Quality  Health  Care.  That 
group,  led  by  health  maintenance  organiza- 
tions (HMOs),  is  gearing  up  to  block  new 
laws  designed  to  further  regulate  the  HMO 
industry  or  to  create  new  competition  from 
physician  and  other  provider  groups. 

Meanwhile,  TMA  also  is  preparing  to  take 
on  managed  care  entities  and  their  allies  along 
a wide  front  of  health-care  delivery  system  is- 
sues. TMA  lobbyists  say  managed  care  likely 
will  once  again  be  a closely  watched  issue  in  the 
1 997  Texas  Legislature. 

“ There  are  always  a handful  of  high-pro- 
file issues  in  the  legislature  that  are  industry- 
specific,  whether  it’s  tort  reform  or  workers’ 
compensation  or  telecommunications,”  said 


Developing  grassroots 

Texans  for  Quality  Health  Care 
(TQHC)  is  attempting  to  develop  a 
grassroots  network  of  local  chambers 
of  commerce,  business  people,  and 
doctors  and  other  health-care  providers  to  help  it  push  its 
agenda  in  1997.  The  core  membership  ol  the  organization 
reads  like  a “who’s  who”  list  of  groups  that  fought  the 
TMA-backed  Patient  Protection  Act  in  1995  — the  Texas 
HMO  Association,  Texas  Business  Group  on  Health,  Texas 
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Chambers  of  Commerce/Texas  Asso- 
ciation of  Business,  Small  Business 
United  of  Texas,  Texas  Public  Em- 
ployees Association,  and  numerous  in- 
surance industry  organizations. 

TQHC  has  been  active  during  the 
interim,  attempting  to  get  its  message 
out  to  the  public  through  a series  of 
editorial  board  meetings  at  major 
daily  newspapers  and  newspaper  opin- 
ion articles. 

The  group  also  has  drafted  a set  of 
principles  — many  of  which  sound 
very  appealing  — including  support 
for  preventive  care  and  wellness  medi- 
cine, fair  and  equitable  regulations  to 
protect  health-care  consumers,  and 
the  need  for  well-informed  purchasers 
of  health  care. 

“If  you  look  at  their  principles, 
they  sound  pretty  good,”  said  Connie 
Barron,  TMA  associate  director  of  leg- 
islative affairs.  “In  fact,  we  support  a 
lot  of  their  principles.” 

But,  Ms  Barron  says,  those  principles 
hide  a deeper  agenda  that  seeks  to  block 
any  patient  protection-style  legislation, 
defeat  efforts  to  require  managed  care 
entities  to  offer  point-of-service  options, 
and  oppose  any  attempt  to  make  man- 
aged care  organizations  liable  for  their 
treatment  decisions  that  harm  patients. 

Physician  counterattack 

To  counter  the  efforts  of  TQHC, 
TMA  also  has  launched  grassroots  ef- 
forts. Working  with  county  medical 
societies,  TMA  is  seeking  to  enhance 
current  liaisons  between  county  med- 
ical societies  and  local  chambers  of 
commerce,  key  employer  groups,  and 
local  civic  leaders.  The  hope  is  that  by 


educating  these  groups  in  advance, 
physicians  can  blunt  the  impact  of 
HMO  tactics,  such  as  their  efforts  in 
1995  to  label  the  Patient  Protection 
Act  as  a massive  “health-care  tax.” 

“The  idea  is  to  start  the  dialogue 
early  on  so  the  county  medical  societies 
are  viewed  as  a resource  for  the  business 
community,”  said  Dallas  oncologist 
Joseph  S.  Bailes,  MD,  chair  of  the  TMA 
Council  on  Legislation.  “If  we  can  start 
that  dialogue  before  the  session,  then 
when  questions  come  up  — say  about 
whether  a piece  of  legislation  is  an  any- 
willing-provider  bill  — the  chambers  of 
commerce  and  business  groups  will 
have  physicians  in  the  community  they 
can  call  on  for  correct  information.” 

The  Council  on  Legislation  also 
has  appointed  an  ad  hoc  committee 
that  will  examine  at  least  one  major 
issue  expected  to  be  at  the  forefront  of 
the  managed  care  debate  — direct 
physician  contracting. 

Dr  Bailes  says  the  ad  hoc  commit- 
tee, which  is  chaired  by  Michael 
Parish,  MD,  of  Austin,  will  look  at 
ways  to  facilitate  direct  contracting 
between  physicians  and  employers, 
possibly  with  a eye  toward  helping 
physicians  and  hospitals  work  more 
closely  in  such  contracting. 

“Right  now,  there  is  not  a lot  of  di- 
rect contracting  that  goes  on,”  said  Dr 
Bailes.  That  could  change,  however,  as 
large  employers  seek  ways  to  gain 
more  control  over  their  utilization  and 
cost  of  health  care  for  their  employees. 

Ms  Barron  says  most  large  employ- 
ers want  direct  contracting,  even 
though  they  have  aligned  themselves 
with  TQHC,  which  opposes  the  issue. 


“The  big,  self-funded  employers 
— like  members  of  the  Texas  Business 
Group  on  Health  — want  to  be  able 
to  go  out  and  make  deals  directly  with 
providers,”  she  said.  “That  will  be  a 
divisive  issue  for  the  members  of  that 
coalition.” 

Many  physicians  also  want  direct 
contracting  to  increase  their  clinical 
autonomy  over  patient  treatment  de- 
cisions and  to  reduce  overhead  and 
administrative  hassles  of  having  to 
deal  with  numerous  insurance  compa- 
nies and  managed  care  plans  that  all 
have  different  claims  processing  and 
treatment  authorization  processes. 

“Physicians,  conceivably,  could  cut 
their  office  overheads  and  hassle  fac- 
tors, have  more  clinical  autonomy  in 
dealing  with  their  patients,  and  spend 
more  time  practicing  medicine  and 
less  time  sorting  through  all  of  the 
rules  and  regulations  of  every  managed 
care  entity  out  there,”  Ms  Barron  said. 

Two  main  issues,  however,  face 
physician  groups  that  want  to  get  into 
direct  contracting:  assumption  of  risk 
and  the  prohibition  of  the  corporate 
practice  of  medicine,  Ms  Barron  says.  It 
is  unclear  whether  physician  groups  can 
take  on  risk  without  falling  under  state 
HMO  statutes,  Ms  Barron  says.  And,  if 
physician  groups  do  get  into  direct  con- 
tracting arrangements,  can  they  align 
with  management  services  organiza- 
tions (MSOs)  to  provide  capital,  data 
collection,  or  other  services  without  vi- 
olating the  corporate  practice  ban? 

“We  know  that  a straight  physician 
employment  agreement  is  prohibited, 
but  what  about  MSO  arrangements?” 
Ms  Barron  said.  “What  should  be  the 
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governance  structure  when  there  is  a 
nonphysician  entity  involved  in  the 
business  of  a physician  network?” 

To  study  these  issues,  the  ad  hoc 
committee  will  bring  together  repre- 
sentatives from  virtually  every  type  of 
existing  physician  network,  including 
independent  practice  associations,  large 
multispecialty  practices,  single  specialty 
networks,  and  others. 

Interim  study 

While  physicians,  hospitals,  managed 
care  entities,  and  employers  are  jock- 
eying for  position  in  the  upcoming 
debate,  the  legislature,  itself,  may  be 
defining  the  battleground. 

The  Interim  Senate  Committee  on 
Managed  Care  and  Consumer  Protec- 
tions, appointed  this  spring  by  Lt  Gov 
Bob  Bullock,  began  meeting  in  June 
with  a very  detailed  agenda. 

The  charge  handed  down  by 
Lieutenant  Governor  Bullock 
directs  the  panel  to  evaluate  the 
ability  of  managed  care  organi- 
zations to  provide  adequate  ac- 
cess to  medical  care,  examine 
appropriate  physician-patient 
ratios  under  HMOs,  study 
standards  for  use  of  emergency 
room  services,  evaluate  con- 
sumer appeals  processes,  and 
assess  the  process  by  which 
HMOs  determine  medical  ne- 
cessity. 

The  panel  is  chaired  by  Sen 
David  Sibley  (R-Waco)  and  is 
composed  of  a bipartisan  mix  of  sena- 
tors, some  of  whom  have  expressed 
concerns  about  some  managed  care  in- 
dustry practices  in  the  past. 

At  least  one  committee  member, 
Sen  Jane  Nelson  (R-Flower  Mound), 
already  has  announced  that  she  will 
sponsor  managed  care  legislation  in 
1997.  Senator  Nelson’s  bill  would  re- 
quire insurance  plans  to  cover  a mini- 
mum hospital  stay  of  48  hours  for 
newborns  and  new  mothers. 

“Doctors  tell  me  that  the  48-hour 
minimum  is  important  to  ensure  the 
health  of  mothers  and  their  new  ba- 


bies,” Senator  Nelson  said.  “That 
makes  it  important  to  me.” 

She  also  predicts  that  several  other 
issues  will  be  addressed  during  the  leg- 
islative session,  including  mandatory 
disclosure  of  information  by  HMOs 
to  prospective  enrollees,  codifying  the 
patient  protection  rules  enacted  by  the 
insurance  commissioner,  the  obliga- 
tion of  insurance  companies  to  cover 
routine  screening  tests,  and  more. 

“As  the  committee  begins  studying 
these  issues,  I will  be  listening  very 
closely  for  input  from  doctors  and 
others  in  the  medical  profession,” 
Senator  Nelson  said.  “I  know  the  well- 
being of  patients  is  their  first  concern, 
and  it  is  mine  also.” 

So  far,  the  interim  committee  has 
scheduled  three  public  hearings  — 
August  6 in  Arlington,  September  23 


in  San  Antonio,  and  September  23  in 
Houston. 

Setting  the  agenda 

Dr  Bailes  says  TMA’s  legislative 
agenda  will  depend  largely  on  the 
findings  and  recommendations  of  the 
interim  Senate  committee.  However, 
he  says  the  main  TMA  goal  will  be  to 
protect  patient  choice. 

“I  think  we  will  certainly  look  at  leg- 
islative remedies  vis-a-vis  ‘gag’  rule 
arrangements,  where  physicians  cannot 
discuss  with  patients  a managed  care 
plan’s  coverage  policies,”  he  said.  “And  a 
lot  of  our  members  expect  us  to  go  back 
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Legislative  Affairs 

to  the  legislature  with  something  that 
includes  patient  protection  provisions.” 

The  patient  protection  rules  en- 
acted by  Insurance  Commissioner 
Elton  Bomer  following  the  veto  of  the 
Patient  Protection  Act  in  1995  actually 
are  tougher  than  the  proposed  statute 
would  have  been,  Dr  Bailes  says.  How- 
ever, the  rules  have  not  been  in  place 
long  enough  to  determine  how  effec- 
tive or  enforceable  they  will  be. 

TMA  already  has  opened  discus- 
sions with  Gov  George  W.  Bush  so 
that  if  the  Patient  Protection  Act  is  re- 
visited, there  will  be  no  “June  sur- 
prise,” Dr  Bailes  says. 

“Our  goal  is  to  work  with  the  gov- 
ernor, lieutenant  governor,  speaker  of 
the  House,  and  other  legislative  lead- 
ers on  whatever  legislative  strategy  we 
devise  so  there  are  no  surprises  at  the 
end  oi  the  road,"  he  said. 

Bloodless  coup 

Meanwhile,  market  forces  may  be  aid- 
ing physicians  in  their  efforts  to  protect 
patient  choice  and  the  physician-pa- 
tient relationship. 

TMA  lobbyists  expect  increased 
competition  among  HMOs,  preferred 
provide  organizations,  and  other  man- 
aged care  entities,  resulting  in  predatory 
marketing  and  cost-cutting  tactics.  They 
also  say  employers  will  increasingly  seek 
opportunities  to  contract  directly  with 
physicians  and  other  providers.  And, 
hospitals  likely  will  continue  to  merge  or 
integrate  with  insurance  companies  in 
efforts  to  protect  market  share. 

These  and  other  trends  not  only 
will  increase  consensus  for  legislative 
remedies  but  also  might  splinter  the 
anti-patient-protection  coalition  as  its 
members  battle  for  market  share  or 
lower  employee  health-care  expenses, 
Mr  Ross  says. 

“If  the  summer  and  fall  of  this  in- 
terim period  play  out  as  we  anticipate, 
you  may  see  a bloodless  revolution  as 
there  will  be  a super  majority  consen- 
sus to  pursue  the  remedies  that  are 
likely  to  be  proposed  by  the  Senate 
committee,”  he  said.  ★ 
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HMO  vs  case  management 

State  officials  are  trying  to  decide  which  is  best  for  Medicaid 

By  Larry  Bf.S  aw,  Associate  editor 


The  180,000  Medicaid  recipients  in  San  Antonio 
are  most  likely  unaware  of  it,  but  beginning  this 
month  they  are  part  of  an  experiment  whose 
outcome  may  well  determine  the  future  of  con- 
verting the  Medicaid  program  in  Texas  to  managed  care. 
As  of  August  1,  the  Texas  Health  and  Human  Services 
Commission  is  paying  for  Medicaid  services  in  Bexar 
County  through  three  health  maintenance  organizations 
(HMOs),  as  well  as  physicians  and  hospitals  that  have  con- 
tracted directly  with  the  state  in  a primary  care  case  man- 
agement (PCCM)  arrangement. 


Based  on  successful  Medicaid  managed  care  pilot  pro- 
jects in  Austin  and  the  Galveston  area  in  the  past  3 years, 
state  officials  are  expanding  their  efforts  into  San  Antonio, 
Fort  Worth,  and  Lubbock,  and  the  counties  immediately 
surrounding  those  cities. 

I he  Fort  Worth  and  Lubbock  portions  of  the  plan  will 
begin  October  1.  Implementation  was 
delayed  after  the  public  hospital  dis- 
tricts there  sued,  contending  the  plan 
would  cause  them  to  lose  patients  and 
revenue,  and  force  them  to  rely  on  tax 
increases  to  maintain  services.  How- 
ever, a state  district  judge  in  Austin  re- 
fused to  block  the  plan  in  mid-July. 

HMO  and  PCCM  options  will  be 
offered  in  San  Antonio  and  Lubbock, 
but  Fort  Worth  Medicaid  recipients 
will  have  the  HMO  option  only.  Four 
HMOs  will  provide  services  there. 

While  both  the  HMO  and  PCCM 
also  will  be  offered  in  Lubbock,  it  is 
San  Antonio  that  officials  will  be 
watching  closely.  With  a Medicaid 
population  approximately  five  times 
larger  than  Lubbock’s,  the  results  seen 
in  San  Antonio  will  have  much  more 
impact  on  the  state’s  decision-making 


process.  “San  Antonio  is  the  laboratory 
the  state  will  look  at  to  see  how  an 
HMO  model  saves  money  for  the  state 
and  what  it  does  in  terms  of  patient 
satisfaction  and  quality  of  care,  run- 
ning alongside  a PCCM,”  said  Karen 
Batory,  director  of  the  Texas  Medical 
Association’s  health-care  delivery  and 
quality  improvement  department. 

State  Medicaid  Director  Linda  K. 
Wertz  agreed  that  the  outcome  of  the 
San  Antonio  project  will  be  important. 
“It  certainly  gives  us  the  opportunity 
to  look  at  two  models  where  you’re 
comparing  apples  to  apples,”  she  said. 

One  potential  stumbling  block  in  the  San  Antonio  ex- 
periment was  how  to  handle  the  estimated  40%  of  the 
Medicaid  population  there  who  have  not  seen  a physician 
regularly,  or  who  have  not  assigned  themselves  to  either  an 
HMO  or  PCCM  physician.  State  officials  resolved  the 
problem  in  mid-June  when  they  decided  to  create  a rota- 
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tion  system  to  assign  patients  to  either 
an  HMO  or  PCCM  based  on  where 
they  live  and  what  physicians  they 
have  seen  in  the  past.  As  a result, 
physicians  in  the  PCCM  receive  one 
of  every  four  new  patients. 

The  pilot  projects  are  part  of  the 
state’s  efforts  to  move  the  2.3  million 
Medicaid  recipients  into  some  kind  of 
managed  care  program  by  1999,  as  re- 
quired by  Senate  Bill  1 0,  passed  by  the 
Texas  Legislature  last  year.  The  stated 
goal  is  to  increase  the  Medicaid  recipi- 
ents’ access  to  medical  services  and  save 
the  state  money. 

With  expenditures  for  acute  care 
almost  tripling  to  more  than  $6  bil- 
lion since  1989,  there  is  no  question 
the  $18.9  billion  Medicaid  program 
has  had  a major  impact  on  the  state’s 
health-care  delivery  system.  Medicaid 
pays  for  40%  of  all  Texas  births,  and 
26%  of  all  Texas  children  depend  on 
Medicaid  for  their  medical  care. 
While  the  pilot  projects  are  targeting 
mothers  and  children,  the  lion’s  share 
of  Medicaid  dollars  is  spent  on  long- 
term care.  In  fact,  two  thirds  of  Med- 
icaid funds  spent  in  Texas  cover  the 
elderly  and  disabled.  The  state  is  ex- 
perimenting with  a long-term  care, 
Medicaid  managed  care  project  that 
will  probably  go  into  effect  next  sum- 
mer in  Houston  or  Dallas. 

The  choice 

From  the  physician’s  perspective,  the 
primary  question  at  this  point  is 
whether  Medicaid  services  should  be 
offered  in  an  HMO  or  PCCM  setting. 
Health  and  Human  Services  Commis- 
sioner Mike  McKinney,  MD,  says  his 


department  has  not  decided  which 
option  to  implement.  Ms  Wertz  says  it 
is  possible  that  officials  will  decide  to 
use  a market-specific  system  and  im- 
plement both  HMOs  and  PCCMs 
because  what  works  in  one  area  of  the 
state  may  not  work  in  another. 

The  decision  the  state  makes  will 
have  a profound  effect  on  the  physi- 
cians who  treat  Medicaid  patients  in 
Texas  because  physician  control  — or 
lack  thereof  — will  be  fundamentally 
affected. 

The  HMO  option  is  a capitated 
arrangement,  at  least  for  primary  care, 
with  a defined  schedule  of  benefits  de- 
termined by  the  management  of  the 
HMOs  chosen  by  the  state.  Patients 
are  enrolled  for  a specific  period  of 
time  and  are  restricted  in  their  choice 
of  physicians  because  HMOs  are  al- 
lowed to  limit  their  contracts  to  those 
physicians  who  are  already  “tradi- 
tional Medicaid  providers.” 

Under  the  PCCM  option,  however, 
the  state  contracts  directly  with  physi- 
cians and  hospitals  to  form  a network 
under  a discounted  fee-for-service 
arrangement  with  a restructured  deliv- 
ery system  that  relies  on  managed  care 
principles  in  which  the  physician 
serves  as  the  manager  of  the  patient’s 
care  to  control  utilization  and  provides 
the  patient  with  a medical  home.  The 
physician  is  paid  $3  per  member  per 
month.  PCCMs  would  include  more 
physicians  in  the  program  because  the 
state  does  not  restrict  physician  panels 
under  PCCM  concept. 

TMA  supports  giving  patients  a 
choice  of  either  an  HMO  or  PCCM. 
“Both  models  should  be  out  there  be- 


cause each  has  merits,”  Ms  Batory 
said.  In  May  1995,  the  TMA  House 
of  Delegates  adopted  a series  of  policy 
principles  regarding  Medicaid  man- 
aged care,  one  of  which  says  both  the 
HMO  and  PCCM  options  should  be 
offered  to  patients. 

The  Health  and  Human  Services 
Commission  initiated  a series  of  pub- 
lic hearings  across  the  state  this  spring 
to  solicit  testimony  from  physicians 
and  other  interested  parties  in  design- 
ing the  Medicaid  managed  care  sys- 
tem. Physician  turnout  at  the  early 
hearings  was  low,  particularly  in  Tar- 
rant County,  a fact  cited  by  the  state 
in  deciding  to  offer  only  the  HMO 
option  in  the  pilot  program  there. 

TMA  has  mounted  a grassroots  ef- 
fort to  get  physicians  to  the  subse- 
quent hearings  in  other  areas  of  the 
state,  and  physicians  have  been  turn- 
ing out  in  increasing  numbers  and 
showing  strong  support  for  multiple 
HMO  and  PCCM  options.  One  of 
the  most  heavily  attended  hearings  was 
in  Houston  in  late  May,  where  more 
than  400  people  packed  an  auditorium 
on  the  campus  of  Texas  Southern  Uni- 
versity to  voice  their  opinions. 

Former  TMA  President  Betty 
Stephenson,  MD,  representing  the  as- 
sociation at  the  hearing,  said  it  is  not 
easy  to  tell  the  relative  advantages  of 
the  HMO  and  PCCM  models.  She 
urged  state  officials  to  give  patients  a 
choice  and  not  base  the  decision  on 
the  ultimate  delivery  system  solely  on 
cost.  “We  hope  that  you  compare  the 
cost-effectiveness  of  the  HMO  model 
and  the  PCCM  model  and  include  in 
that  evaluation  not  only  the  cost,  but 
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also  an  analysis  that  includes  an  evalu- 
ation of  the  quality  of  health  care  pro- 
vided in  each  system,”  she  said. 

Dr  Stephenson  said  TMA  also  is 
concerned  about  increased  adminis- 
trative complexity  that  could  result  in 
monitoring  Medicaid  managed  care. 
“Please  do  everything  you  can  to  have 
strong  patient  education  programs  in 
place,  please  be  clear  about  patient  en- 
rollment and  disenrollment,  and 
please  keep  it  simple,”  she  said. 

Also  testifying  at  the  hearing  was 
Richard  Hausner,  MD,  president  of 
the  Harris  County  Medical  Society. 
He  said  the  society  supports  a PCCM 
concept  for  the  area  and  that  more 
than  1,100  Harris  County  physicians 
had  indicated  in  a recent  survey  their 
preference  for  and  willingness  to  par- 
ticipate in  a PCCM.  He  added  that 
thousands  of  Medicaid  patients  in 
Harris  County  have  signed  petitions 
requesting  that  their  physicians  re- 
main in  control  of  their  health  care 
through  a PCCM. 

“It  is  our  belief  that  the  PCCM 
model  is  the  best  method  of  putting 
physicians  in  control  of  patient  care,” 
Dr  Hausner  said.  “The  appropriate  uti- 
lization management  to  ensure  cost- 
savings  while  providing  quality  care 
would  be  developed  by  local  physi- 
cians. Primary  care  physicians  would 
have  the  ability  to  refer  patients  to  any 
participating  physician  or  hospital.” 

Complicating  the  decision  is  the 
fact  that  both  the  HMO  model  used 
in  Austin  and  the  PCCM  concept  in 
Galveston  produced  savings  in  the 
form  of  reduced  emergency  room  vis- 
its, shorter  hospital  stays,  and  fewer 
referrals  to  specialists. 

Ms  Batory  says  that  based  on  re- 
search conducted  on  the  pilot  projects 
in  Austin  and  Galveston,  it  is  prema- 
ture to  assume  that  the  HMO  model 
produces  greater  cost-savings  than  the 
PCCM.  An  evaluation  report  pre- 
pared by  The  University  of  Texas  Lyn- 
don B.  Johnson  School  of  Public 
Affairs  and  the  School  of  Public 
Health  at  The  University  of  Texas  at 


Houston  says  both  models  demon- 
strated adequate  physician  availability 
for  both  primary  and  specialty  care, 
and  that  there  is  no  difference  in  over- 
all client  satisfaction  between  Medic- 
aid patients  in  the  pilot  program  and 
those  in  regular  Medicaid. 

She  also  cites  a study  in  the  Annual 
Review  of  Public  Health  (1995,  vol  16, 
pp  473-495)  that  shows  cost-savings 
from  models  using  a physician  to 
manage  care  are  comparable  to  those 
in  an  HMO.  In  addition,  she  says,  a 
1 994  Congressional  Budget  Office  re- 
port on  the  effects  of  managed  care 
shows  there  is  no  “credible  evidence  to 
support  the  claim  that  HMOs  reduce 
the  rate  at  which  costs  increase.” 
That's  why  it  is  important  for  state  of- 
ficials to  closely  monitor  the  perfor- 
mance of  the  HMOs  and  PCCM  in 
San  Antonio  and  look  at  quality  of 
care  and  cost-savings,  she  says. 

The  rocky  road 

Like  any  massive  undertaking,  con- 
verting the  Medicaid  program  to 
managed  care  is  not  without  prob- 
lems. The  original  plan  called  for  the 
state  to  apply  to  the  Health  Care  Fi- 
nancing Administration  (HCFA)  for  a 
waiver  under  section  1115  of  the  fed- 
eral Social  Security  Act,  which  allows 
HCFA  to  waive  many  of  its  require- 
ments to  give  states  latitude  in  creat- 
ing innovative,  cost-effective  delivery 
systems.  The  waiver  would  have  per- 
mitted a more  expansive  approach  to 
reforming  Medicaid.  State  officials 
looked  at  it  as  an  opportunity  to  add 
new  categories  ol  eligible  patients, 
such  as  single  men  and  women,  and  to 
make  Medicaid  available  to  children 
from  families  with  higher  income  lev- 
els than  currently  permitted. 

Part  of  that  plan  called  for  the  cre- 
ation of  intergovernmental  initiatives, 
known  as  IGIs,  to  serve  as  nonprofit 
entities  composed  of  local  funding 
partners  — such  as  hospital  districts, 
medical  schools,  and  local  govern- 
ments — to  design  and  administer  the 
Medicaid  delivery  system  in  their  ar- 
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eas.  The  waiver  application  was  sub- 
mitted to  HCFA  in  August  1995.  In 
May  1996,  HCFA  officials,  who  had 
raised  more  than  600  questions  about 
the  plan,  indicated  they  would  not  ap- 
prove it.  Most  ol  their  concerns  dealt 
with  the  potential  conHict  of  interest 
in  having  the  major  funding  sources 
of  the  IGIs  also  their  governors. 

In  addition  to  their  concerns  over 
the  potential  lor  losing  Medicaid  pa- 
tients, the  public  hospital  districts  ob- 
jected to  the  IGI  concept.  I’heir 
participation  was  key  to  making  it 
work.  The  plan  called  for  them  to  put 
money  they  receive  from  the  federal 
government  lor  treating  a dispropor- 
tionate share  ol  Medicaid  patients  into 
a statewide  pool  that  would  then  be 
distributed  locally.  However,  the  hospi- 
tal districts  were  concerned  they  would 
not  receive  the  same  amount  they  put 
in  and  were  alraid  the  deal  would  end 
up  costing  them  money.  Dispropor- 
tionate-share funds  are  vital  to  keeping 
many  of  the  hospitals  in  the  black. 

As  a result  of  the  controversy,  state 
officials  are  reworking  the  1115 
waiver  application.  Ms  Wertz  said 
they  are  trying  to  “come  up  with  some 
methodology  where  we  could  use 
those  local  dollars  for  matching  pur- 
poses in  order  to  increase  the  eligibil- 
ity, at  least  for  kids."  Meanwhile,  the 
state  is  proceeding  with  the  efforts  in 
San  Antonio,  Fort  Worth,  and  Lub- 
bock under  a waiver  that  permits 
demonstration  projects  in  specific  ge- 
ographic areas.  ★ 
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We  are  a dedicated  group  of 
professionals  with  a reputa- 
tion for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of 
a physician’s  claim  history,  specialty 
or  previous  problems. 
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T IS  5 o’clock  in  the  morning 
and  the  predawn  stillness  has  enveloped  the  hospital. 
Most  of  the  patients  are  still  sleeping  while  the  nurses 
go  about  their  rounds.  But  in  a darkened  room  on 
the  seventh  Boor,  the  final  act  in  a human  tragedy  is 
unfolding.  An  anguished  man  holds  his  wife’s  hand 
lor  the  last  time  and  tries  to  console  their  weeping 
young  children,  who  don't  understand  why  mommy 
is  sick.  With  a final,  ragged  breath,  the  woman  he  has 
loved  since  high  school  slips  away.  Later  that  morning,  her 
weary  physician,  heartsick  over  the  loss  ol  yet  another  patient 
too  young  to  die,  completes  her  death  certificate.  He  pauses 
when  he  comes  to  the  space  marked  Cause  of  Death.  Al- 
though officially  she  died  of  breast  cancer,  he  finds  himself 
fighting  the  temptation  to  fill  in  “No  money  for  research.” 

A bit  too  melodramatic?  Perhaps.  But  scientists  and  lead- 
ers of  academic  medical  centers  fear  that  such  a scene  could 
become  commonplace.  Efforts  to  reduce  federal  and  state 
budgets  are  limiting  funding  for  medical  research,  and  many 
insurers  are  unwilling  or  reluctant  to  pay  for  research  pro- 
jects because  of  the  costs  involved  and  because  there  is  no 
guarantee  they  will  produce  positive  results.  Because  it  takes 


statement  to  Congress  supporting  the  N1H  request.  The  ad 
hoc  group,  which  represents  more  than  160  medical  and 
scientific  societies,  voluntary  health  organizations,  and  aca- 
demic and  research  organizations,  said  it  recognizes  the  se- 
rious fiscal  challenges  facing  the  nation.  “At  the  same  time, 
the  millions  of  Americans  afflicted  with  acute  or  chronic 
diseases,  and  the  families  and  other  loved  ones  who  care  for 
them,  know  all  too  well  the  painful  health  challenges  that 
face  us.  They  must  endure  the  physical  and  emotional  suf- 
fering associated  with  disease  and  disability.  Research  offers 
the  best,  and  in  many  cases,  the  only  hope.” 

While  the  NIH  funding  has  received  slight  budget  in- 
creases in  the  past  couple  of  years,  its  funding  has  not  kept 
pace  with  the  growing  demand  for  money  to  pay  for  research 
projects.  That  has  fostered  intense  competition  for  the 
money  that  is  available.  Further  complicating  the  situation  is 
NIH’s  rigorous  peer  review  process  designed  to  ensure  that 
only  quality  projects  are  funded.  In  1995,  for  example,  only 
about  1 in  4 of  the  more  than  24,000  research  grant  appli- 
cations submitted  for  NIH  funding  were  approved. 

State  appropriations  for  medical  research  projects  at  aca- 
demic medical  centers  are  being  reduced  or  kept  at  current 


“THE  MILLIONS  OF  AMERICANS  afflicted  with  acute  or  chronic  diseases, 
and  the  families  and  other  loved  ones  who  care  for  them, 
know  all  too  well  the  painful  health  challenges  that  face  us. 
Research  offers  the  best,  and  in  many  cases,  the  only  hope.” 


so  long  to  develop  a new  drug  and  receive  federal  approval 
to  use  it,  the  scientists  say,  inadequate  funding  likely  will 
mean  people  will  die  because  the  new  drugs  and  technolog- 
ical advances  that  could  save  their  lives  simply  will  not  exist. 

One  of  those  who  worries  is  John  R Howe  III,  MD,  pres- 
ident of  The  University  of  Texas  Health  Science  Center  at 
San  Antonio.  “Our  fellow  citizens  are  at  risk  every  day  for 
significant  suffering.  It  is  today’s  discoveries  that  lead  to  to- 
morrow’s medicines  to  alleviate  these  maladies,”  he  said. 
“The  drugs  of  tomorrow  date  back  a decade-plus  in  their  de- 
velopment, and  anything  that  will  slow  it  down  would  ex- 
tend that  10-year  period  to  20  years  and  put  Texans  at  risk.” 

At  the  heart  of  all  medical  research  funding  is  the  National 
Institutes  of  Health  (NIH),  which  supports  more  than  35,000 
scientists  at  more  than  1,700  research  institutions  across  the 
country.  Although  NIH  officials  have  asked  for  a 6.5%  in- 
crease in  its  $1 1.9  billion  budget  for  the  upcoming  fiscal  year, 
President  Clinton  is  proposing  an  increase  of  only  3.9%. 

“In  our  view,  the  question  is  not  can  we  afford  to  spend 
this  much  on  medical  research  but  can  we  afford  not  to,” 
the  Ad  Hoc  Group  For  Medical  Research  Funding  said  in  a 


levels  across  the  United  States  as  state  legislators  feel  the  heat 
from  their  constituents  to  cut  the  overall  budget  and  avoid 
tax  increases.  In  fact,  state  appropriations  for  medical 
schools  as  a whole  are  shrinking.  In  Texas,  state  appropria- 
tions accounted  for  about  half  of  the  state  medical  schools' 
budgets  in  1985.  Eleven  years  later,  that  has  dropped  to 
anywhere  from  20%  to  30%,  depending  on  the  school. 

One  effect  of  the  funding  limitations  is  that  money  for 
“bridge  grants”  to  support  researchers  from  one  federal 
grant  to  the  next  is  drying  up.  That  often  means  young  re- 
searchers do  not  have  access  to  seed  money  needed  to  get 
them  started  and  become  competitive  for  the  larger  grants. 
“That  pool  of  young  talent  can’t  have  the  nurturing  that 
they  used  to  be  able  to  get  when  they  entered  a faculty  po- 
sition,” said  Deborah  L.  Greene,  PhD,  director  of  medical 
education  for  the  Texas  Medical  Association.  The  need  for 
money  is  forcing  some  researchers  to  consider  doing  trials 
for  pharmaceutical  and  medical  equipment  firms  that  they 
would  not  have  considered  otherwise. 

Action  to  help  solve  one  of  the  funding  problems  has  been 
recommended  by  the  American  Association  of  Immunolo- 
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gists  (AAI).  Testifying  before  a US  House  of  Representatives 
Appropriations  Committee  subcommittee  last  winter,  AAI 
public  affairs  chair  Robert  Rich,  MD,  said  the  traditional  in- 
vestigator-oriented research  grant  application  can  expect  to 
be  funded  only  if  it  is  in  the  top  10%  to  12%  of  the  applica- 
tions reviewed.  Scientists  are  forced  to  resubmit  revised  ap- 
plications until  they  receive  a peer  review  score  that  will 
permit  funding.  Often,  even  the  best  researchers  have  to  go 
on  hiatus,  delaying  their  research  projects,  or  their  money 
and  efforts  are  wasted  because  a productive  project  has  to  be 
temporarily  halted  and  restarted  several  months  later. 

Dr  Rich,  vice  president  and  dean  of  research  at  the  Bay- 
lor College  of  Medicine  in  Houston,  suggested  that  Con- 
gress examine  the  possibility  of  setting  aside  a small  portion 
— perhaps  0.5%  to  1%  — of  an  institution’s  NIH  fund- 
ing as  a block  grant.  That  would  provide  a safety  net  to  pre- 
vent serious  disruptions  of  productive  research  programs 
during  the  6 to  12  months  required  to  revise  and  resubmit 
a well-rated  but  unfunded  project. 

A source  of  controversy  in  NIH  funding  is  the  Small 
Business  Innovation  Research  (SBIR)  program  that  requires 
federal  agencies  with  research  portfolios  exceeding  $100 


business  affairs  at  The  University  of  Texas  Southwestern 
Medical  School  in  Dallas.  “We  rely  more  heavily  on  private 
support  for  research  now  than  we  did  I 0 years  ago.” 

UT-Southwestern  has  been  very  successful  at  raising 
money  from  private  businesses  and  philanthropic  organiza- 
tions. Its  endowment  has  grown  from  about  $35  million  in 
1988  to  more  than  $300  million  expected  to  be  available  by 
the  end  of  this  year.  The  day  Dr  Fitzgerald  was  interviewed, 
the  school  announced  that  Dallas  billionaire  H.  Ross  Perot 
had  committed  to  donating  $23  million  over  the  next  8 years. 

MANAGED  RESEARCH? 

As  IT  HAS  WITH  VIRTUALLY  EVERY  OTHER  ASPECT 
of  medicine,  the  impact  of  managed  care  is  being  felt  in  the 
research  community,  particularly  at  academic  medical  cen- 
ters that  have  traditionally  used  revenue  from  patient  care 
to  help  finance  clinical  research.  With  its  emphasis  on 
shortening  hospital  stays  and  lowering  the  cost  of  health 
care,  managed  care  is  reducing  the  amount  of  money  avail- 
able for  research.  “As  those  profit  margins  become  nonexis- 
tent, you  can’t  subsidize  something  out  of  losses,’’  Dr  Rich 
said  in  an  interview  with  Texas  Medicine. 


“THE  REVOLUTION  IN  FUNDING  OF  HEALTH  CARE,  which  has  been  largely 
managed  care,  overall  has  had  a fairly  substantial  adverse  effect  on  funding  of 
clinical  research.  As  managed  care  has  caused  academic  health  centers  to 
become  more  cost  competitive,  obviously  their  capacity  to  support  their 
research  and  education  missions  has  been  compromised.” 


million  a year  to  set  aside  2%  for  small  business  grants.  That 
totals  $182.9  million  of  NIH  funding  for  the  current  fiscal 
year,  and  it  is  scheduled  to  increase  by  25%  in  1997. 

Dr  Rich  said  the  set-aside  program  has  forced  NIH  to  fund 
proposals  “that  are  judged  by  peer  reviewers  to  be  of  far  lower 
quality’’  than  comparable  investigator-initiated  research  grants 
for  basic  biomedical  research.  He  said  AAI  finds  the  proposed 
increase  “astonishing,”  and  if  allowed  to  occur,  “hundreds  of 
millions  of  dollars  will  be  misspent  on  grants  that  are  far 
below  the  quality  of  nearly  all  research  conducted  by  NIH.” 

Dr  Rich  recommends  that  Congress  require  SB1R- 
funded  grants  to  have  a median  priority  score  comparable 
to  that  required  for  investigator-initiated  projects.  Unspent 
funds  should  revert  to  the  pool  of  money  available  for  in- 
vestigator-initiated projects  or  be  used  to  provide  interim 
support  for  projects  on  hiatus. 

The  uncertainty  over  state  and  federal  funding  is  mak- 
ing many  research  institutions  more  dependent  on  private 
financial  support.  “More  support  of  research  through  pri- 
vate research  contracts  as  well  as  gifts  is  very  important,” 
said  Peter  H.  Fitzgerald,  PhD,  executive  vice  president  for 


“The  revolution  in  funding  of  health  care,  which  has  been 
largely  managed  care,  overall  has  had  a fairly  substantial  ad- 
verse effect  on  funding  of  clinical  research,”  he  said.  “As  man- 
aged care  has  caused  academic  health  centers  to  become  more 
cost  competitive,  obviously  their  capacity  to  support  their  re- 
search and  education  missions  has  been  compromised.” 

Dr  Rich,  who  presides  over  Baylor’s  $185  million  re- 
search program,  says  his  institution  is  doing  all  it  can  to  be 
“cost  competitive  in  a superior  quality  environment,  but 
the  big  difficulty  will  be  continuing  to  identify  resources  to 
support  clinical  research,  which  has  been  traditionally  more 
difficult  to  fund  from  federal  sources  than  has  more  basic 
research."  He  adds  he  would  like  to  think  that  losses  from 
managed  care  cutbacks  could  be  recouped  from  other 
sources,  such  as  federal  or  state  grants,  endowments,  and 
private  donations,  but  they  too  are  under  pressure.  “Every 
income  stream  that  academic  health  centers  have  depended 
upon  for  decades  is  threatened.  There's  not  an  obvious  al- 
ternative source  to  turn  to,”  he  said,  adding  that  the  federal 
research  budget  “is  part  of  the  whole  domestic  discre- 
tionary argument  in  deficit  reductions.” 
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Like  Baylor,  its  neighbor  in  the  sprawling  Texas  Medical 
Center,  The  University  ol  Texas  Health  Science  Center  at 
Houston,  is  beginning  to  ieel  pressures  from  managed  care. 
“Even  though  we  have  not  seen  a great  surge  ot  managed  care 
having  huge  effects  within  our  institution,  1 think  we  are  seeing 
early  negative  effects  on  our  research  program,”  said  Thomas  F. 
Burks,  PhD,  executive  vice  president  lor  research  and  academic 
affairs.  Projects  ranging  from  sophisticated  investigator-initi- 
ated research  to  routine  drug-company-sponsored  studies  have 
been  affected.  “We  are  running  about  half  the  number  of  clin- 
ical studies  that  we  were  2 years  ago,”  he  said. 

Dr  Burks  says  he  is  unsure  of  the  long-range  impact. 
There  has  been  some  speculation  that  managed  care  plans 
themselves  will  eventually  attempt  to  secure  contracts  for 
some  projects,  including  Phase  III  drug  studies.  “Now,  how 
in  the  world  they  can  do  it  cheaper  than  we  can.  I’m  not  sure. 
I’ve  been  told  they  can  do  it  more  cheaply.  Some  companies 
are  very  price  conscious,  others  are  very  quality  conscious.” 

Back  in  San  Antonio,  Dr  Howe  says  the  heretofore  suc- 
cessful partnership  between  hospitals  and  insurance  com- 
panies in  paying  for  clinical  research  is  changing  rapidly  as 
indemnity  insurance  programs  give  way  to  managed  care 


best  of  medical  care  can  and  should  be  a part  of  the  Texas 
research  enterprise.  For  that  not  to  happen,  in  the  long  run 
those  companies  are  potentially  at  risk  simply  because  ap- 
plying yesterday’s  therapies  to  tomorrow’s  illnesses  will  be 
very  expensive.” 

Dr  Howe,  who  also  is  president  of  the  Texas  Society  of 
Biomedical  Research,  believes  shortsighted  companies  that 
choose  short-term  profits  over  the  long-term  benefits  of 
medical  research  could  produce  “the  medical  equivalent  of 
Love  Canal,  where  excellent  business  decisions  are  made 
today  without  regard  to  their  implications  for  tomorrow.” 

IS  CHEAPER  BETTER? 

Martin  Raber,  MD,  physician- in -chief  at 
The  University  of  Texas  M.D.  Anderson  Cancer  Center  in 
Houston,  believes  the  decrease  in  funding  for  clinical  re- 
search and  the  increasing  prevalence  of  managed  care  are 
literally  playing  with  people’s  lives. 

Historically,  the  three  sources  of  payment  for  research 
costs  associated  with  testing  investigational  drugs  for  can- 
cer patients  have  been  federal  grants,  payments  from  the 
pharmaceutical  industry,  and  support  by  the  institution  or 


“SHOULDN’T  OUR  MANAGED  CARE  COMPANIES  do  likewise 
and  contribute  a portion  of  their  profits 
to  the  creation  of  that  next  generation  of  health  professionals 
and  that  next  generation  of  medicines?” 


and  capitation.  “With  managed  care  there  is  a significant 
change,  including  funding  for  research.  Delivery  of  care 
and  the  cost  thereof  is  the  first  priority  of  most  managed 
care  plans,  and  funding  for  research  and  education  is  a 
lower  priority.  We  must  ensure  the  funding  of  today’s  re- 
search for  tomorrow’s  medicine  chests  and  seek  the  contin- 
ued participation  of  health  insurance  programs,”  he  said. 

He  notes  that  automobile  manufacturers,  airlines,  and 
pharmaceutical  companies  devote  a portion  of  their  bud- 
gets for  research  and  development  of  new  technology  and 
products.  “Shouldn’t  our  managed  care  companies  do  like- 
wise and  contribute  a portion  of  their  profits  to  the  creation 
of  that  next  generation  of  health  professionals  and  that  next 
generation  of  medicines?”  he  asked. 

The  school  is  “running  harder  and  working  harder”  to 
develop  other  sources  of  money  to  offset  reduced  research 
funding,  and  it  is  having  some  success  with  business  and 
philanthropic  sources,  he  says.  “However,  it’s  not  right,  it’s 
not  fair  that  those  companies  who  stand  to  benefit  the  most 
from  medical  research  not  be  major  players.  Those  compa- 
nies that  depend  on  the  best  of  health  professionals  and  the 


university.  Actual  patient  care  costs  such  as  hospitalization, 
laboratory  tests,  and  ancillary  medicines  have  been  borne 
by  third-party  insurers.  Medicare,  or  Medicaid. 

Dr  Raber  says  managed  care  has  had  a particularly  sig- 
nificant impact  on  cancer  research.  “What’s  happened  with 
managed  care,  as  cost  containment  has  become  paramount, 
is  that  insurers  have  been  quick  to  say  they’re  not  going  to 
pay  the  clinical  charges  associated  with  clinical  research,”  he 
said.  “They  have  denied  those  patients  the  opportunity  to 
participate  in  the  research  by  denying  payment  for  it.” 

An  increasing  number  of  cancer  patients  are  denied  en- 
trance to  clinical  research  studies  because  their  insurance 
companies  will  not  pay  for  them,  he  says.  “We  have  had  in- 
credible situations  where  insurers  were  willing  to  pay  for 
conventional,  approved  therapies  that  were  known  to  have 
little  or  no  value  and  are  very  expensive  in  terms  of  the  side 
effects  and  the  hospitalization,  but  refused  to  pay  for  ex- 
periments that  were  very  promising  where  we  already  had 
patients  who  had  responded  to  the  drugs  and  their  treat- 
ment had  cost  much  less  than  conventional  treatment.  I 
call  that  bad  medicine  and  bad  business.” 
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Perhaps  even  more  sinister,  he  says,  is  that  some  man- 
aged care  plans  in  the  Houston  area  are  forcing  patients  to 
choose  a treatment  on  the  basis  of  its  cost,  not  its  effective- 
ness. “There  is  no  question  that  some  insurers,  HMOs,  and 
physician  groups  in  the  city  will  not  present  all  options  to 
patients  because  the  financial  ramifications  of  choosing  one 
option  over  another  are  significant,”  Dr  Raber  said. 

Insurers  often  contend  the  value  of  many  investiga- 
tional drugs  is  not  proven  and  that  the  insurance  coverage 
purchaser,  usually  the  patient’s  employer,  has  elected  not 
to  cover  them.  “They  claim  it’s  an  issue  of  insurability, 
but  there  are  many  cancers  for  which  the  best  treatment 
is  experimental  treatment,”  Dr  Raber  said.  “We  fight  this 
battle  every  day  to  get  approval  from  insurers  to  treat  pa- 
tients with  experimental  treatment  that  we  think  is  the 
best  treatment.” 

Cancer  specialists  believe  that  if  a drug  is  being  used  for 
its  approved  indication,  then  the  fact  that  it  is  being  used 
in  a clinical  trial  should  not  stop  the  patient  from  receiving 
it.  And,  Dr  Raber  said,  “If  the  drug  has  been  shown  in  the 
literature  to  be  of  benefit,  even  though  it  may  not  be  ap- 
proved for  that  indication,  we  should  be  allowed  to  give 


and  there’s  nothing  else  that  can  be  done.  Our  physicians 
feel  there  are  significant  things  to  be  done  of  proven  value.” 

The  tragedy,  he  says,  is  that  the  amount  of  money  in- 
volved often  is  not  all  that  much.  For  example,  treatment 
of  patients  with  cancer  in  the  insured  population  up  to  age 
65  makes  up  less  than  10%  of  all  health-care  dollars.  “In 
that  population  group,  the  employer  group  as  opposed  to 
Medicare,  we  re  talking  about  a relatively  small  number  of 
dollars  in  the  total  scheme  of  things,  yet  clearly  this  is  an 
area  where  experimental  therapy  is  very  important  and 
where  I think  the  patients  are  really  disadvantaged  when 
they  are  told  their  insurers  won't  pay  for  the  care.” 

OTHER  VIEWS 

Dr  Raber  is  not  alone  is  his  worries  about 

the  impact  of  managed  care  on  cancer  research  and  treat- 
ment. According  to  an  article  headlined,  “Does  Managed 
Care  Jeopardize  Cancer  Research?”  in  the  August  2,  1995, 
issue  of  the  Journal  of  the  National  Cancer  Institute  (vol 
87,  no.  15),  the  spread  of  managed  care  is  prompting 
“growing  concern  in  the  cancer  community  that  clinical 
research  will  suffer,  threatening  medical  progress.  Not 


“WE  CONTINUE  TO  SEE  PATIENTS  who  come  to  us 
from  HMOs  in  the  city,  where  they  have  been  told 
that  their  cancer  is  hopeless  and  there’s  nothing  else  that  can  be  done. 
Our  physicians  feel  there  are  significant  things 
to  be  done  of  proven  value.” 


that  drug,  and  we  should  be  reimbursed  for  using  it.”  He 
agrees  with  insurers  that  in  the  early  stages  of  a clinical 
study,  before  there  is  evidence  of  any  benefit,  the  pharma- 
ceutical company  sponsoring  the  study  — not  the  insur- 
ance company  — should  pay  for  a drug. 

While  reimbursement  problems  occur  with  all  forms  of 
insurance,  “it’s  more  of  a problem  with  managed  care  com- 
panies and  HMOs  than  it  is  with  classic  indemnity  insur- 
ance,” he  said.  “A  few  years  ago  it  wasn’t  a problem  with 
anyone,  but  then  as  the  managed  care  wave  came  in  and  the 
managed  care  companies  identified  this  as  a potential  sav- 
ings, they  began  to  deny  these  claims,  and  more  and  more 
conventional  insurers  began  to  look  hard  at  them.” 

Dr  Raber  acknowledges  that  not  all  managed  care  plans 
use  treatment  denial  tactics,  and  some  plans  give  physicians 
the  freedom  to  do  what  they  think  is  necessary  and  approve 
the  use  of  experimental  treatments.  “But  some  are  almost 
impossible  to  deal  with  and  have  no  interest  in  having  their 
patients  seen  here  for  new  therapies,”  he  said.  “We  con- 
tinue to  see  patients  who  come  to  us  from  HMOs  in  the 
city,  where  they  have  been  told  that  their  cancer  is  hopeless 


only  are  research  trials  threatened,  many  oncologists  be- 
lieve, but  so  too  is  the  educational  training  necessary  to 
produce  the  researchers  of  tomorrow.”  The  article  quoted 
Joseph  Simone,  MD,  physician-in-chief  at  Memorial 
Sloan-Kettering  Cancer  Center  in  New  York,  as  wonder- 
ing who  will  fund  research  if  research  hospitals  are  forced 
to  be  cost  competitive  with  community  hospitals  that 
have  no  research  or  education  programs. 

The  article  goes  on  to  say  that  several  managed  care 
medical  directors  have  indicated  they  would  support  clini- 
cal research  trials  that  are  well  designed,  that  are  national  in 
scope,  and  that  have  adequate  control  groups. 

One  of  those  interviewed  was  Lee  N.  Newcomer,  MD,  an 
oncologist  and  medical  director  of  United  Health  Care  Corp 
in  Minneapolis,  Minn.  Dr  Newcomer  says  he  is  not  willing 
to  pay  for  poorly  done  research.  He  said  an  example  of  “rot- 
ten work”  are  the  studies  involving  autologous  bone  marrow 
transplants  for  treating  breast  cancer.  Although  42  studies 
have  been  conducted,  he  said,  only  three  were  “legitimate” 
randomized  studies  and  the  rest  were  “junk.”  He  said  his 
company  provided  reimbursement  for  those  three  studies. 
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MORE  BANG  FOR  THE  BUCK 

Bruce  Weiss,  MD,  M P H , who  was  the 
executive  vice  president  of  medical  affairs  for  PCA  Healtli 
Plans  of  Texas  when  he  was  interviewed  by  Texas  Medicine  in 
June,  says  the  managed  care  industry  places  a high  value  on 
research  and  pays  for  many  studies.  But,  he  says,  managed 
care  plans  want  to  make  sure  that  the  research  they  pay  for  is 
done  efficiently  and  that  the  results  will  benefit  the  greatest 
number  of  people.  “Medicine  has  never  really  focused  on  try- 
ing to  be  efficient,”  said  Dr  Weiss,  who  has  since  gone  into 
medical  management  from  the  physician  side.  “We’re  at  least 
trying  to  reduce  the  duplication  and  the  unnecessary  cost 
that  provides  no  benefit.  If  health-care  efficiency  could  be 
improved  by  only  10%,  “we  probably  would  be  able  to  pro- 
vide care  to  most  of  the  uninsured,”  he  said. 


As  an  example  of  duplication,  Dr  Weiss  cited  instances 
where  physicians  conducting  investigational  protocols  in- 
sist on  redoing  all  the  diagnostic  tests  because  they  will  not 
accept  the  work  of  the  referring  facility.  “From  the  health 
plan’s  point  of  view,  we  re  really  committed  to  providing 
care  for  the  patient,  and  in  that  case  we’re  hesitant  to  pay 
for  these  additional  studies  and  all  of  this  ‘workup’  that 
needs  to  be  done  to  he  part  of  a study.  That’s  very  frustrat- 
ing to  us  because  it  doesn’t  add  any  value.” 

HMOs  work  for  the  employers  who  want  good,  solid 
benefits  for  their  employees  and  are  resistant  to  “buying 
benefits  for  experimental  things,”  Dr  Weiss  said.  Employ- 
ers’ premiums  would  have  to  be  raised  to  cover  experimen- 
tal treatments.  The  health-care  market  has  changed,  and 
medicine  no  longer  has  the  luxury  of  relying  on  unlimited 


SURVEY  SHOWS  STRONG  SUPPORT  FOR  RESEARCH 


A Texas  Society  for  Biomedical  Research 
(TSBR)  survey  shows  that  a majority  of  Texans  believe  the 
nation’s  commitment  to  medical  research  should  be 
stronger  and  that  they  would  be  willing  to  pay  slightly 
higher  taxes,  health  insurance  rates,  and  prescription  drug 
prices  to  pay  for  research.  Results  of  the  survey  were  re- 
leased in  June. 

The  survey  was  conducted  by  the  Charlton  Re- 
search company  for  TSBR,  13  academic  institutions  in 
Texas,  and  Research  America,  a Virginia-based  non- 
profit medical  research  advocacy  organization.  It  re- 
flects the  responses  of  1,000  people  interviewed  by 
telephone  and  has  a margin  of  error  of  plus-or-minus 
3.1%.  The  survey  is  the  state’s  first  comprehensive 
public  opinion  poll  concerning  the  public’s  attitude  to- 
ward medical  research. 

The  majority  of  those  surveyed  oppose  cutting  federal 
funding  for  scientific  research  at  universities  and  believe 
spending  money  on  medical  research  adds  to  the  quality 
of  health  care  and  is  important  to  the  Texas  economy. 

Although  the  survey  respondents  say  they  would  be 
willing  to  pay  more  to  support  medical  research,  there  are 
differences  of  opinion  on  the  best  method,  depending  on 
their  ages  and  what  part  of  the  state  they  live  in.  Those 
between  the  ages  of  18  and  54  are  more  willing  than 
older  respondents  to  pay  for  medical  research.  People  be- 
tween 45  and  54  tend  to  favor  the  idea  of  paying  more  in 
taxes  to  help  fund  medical  research,  while  those  25  to  44 
tend  to  prefer  higher  prescription  drug  prices.  South 
Texas  residents  are  the  most  likely  to  favor  all  three  fi- 
nancing options. 


Highlights  of  the  survey  results  are: 

• Eighty-seven  percent  of  the  respondents  believe  medical 
research  adds  to  the  quality  of  health  care,  and  64%  say 
the  national  commitment  to  research  should  be  higher. 
Eighty-five  percent  say  medical  research  is  important  to 
Texas  because  it  adds  jobs  and  benefits  residents’  in- 
come. Medical  research  ranked  above  all  other  federal 
programs,  including  public  education,  defense,  crime 
prevention.  Medicare,  and  Social  Security. 

• If  the  money  were  used  for  medical  research,  56%  say 
they  would  be  willing  to  pay  an  additional  $1  for  each 
prescription  drug.  Fifty-two  percent  say  they  would  pay 
$1  more  per  week  in  taxes,  and  54%  say  they  would 
pay  $1  more  a week  for  health  insurance.  In  addition, 
23%  say  they  would  be  willing  to  donate  a portion  of 
their  tax  refunds  to  research. 

• Sixty-two  percent  are  more  likely  to  vote  for  presiden- 
tial and  congressional  candidates  who  strongly  support 
federal  spending  for  medical  research. 

• While  they  believe  the  federal  government  should  sup- 
port research,  74%  also  say  Congress  should  support 
legislation  that  encourages  private  industry  to  conduct 
medical  research. 

John  P.  Howe  III,  MD,  president  ofTSBR  and  of  The 
University  of  Texas  Health  Science  Center  at  San  Anto- 
nio, called  the  survey  results  a “wonderful  vote  of  confi- 
dence for  Texas  and  its  biomedical  research  efforts.  It  is 
yet  another  reminder  of  the  importance  we  all  place  on 
the  best  of  health  for  our  state’s  citizenry.” 
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resources  from  commercial  insurers  or  Medicare  to  pay  for 
random  studies  that  involve  only  one  patient,  he  said.  “We 
all  know  we  need  the  information,  but  needing  it  at  any 
cost  is  not  true  any  longer.  It’s  come  down  to  that  we  need 
the  information,  but  we  need  to  be  aware  of  the  cost.” 

Managed  care  has  had  at  least  one  positive  effect  on  re- 
search, says  Dr  Burks.  Access  to  centralized  computer  pa- 
tient information  through  managed  care,  he  says,  provides 
a great  opportunity  for  outcomes  research.  “It  is  prompting 
us  to  move  faster  with  the  electronic  patient  record  system 
because  it  is  more  efficient.  We  know  it  has  got  to  be  done 
sometime  anyway.” 

UT-Houston  and  Hermann  Hospital  are  currently  in- 
volved in  an  outcomes  research  project,  and  researchers  have 
easy  access  to  information  such  as  patient  ages,  blood  levels, 
and  previous  surgeries.  “You  just  run  all  those  variables, 
touch  a couple  of  buttons,  and  boom,  out  it  comes,  ” he  said. 

Dr  Burks  is  excited  by  the  prospects.  “The  days  ol  the 
17-subject  trials  are  just  about  over.  Were  going  to  be  able 
to  go  look  at  hundreds  of  people  because  we’re  not  con- 
fined to  one  hospital.  We  may  be  able  to  look  at  10  or  20 
hospitals  at  one  time.” 

The  effort  is  being  driven  by  managed  care  and  its  require- 
ments for  efficiency.  “Efficiency  itself  is  not  all  bad,”  Dr  Burks 
said.  “If  we  can  deliver  quality  care  more  effectively,  more  effi- 


ciently, and  less  expensively,  and  still  maintain  our  educational 
and  research  missions,  then  we  have  a moral  obligation  to  do 
that  in  the  first  place.  I think  when  we  look  back  5 years  from 
now,  we  re  going  to  wonder  why  we  were  so  concerned.” 

PUTTING  IT  IN  CONTEXT 

Many  experts  believe  that  while  managed 
care  has  accelerated  the  funding  problems  facing  acade- 
mic health  centers,  the  real  culprit  is  the  failure  of  Con- 
gress to  enact  meaningful  health-system  reform.  Dr  Rich 
is  one  of  them. 

“Although  it  was  moving  to  a managed  care  environ- 
ment, too,  the  mechanisms  for  recognizing  the  special  costs 
of  running  academic  health  centers  were  generally  incorpo- 
rated into  the  legislation  that  had  been  proposed,”  he  said. 
Managed  care  alone  is  not  the  problem.  “The  problem  is 
managed  care  in  an  environment  fundamentally  driven  by 
costs  that  doesn’t  take  into  account  the  additional  costs  in- 
trinsic to  maintaining  a vibrant  educational  and  research 
environment,”  he  said.  “When  it’s  all  commercial  and  the 
commercial  payers  don’t  have  the  responsibility,  that’s 
where  the  problem  is.  If  we  had  an  all-payer  system  to  share 
the  costs  of  research  and  education  in  a managed  care  en- 
vironment, I think  we  could  do  just  fine.  Until  that  time 
comes,  it’s  going  to  be  very  difficult.”  ★ 
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Science  and  Education 


Building  a better  mouse 

Genetically  altered  rodents  are  helping  in  cancer  research 

By  LARRY  BeS AW,  Associate  editor 


e s only  a few  days  old,  and,  at  first  glance,  he 
appears  to  be  an  ordinary  mouse.  Closer 
inspection,  however,  reveals  that  this  little 
fellow  has  longer  hair  and  bigger  ears  than 
his  peers.  Furthermore,  unlike  other  mice  at  this  age, 
whose  skin  is  so  thin  you  can  see  some  of  their  internal 
organs,  this  ones  skin  is  much  thicker. 


He’s  no  Mighty  Mouse;  rather,  he  is  a transgenic  mouse 
developed  by  researchers  studying  the  relationship  between 
growth  factors  and  cancer  at  The  University  ofTexas  M.D. 
Anderson  Cancer  Center  Science  Park  - Research  Division 
near  Smithville.  Transgenic  mice  are  helping  researchers 
make  important  strides  in  the  ongoing  crusade  to  find  ways 
to  prevent  and  treat  cancer  and  other  diseases. 

I he  genetic  makeup  of  transgenic  mice  has  been 
altered,  making  the  animals  either  more  or  less  susceptible 
to  human  illnesses  and  allowing  investigators  to  use  them 
for  research  into  gene  regulation,  gene  involvement  in 
development,  pathological  disease  states,  and  treat- 
ment of  diseases. 

The  Smithville  researchers  have 
been  using  transgenic  technology 
for  about  5 years.  This  relatively 
recent  development  in  biomedical 
research  came  about  during  the  dramatic 
advances  in  molecular  biology  research  in 
the  early  1980s.  Although  other  animals 
are  sometimes  used,  most  ol  the  trans- 
genic animal  work  is  being  done  with 
mice  because  the  mouse  genome  is  fairly 
well  known  and  fairly  easy  to  manipulate. 

Researchers  “express,”  or 
produce,  protein  associated 
with  a segment  of  DNA, 
called  a gene,  either  where 
it  didn’t  exist  before  or  at 
abnormally  high  levels. 

“We  take  a piece  of  DNA 
that  represents  the  sequences 


necessary  to  encode  for  a particular 
protein  and  we  insert  it  in  some  addi- 
tional segments  of  DNA  that  allow 
that  gene  to  be  expressed  in  a particu- 
lar tissue,”  said  John  DiGiovanni, 
PhD,  professor  and  associate  director 
at  the  science  park  research  division. 

“We  can  direct  expression  to  skin, 
mammary  gland,  liver,  and  various 
other  tissues  by  choosing  the  right 
kind  of  DNA  sequences,”  he  said.  “We  are  genetically 
reengineering  segments  of  DNA  so  that  they  can  be 
expressed  specifically  in  a particular  tissue.  This  has  really 
revolutionized  biomedical  research.” 

Typically,  researchers  take  a gene  they  believe  may  be 
involved  in  human  cancer  and  express  that  gene  or  an 
altered  version  of  it.  “By  abnormally  expressing  that  gene 
and  then  looking  at  the  effect  it  has  on  the  tissue,  we  can 
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determine  the  function  and  role  of  the 
gene  in  normal  growth  processes  and 
if  it  is  involved  in  the  development  of 
cancer,”  Dr  DiGiovanni  said. 

Some  of  the  transgenic  mice  are 
known  as  “knockout  mice”  because 
specific  genes  are  “knocked  out,”  or 
disrupted.  “We  completely  knock  that 
gene  out  so  it  is  no  longer  expressed  in 
the  animal,  allowing  us  to  determine 
how  critical  that  particular  gene  is  not 
only  in  terms  of  the  development  of 
the  animal,  but  in  terms  of  cancer 
development,"  he  said. 

In  one  of  the  recently  developed 
knockout  mice,  investigators  at  several 
universities  worldwide  (including  The 
University  of  Texas  Southwestern 
Medical  School  in  Dallas  and  Baylor 
College  of  Medicine  in  Houston)  have 
deleted  a DNA  repair  gene  known  to 
be  defective  in  people  with  the  genetic 
disorder  xeroderma  pigmentosum. 
Patients  with  the  disorder  are  very 
sensitive  to  sunlight  because  they  lack 
specific  enzymes  involved  in  repairing 
DNA  damage  caused  by  exposure  to 
ultraviolet  light.  With  the  gene 
deleted,  the  mice  become  so  sensitive 
to  ultraviolet  light  that  they  develop 
skin  tumors  after  a very  low  level  of 
exposure.  Animals  such  as  this  one 
now  provide  an  important  model  for 
studying  the  human  disease. 

Dr  DiGiovanni  says  this  mouse  is 
an  example  of  the  importance  of 
transgenic  approaches  because  they 
not  only  may  help  develop  a cure  for 
xeroderma  pigmentosum  but  also 
help  his  staff  in  their  research  on  skin 
cancer.  “If  the  animal  is  now  highly 
sensitive  to  the  disease  that  you’re 


interested  in,  and  we  are  interested  in 
cancer  in  my  laboratory,  then  we  can 
use  this  animal  model  to  try  and  test 
various  therapies  and  treatments 
directed  at  skin  cancer.” 

Baylor  College  of  Medicine  investi- 
gators have  also  developed  the  “p53 
knockout  mouse,”  an  animal  in  which 
the  p53  tumor  suppressor  gene  — 
which  is  genetically  altered  in  a large 
number  of  human  cancers  — is  com- 
pletely deleted.  “When  that  gene  is 
not  functioning  normally,  it  predis- 
poses humans  to  cancer,”  Dr  DiGio- 
vanni said. 

These  mice  “develop  tumors  spon- 
taneously in  several  organs,  or  if  they 
are  treated  with  various  types  of 
chemical  carcinogens,  they  get  tumors 
in  a variety  of  different  organs,”  he 
said.  Investigators  at  the  science  park 
research  division  are  using  this  animal 
to  develop  strategies  for  cancer  pre- 
vention, including  dietary  measures 
such  as  caloric  restriction  and  various 
chemopreventive  agents  administered 
in  the  diet. 

Big  ears,  exciting  research 

Tucked  away  in  the  pine  forests  of 
Bastrop  County  just  off  Texas  71,  the 
M.D.  Anderson  Science  Park  - 
Research  Division  is  a major  player  in 
research  into  the  environmental 
causes  of  cancer  and  other  diseases.  In 
April  1996,  the  facility  was  awarded  a 
$4.2  million  grant  by  the  National 
Institute  of  Environmental  Health 
Sciences  to  enhance  scientific 
research,  train  students  and  educators, 
and  establish  community  outreach 
and  education  programs. 


The  Smithville  center  is  1 of  only  2 
environmental  health  science  centers 
in  Texas  and  17  in  the  nation.  Work- 
ing with  scientists  at  the  M.D.  Ander- 
son Cancer  Center  in  Houston  and 
The  University  of  Texas  at  Austin,  the 
researchers  are  involved  in  such  pro- 
jects as  studying  why  African-Ameri- 
cans are  more  likely  than  Hispanics  to 
develop  lung  cancer  from  smoking, 
why  certain  nutrients  in  foods  can 
prevent  cancer,  and  why  exposure  to 
specific  chemicals  causes  cancer  in 
some  people  but  not  in  others. 

Meanwhile,  the  Smithville  re- 
searchers are  using  transgenic  mice  to 
study  epithelial  cancer  in  mouse  skin 
because  it  is  a good  model  for  cancer 
induction  in  other  epithelial  tissues. 
Other  transgenic  animals  also  are 
being  used  to  research  immune  defi- 
ciency symptoms  associated  with  the 
AIDS  virus  and  immunodegenerative 
diseases. 

Perhaps  the  most  exciting  research 
at  Dr  DiGiovanni's  laboratory  thus  far 
involves  studies  of  insulin-like  growth 
factor  1 (IGF-1),  the  major  mediator 
of  the  effects  of  growth  hormone  in 
bones  and  various  tissues.  “It  also 
turns  out  to  be  a protein  that  is  altered 
in  a number  of  epithelial  cancers,  and 
we  decided  to  develop  a model  where 
we  would  be  able  to  study  the  role  of 
this  gene  in  epithelial  cancer,”  Dr 
DiGiovanni  said. 

“We  overexpressed  this  gene  in  a 
specific  cell  type  in  the  skin,”  he  said. 
“As  a result,  the  mice  have  very  thick- 
ened skin.  Their  ears  are  enlarged 
because  of  the  growth-related  effects 
of  this  gene  and  their  hair  starts  to 
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grow  much  earlier  than  in  normal 
mice.  In  some  mice,  their  hair  even 
grows  long  and  shaggy.” 

The  original  idea  to  look  at  this 
gene  came  from  experiments  in  which 
skin  tumors  were  produced  in  mice. 
The  researchers  collected  the  tumors 
and  examined  them  for  alterations  in 
the  expression  of  a variety  of  genes  and 
found  that  IGF- 1 expression  was 
altered  in  the  tumors  when  compared 
to  normal  tissue.  “That  gave  us  a clue 
that  maybe  this  particular  gene  might 
be  important  in  the  development  of 
cancer  in  this  epithelial  tissue,  so  we 
thought  the  way  we  could  answer  the 
question  was  to  take  the  gene  and 
abnormally  express  it  in  the  skin  of 
mice.  If  overexpression  of  IGF- 
1 alone  led  to  tumor  develop- 
ment, or  if  it  simply  made  the 
animals  more  sensitive,  it 
would  give  solid  support  to  the 
hypothesis  that  this  gene  plays 
an  important  role  in  epithelial 
cancer,”  Dr  DiGiovanni  said. 

Preliminary  tests  showed 
these  mice  to  be  four  to  five 
times  more  sensitive  to  cancer 
induction  than  normal  mice, 
indicating  that  IGF-1  plays  an 
important  role  in  the  produc- 
tion of  epithelial  tumors  in  the 
mouse  skin.  “Now  we  can  go 
in  and  look  at  the  biochemical 
and  molecular  pathways  in 
more  detail  and  see  how  IGF- 
1 is  actually  playing  a role  in 
the  carcinogenic  process,”  he  said. 

Given  to  dwarfs  to  stimulate 
growth,  IGF-1  “causes  unusual  hair 
development  in  some  of  them,  so  we 
might  actually  have  a model  where  one 
could  study  the  role  of  this  particular 
gene  product  in  hair  follicle  develop- 
ment and  hair  growth,”  Dr  DiGio- 
vanni said.  “We  also  noted  that  the 
epithelial  cells  in  the  skin  of  our  trans- 
genic mouse  had  a higher  proliferative 
rate  than  in  normal  animals.  That  was 
the  trait  we  were  looking  for.” 

The  research  indicates  that  the 
IGF-1  gene  is  an  important  compo- 


nent of  cancer  induction  in  the 
epithelial  model.  “I  believe  it’s  the  first 
in  vivo  model  that  supports  this 
hypothesis,”  he  said.  “Many  people 
ignored  this  gene  because  they 
thought  it  was  primarily  a gene  that 
was  involved  in  growth  and  develop- 
ment. Now  we  can  say  conclusively  it 
is  important  for  the  development  of 
cancer,  and  I believe  we  can  now  say 
that  it  does  truly  play  a role  in  those 
human  cancers  where  it  has  been 
shown  to  be  altered.” 

The  findings  could  allow  develop- 
ment of  new  cancer  therapies  because 
the  IGF-1  gene  product  is  a growth  fac- 
tor that  binds  to  and  activates  cell  sur- 
face receptors  that  send  signals  to  the 


cell  nucleus.  “If  we  can  target  therapies 
to  block  that  pathway  or  target  strate- 
gies that  will  knock  out  that  pathway, 
then  we  can  come  up  with  methods  to 
prevent  or  treat  cancers,”  he  said. 

Dr  DiGiovanni  says  more  benefits 
can  be  expected  when  the  transgenic 
animals  developed  at  Smithville  are 
shared  with  researchers  around  the 
world.  “Not  only  will  this  lead  to 
more  information  about  the  cancer- 
related  changes  that  we’re  studying, 
but  these  animals  also  may  be  useful 
for  studying  a variety  of  other  patho- 
logical conditions,”  Dr  DiGiovanni 


“Many  people 
ignored  this  gene 
because  they 
thought  it  was 
primarily  a gene 
that  was  involved 
in  growth  and 
development.  Now 
we  can  say  conclu- 
sively it  is  important 
for  the  development 
of  cancer.” 
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said.  “You  overexpress  or  knockout  a 
gene,  and  suddenly  you  find  it’s 
important  lor  something  you  never 
dreamed  oi.  It’s  surprising  how  much 
of  the  work  with  transgenic  animals  is 
serendipitous  in  terms  of  these  types 
of  discoveries.  ” 

Generation  to  generation 

The  average  life  span  of  a mouse  is 
about  2 years,  but  the  genetic  charac- 
teristics of  a transgenic  mouse  are 
passed  on  to  its  offspring,  thus  perpet- 
uating the  genetic  alteration.  Their 
availability  to  research  laboratories  is 
increasing  either  through  onsite 
breeding  or  purchase  from  animal 
supply  firms. 

While  no  one  is  predicting  that 
other  laboratory  animals  will  be  made 
obsolete  by  transgenic  mice, 
researchers  believe  the  genetic  reengi- 
neering will  become  increasingly 
important  and  that  similar  genetic 
reengineering  will  become  more  com- 
mon in  other  animals.  The  technology 
already  has  led  to  the  development  of 
transgenic  plants  resistant  to  drought 
or  insects. 

One  bonus  of  using  transgenic  ani- 
mals that  may  help  take  some  of  the 
heat  off  researchers  from  animal  rights 
groups  is  that  fewer  of  these  animals 
are  needed  than  regular  mice  for  the 
same  research.  “When  you  express  a 
gene  at  a high  level  in  a tissue,  that 
overcomes  some  of  the  genetic  differ- 
ences you  can  see  in  a population  of 
animals,”  Dr  DiGiovanni  said.  “They 
all  behave  very  uniformly.  You  can 
also  use  cell  lines  cultured  from  a 
transgenic  animal  for  additional  stud- 
ies rather  than  a whole  animal.” 
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Dangerous  downsizing 

State  scrambles  to  provide  basic  services  as  local  public  health  clinics  close  down 

By  Teri  Lee  ] ONES,  Associate  editor 


Imagine  stepping  off  the  elevator  for  Monday  morn- 
ing hospital  rounds  to  find  you’ve  suddenly  become 
responsible  for  every  patient  on  the  ward.  Tuesday 
morning,  you  arrive  to  discover  no  ward  clerk  and 
only  two  nurses  left  — one  working  days,  the  other  nights. 
Wednesday,  janitorial  and  food  services  disappear.  Thurs- 
day, disposable  medical  supplies  — gone.  By  Friday,  the 
ward  is  stripped  bare,  and  it’s  just  you,  your  stethoscope, 
and  a bunch  of  sick  patients,  two  of  whom  just  tested  pos- 
itive for  tuberculosis  (TB). 

With  a steady  erosion  of  core  public  health  services  in 
the  state,  Texas  may  be  heading  for  a similar  predica- 
ment. Experts  shy  away  from  calling  it  a crisis 
just  yet,  but  five  local  health  departments 
in  Texas  have  closed  in  the  past  year,  and 
twice  that  number  have  downsized 
drastically.  Lubbock,  Amarillo,  Del 
Rio,  and  Big  Spring  are  a few  of  the 
cities  that  have  reduced  their  pub- 
lic health  services,  and  more  clos- 
ings and  cutbacks  around  the 
state  are  predicted  this  year. 

“I'm  afraid  it’s  going  to  get 
worse  before  it  gets  better, 
said  Texas  Health  Com- 
missioner David  Smith, 

MD,  who  said  the 
Texas  Department  of 
Health  (TDH)  had  to 
eliminate  some  600 
positions  last  year. 

One  of  Dr  Smith’s 
chief  concerns,  shared 
by  many  other  public 
health  professionals, 
that  large  chunks  of  the  state 
may  be  woefully  unprepared  to 
manage  disease  outbreaks  because  of 


such  cutbacks.  “All  you  have  to  do  is 
watch  the  headlines  to  see  what  we’ve 
been  dealing  with  lately:  contaminated 
foods,  Ebola  virus,  and  Hantavirus,  to 
name  a few,’’  Dr  Smith  said  this  June. 
“We’ve  got  to  remember  that  these  dis- 
eases and  problems  are  only  a plane- 
flight  away.  Right  now,  as  we  speak, 
there’s  an  outbreak  of  diphtheria  in 
Russia,  and  it  would  take  just  one 
plane  ride  for  it  to  show  up  in  Dallas.” 

So  many  factors  have  contributed 
to  closings  and  cutbacks  that  identify- 
ing one  main  culprit  proves  impossi- 
ble. Nationwide  upheavals  in  health- 
care delivery,  reduced  state  and  fed- 
eral funds,  and  Medicaid  changes 
have  all  contributed.  But  some 
public  health  professionals  accuse 
local  city  and  county  govern- 
ments, which  oversee  local 
health  departments  (LHDs),  of 
implementing  the  most  dra- 
conian cutbacks.  The  majority 
of  LHDs  in  this  state  (56%) 
are  somewhat  autonomous, 
in  that  they  do  not  contract 
with  TDH.  “Major  down- 
sizing decisions  have  been 
made  by  city  govern- 
ments with  virtually  no 
input  from  public  health 
professionals,”  said  An- 
thony Way,  MD,  a pro- 
fessor at  Texas  Tech 
University  School  of  Med- 
icine and  former  director  of 
Lubbock’s  health  depart- 
ment. “They  have  been  doing 
across-the-board  cutting  without 
any  clear  understanding  of  what  is 
essential  and  what  is  not  essential.” 
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Public  health  as  a discipline  has  long 
suffered  from  an  identity  crisis.  Because 
so  much  of  what  goes  into  ensuring  a 
healthy  community  happens  behind 
the  scenes  — food  and  water  testing, 
environmental  testing  and  monitoring, 
and  disease  tracking  and  prevention  — 
public  health  has  typically  been  misun- 
derstood, taken  for  granted,  and  too 
closely  identified  with  indigent  care,  ex- 
perts say.  And  that  makes  it  an  easy  tar- 
get for  budget-cutters. 

“Because  we  are  so  invisible 
and  only  conspicuous  by  our 
absence  rarher  than  our  pres- 
ence, adequate  funding  hasn’t 
followed,”  Dr  Smith  said.  “We 
are  truly  doing  more  with  less, 
and  it’s  getting  to  the  point 
where  we  can’t  keep  up.” 

Money  maze, 
responsibility  haze 

No  law  in  Texas  says  communi- 
ties have  to  establish  local 
health  departments  to  maintain 
public  health  standards.  Most 
public  health  programs  are,  in 
fact,  optional.  And  probably  no 
two  communities  in  Texas  im- 
plement or  fund  public  health  pro- 
grams in  exactly  the  same  way. 

Historically,  Texas  cities  or  coun- 
ties, or  combinations  of  the  two, 
formed  LHDs,  which  were  funded 
largely  through  federal  block  grants 
administered  by  the  state,  as  well  as 
with  some  local  funds.  Most  LHDs 
are  governed  by  boards  ol  health  that 
are  either  advisory  or  administrative. 
The  64  LHDs  in  Texas  that  request 
and  receive  state  monies  are  called 


“participating”  LHDs  by  TDH,  and 
along  with  state  funds  comes  state 
oversight  of  how  the  money  gets 
spent.  About  83  LHDs  in  Texas, 
called  “nonparticipating,”  do  not  re- 
ceive state  monies  and  are  not  ac- 
countable to  TDH. 

In  1970,  TDH  opened  the  first  of 
its  1 1 public  health  regions  (PHRs) 
around  the  state  to  serve  mainly  rural 
areas  that  did  not  have  LHDs.  Origi- 
nally, PHRs  did  not  provide  indigent 


care,  but  focused  instead  on  efforts 
such  as  administering  immunizations; 
tuberculosis  and  sexually  transmitted 
disease  (STD)  control  and  follow-up; 
environmental  monitoring;  and  nurs- 
ing home  licensure.  Then,  in  the  early 
1970s,  federal  categorical  grants  be- 
came available,  and  slowly,  but  surely, 
PHRs  became  heavily  involved  in  di- 
rect patient  care,  first  through  family 
planning  clinics,  then  through  mater- 
nal and  child  health  clinics. 


“Because  we  are  so 
invisible  and  only 
conspicuous  by 
our  absence  rather 
than  our  presence, 
adequate  funding 
hasn’t  followed.  We  are 
truly  doing  more  with 
less,  and  it’s  getting  to 
the  point  where  we 
can’t  keep  up.” 


Sitting  at  the  crossroads 

Population-based,  preventive  clinical 
and  environmental  services  have  tradi- 
tionally defined  public  health,  and  the 
extent  to  which  indigent  health  care 
should  be  included  in  public  health’s 
core  mission  has  stirred  debate.  Indi- 
gent care  has  undoubtedly  become  so 
closely  identified  with  public  health 
that  it  has  overshadowed  other  com- 
ponents. But  federal  and  state  dollars 
for  indigent  care  have  long  supported 
other  core  public  health  services  in 
Texas  and  in  many  other  states. 

“What  public  health  has  done,  like 
everyone  else  over  the  last  several 
decades,  is  learn  how  to  cost-shift,”  Dr 
Smith  said.  “In  other  words,  we  took 
money  we  earned  from  doing  direct 
patient  care,  such  as  from  Medicaid 
revenues,  which  are  diminishing,  and 
transferred  it  into  picking  up  dead 
dogs  and  doing  restaurant  inspections. 
And  now  that’s  not  possible.” 

One  reason  cost-shifting  is  no 
longer  possible  is  the  huge  impact  of 
Medicaid  eligibility  changes  in  recent 
years.  To  be  eligible  for  Medicaid  in 
the  mid-1980s,  a person  had  to  be  at 
25%  of  the  federal  poverty  level,  and 
poor  people  who  were  not  eligible  for 
Medicaid  sought  medical  care  at  their 
local  public  health  clinics.  By  1995, 
Medicaid  eligibility  rose  to  185%  of 
the  poverty  level  for  pregnant  women 
and  young  children,  vastly  increasing 
the  number  of  Medicaid  recipients. 

“Lots  of  those  who  used  to  be  unin- 
sured and  who  relied  on  our  systems  for 
care  are  now  insured  through  Medic- 
aid,” said  Patti  Patterson,  MD,  chief  of 
TDH’s  bureau  of  women  and  children, 
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Prism  Radiology  Network  works  with  your  current 
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David  A.  Nicol,  MD 

800-49-PRISM  ♦ 512-329-8844  ♦ Fax  512-327-6305 
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which  runs  the  department’s  maternal 
and  child  health  services.  “In  fact,  some 
45%  of  all  deliveries  in  the  state  last 
year  were  paid  lor  by  Medicaid.” 

Changes  in  the  overall  health-care 
economics  picture  have  affected  the  sit- 
uation, as  well.  Since  1992,  physicians’ 
Medicaid  reimbursement  rates  have 
risen,  while  reimbursement  rates  under 
managed  care  and  capitation  have 
dropped.  Those  circumstances  have  led 
more  and  more  physicians  to  accept 
Medicaid  patients,  leaving  fewer  pa- 
tients to  seek  care  at  public  clinics. 

TDH  also  has  recently  moved  to- 
ward contracting  with  local  providers 
to  care  for  patients  who  are  not  eligible 
for  Medicaid.  “In  a lot  of  these  little 
tiny  [PHR]  clinics,  we  were  paying  a 
nurse  and  a clerk  full  time  to  see  pa- 
tients. And  maybe  they  were  seeing  a 
whole  bunch  and  maybe  they  weren’t,” 
Dr  Patterson  said.  “For  us,  it’s  much 
more  cost-effective  in  some  areas  to 
pay  another  provider  to  do  the  prena- 
tal care,  well-child  care,  and  family 
planning  in  his  or  her  own  office  than 
it  is  for  us  to  pay  that  nurse  and  clerk 
to  be  there  40  hours  a week.” 

Dr  Patterson  says  that  although 
PHRs  suffered  extensive  cutbacks, 
only  about  1 1 employees  actually  lost 
their  jobs  out  of  the  580  positions 
eliminated  in  her  bureau.  Because 
TDH  saw  budget  shortfalls  coming,  it 
froze  hiring  and  shifted  employees  into 
other  positions.  More  importantly,  Dr 
Patterson  says,  patients  who  have  de- 
pended on  maternal  and  child  health 
clinics  run  by  PHRs  have  not  lost  ac- 
cess to  care.  “What  we’ve  done  is  trans- 
fer patients  to  somebody  else  who  was 
already  there  in  the  community.” 

No  more  piggybacking 
Federal  grants  for  maternal  and  child 
health  programs  accounted  for  a large 
share  of  PHR  budgets,  allowing  them 
to  provide  other  services.  “For  instance, 
if  you  were  to  open  up  a prenatal  clinic, 
the  additional  costs  to  have  that  clinic 
also  do  other  services  was  small,”  Dr 
Way  said.  “You’ve  already  hired  the 
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people,  so  once  they  finished  seeing  all 
the  pregnant  women,  they  could  go  on 
and  see  the  I B and  STD  people  as 
well.  So  there  was  a hair  amount  of  pig- 
gybacking going  on  at  the  state  and 
local  level.  And  when  you  start  to  cut 
back  in  one  area,  you  don’t  just  cut 
back  there.  You  often  lose  all  the  other 
services  that  were  piggybacked  on  top." 

In  the  maze  of  funding  channels 
and  systems  through  which  public 
health  is  delivered  in  Texas,  the  de- 
crease in  total  dollars  is  being  obscured. 
Dr  Way  says.  And,  differences  in  com- 
munity priorities  have  determined  the 
fallout  from  this  financial  squeeze. 

Many  communities  have  opted  to 
drop  the  ball,  expecting  TDH  to  pick 
it  up.  “At  the  very  moment  local  gov- 
ernments are  saying,  'This  should  be 
more  of  a state  responsibility,’  the 
state  is  finding  that  its  abilities  are 
being  reduced,”  Dr  Way  said.  “This 
pattern  has  been  going  on  for  some 
time,  leaving  many  communities  with 
virtually  no  reserve  to  respond  in  any 
kind  of  disaster,  epidemic,  outbreak, 
or  exposure.” 

Ralph  Morris,  MD,  director  of  the 
Galveston  county  health  district,  says 
educating  the  public  may  be  key  in  re- 
versing this  trend.  “People  want  safe 
water,  they  want  safe  food,  they  don’t 
want  to  be  exposed  to  TB  in  the  gro- 
cery line  or  get  hepatitis  at  a church 
picnic.  Our  biggest  challenge  is  to  ar- 
ticulate what  our  mission  is  in  a way 
that  our  communities  — taxpayers  and 
elected  officials  — will  support  us.” 

Dr  Smith  says  he  hopes  it  does  not 
take  some  sort  of  catastrophe  to  wake 
Texas  up.  “Public  health  touches  Tex- 
ans everyday,  and  we  can  no  longer  af- 
ford to  assume  that  it’s  always  going  to 
be  there.  The  consequences  of  it  not 
being  there  are  not  very  pretty.  In  fact, 
they  can  be  deadly.”  ★ 


Don’t  Take  Chances 
With  Your  Career, 
Take  Charge  Of  It 


It’s  taken  hard  work  and  determination  to  get  where  you  are  today. 
So  don’t  take  chances  with  your  future.  For  solid  career  opportunities 
call  EmCare  Physician  Staffing  Services. 

• Hospital  Income  Guarantee 

• Group  Practice  with  Partnership  Opportunity 

• Hospital  Affiliated  ( 501 A ) Practice  with  Full  Benefits 

• Ambulatory  and  Urgent  Care  Centers 

• Community  and  Indigent  Care  Centers 

• HMO 

Take  charge  of  your  career  today.  Call  EmCare  Physician  Staffing 
Services  800/535-9535. 

EmCare 

Physician  Staffing  Services 
The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


Are  you  looking  for 
the  ultimate  in 
Ultrasound  deals? 


We  have  a wide  variety  of  reconditioned 
Ultrasounds  to  choose  from  and  we  are 
willing  to  cater  to  your  individual  needs. 


(INCORPORATE  D) 


Quality  Used  Medical  Equipment 
Member  I.A.M.E.R. 


3021  Carmel,  Dallas,  TX  75204/214-824-5040  / Fax:  823-9428 
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The  strongest  heart  in  Texas 

By  Richard  B.  Weinberg,  MD 


A strange  package  came  yesterday.  Inside  a 
giant  packing  box,  tightly  bound  with  a 
web  of  heavy  cord,  I found  a series  of  ever- 
smaller  boxes  nestled  one  within  the  next 
like  Russian  Matryoshka  dolls.  I dug  through  layers  of 
padding  to  find  at  last  a mysterious  object  thickly  encased 
in  bubble  wrap,  as  if  it  were  a precious  Faberge  egg.  As  I 
struggled  to  free  it  from  its  cocoon,  my  eyes  fixed  on  the 
return  address  on  the  outer  box:  “Box  12,  Clover,  Texas.” 
Now,  who  do  I know  in  Clover,  Texas,  I pondered,  my 
hands  entangled  in  sticky  tape.  Then  I remembered:  Mrs 
Branch!  And  my  thoughts  drifted  back  to  Texas. 


I met  Mrs  Branch  on  my  first  day  as  an  assistant  professor 
at  University  Hospital.  She  had  been  delivered  to  our  emer- 
gency room  by  ambulance,  clutching  a note  from  her  family 
doctor  scrawled  on  a prescription  pad:  “Vomiting,  weight 
loss,  syncope,  abdominal  pain 
— please  evaluate  for  pancre- 
atic cancer.”  The  house  staff 
had  obtained  a CT  scan  that 
suggested  “fuzziness”  at  the 
head  of  the  pancreas,  and 
now  she  was  about  to  be 
wheeled  off  for  a CT-directed 
needle  biopsy. 

“Let’s  talk  to  her  first,"  I 
said,  halting  the  gurney  at  the 
door  and  ignoring  my  scowl- 
ing resident.  Mrs  Branch  was 
a small,  tough  woman  with 
snow-white  hair,  wire-rim 
glasses,  and  a face  more 
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M D , is  a professor  of  internal 
medicine  and  chief  of  the  Section 
of  Gastroenterology  at  The  Bow- 
man Gray  School  of  Medicine  in 
Winston-Salem,  NC. 


carved  than  wrinkled.  For  most  of  her 
life  a healthy  woman  who  “had  no  use 
of  doctors,”  she  was  now  utterly  con- 
vinced that  she  was  “fixin  to  die.”  But 
she  had  not  lost  any  of  her  feistiness. 

“Doctor,  Ah’ve  done  mah  share  of 
living,  and  Ah  don’t  want  to  be  a bur- 
den,” she  declared  as  I stood  by  her 
bedside.  “The  Lord’s  given  me  65 
years.  Now  you  just  tell  me  how  much 
time  Ah  got  left,  and  don’t  be  doing 
any  fancy  stuff  to  keep  me  alive!” 

Fortunately,  no  fancy  stuff  was  re- 
quired, for  we  soon  determined  that  Mrs 
Branch’s  decline  was  the  result  of  a mis- 
adventure in  polypharmacy  that  would 
have  been  comical  had  it  not  caused  her  so  much  distress.  A 
year  earlier,  she  had  complained  of  some  chest  pain  and  was 
empirically  treated  with  digoxin.  When  she  subsequently  com- 
plained of  “swelling,”  a diuretic  had  been  prescribed,  and  this 
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had  precipitated  digitoxicity.  Plagued 
with  nausea  and  anorexia,  Mrs  Branch 
had  lost  enough  weight  that  she  began 
to  experience  attacks  of  hypoglycemia 
from  the  sulfonylurea  she  was  taking  for 
mild  diabetes.  The  abdominal  pain,  it 
turned  out,  was  from  constipation. 

We  stopped  all  of  her  medicines, 
and  almost  immediately  she  developed 
a respectable  appetite,  gained  a few 
pounds,  and  cautiously  began  to  be- 
lieve that  she  wasn’t  going  to  die  from 
cancer  — although  she  was  certain  that 
without  her  “heart  pill,”  a fatal  heart 
attack  was  imminent.  After  a week  in 
the  hospital,  Mrs  Branch  went  home 
with  a prescription  for  bran  tablets. 

I had  forgotten  Mrs  Branch  until 
she  appeared  in  my  clinic,  filled  out, 
but  still  visibly  anxious. ’’Doctor,  Ah’m 
so  tahred.  Ah’m  sure  it’s  mah  heart,” 
she  declared.  There  was  no  arguing 
with  her,  so  I proceeded  to  conduct  a 
cardiac  exam  that  would  have  made 
William  Osier  proud.  As  I listened  to 
her  heart,  I caught  her  scrutinizing  my 
face  for  the  slightest  clue. 

“Strong  and  steady,”  I pronounced. 
But  she  was  obviously  unconvinced, 
for  despite  the  2-hour  drive  to  our 
clinic,  she  became  a monthly  visitor. 
Each  visit  began  with  a recitation  of  a 
list  of  new  aches  and  pains,  every  one 
of  which  she  took  as  a sure  sign  that 
her  heart  was  about  to  “give  out."  I re- 
sisted her  entreaties  to  give  her 
digoxin  and  continued  to  insist  that 
she  was  fine;  she  continued  to  request 
medications  and  insist  that  something 
was  dreadfully  wrong. 

After  several  months  of  such  un- 
helpful visits,  in  exasperation  I finally 


asked  the  right  question.  “Mrs 
Branch,  you're  as  healthy  as  can  be. 
What’s  wrong?” 

“Ah’ve  had  a hard  life,  Doctor,”  she 
sighed,  and  proceeded  to  tell  me  her 
story:  She  had  lived  all  her  life  in  a 
small  town  in  East  Texas.  Her  family 
had  barely  survived  the  Depression. 
She  had  married  as  a teenager,  had  two 
daughters,  and  had  lost  her  husband  to 
The  War.  There  had  never  been  much 
money,  but  she  had  managed  to  raise 
her  daughters  by  herself  and  send  them 
through  college.  And  when  a mentally 
retarded  nephew  was  faced  with  insti- 
tutionalization, she  had  adopted  and 
raised  him  too.  But  now  her  children 
were  all  grown  up  and  she  felt  useless 
— and  she  was  failing  at  living  alone. 

“Ah’m  so  ashamed,”  she  confessed. 
“Ah  ain’t  never  had  to  lean  on  nobody, 
and  Ah  ain’t  fixin’  to  now.” 

And  it  was  then  that  I finally  un- 
derstood the  origin  of  her  symptoms 
and  the  purpose  of  her  visits.  She  was 
lonely.  But  she  was  too  proud  to  ask 
for  help.  “You  know,  Mrs  Branch,  you 
don’t  have  to  be  sick  to  come  and  visit 
me,”  I told  her. 

She  didn’t  complain  of  a physical 
ailment  again.  We  dispensed  with  ex- 
aminations and  spent  our  time  chat- 
ting. Every  visit  she  came  dressed  in  her 
Sunday  best,  with  even  a bit  of  rouge 
on  her  weathered  cheeks.  “Momma 
gets  excited  for  days  before  she  comes 
to  see  you,”  her  daughter  confided  to 
me  outside  the  examining  room.  Mrs 
Branch  regaled  me  with  engaging  sto- 
ries about  her  life  and  the  characters  in 
her  town,  and  I told  her  about  my  fam- 
ily, my  career,  my  new  wife. 

VOLUME  92  ★ NUMBER  8 


But  I sensed  a continued  sadness 
and  realized  that  our  chats  were  only  a 
palliation  for  her  loneliness,  not  a cure. 
Everyone  has  a central  purpose  to  their 
lives,  and  for  Mrs  Branch  it  was  caring 
for  others.  She  needed  to  be  needed 
again.  There  had  to  be  something  that 
could  reconnect  her  with  her  proud 
past  and  her  community. 

I stumbled  onto  the  answer  by 
chance.  One  day  she  was  telling  me 
how  she  had  taken  in  ranch  hands  as 
boarders  to  help  make  ends  meet. 
“Mrs  Branch,  who  fed  all  those  hun- 
gry cowboys?”  I inquired. 

“Ah  did.  Ah  had  a right  good  repu- 
tation as  a cook.” 

“What  was  your  most  famous 
dish?” 

“ Huevos  rancheros.  They  say  that 
my  green  chili  sauce  was  the  best  in 
the  county.” 

“Really.  1 love  chili.  Do  you  think 
you  could  still  whip  up  a batch?” 

Her  face  brightened.  “Ah  ain’t 
cooked  in  a right  long  spell,”  she 
protested,  but  the  very  next  visit  she 
proudly  presented  me  with  a small 
jelly  jar  and  a spoon.  I looked  at  its 
liquid  contents  with  apprehension.  It 
had  a frightening  electric-green  irides- 
cence that  counseled  extreme  caution. 
But  I didn’t  want  to  hurt  her  feelings, 
so  I dipped  the  proffered  spoon  into 
the  jar  and  swallowed  a spoonful. 

At  first  it  didn’t  taste  like  much.  But 
then  with  terrifying  velocity,  a tidal 
wave  of  liquid  fire  engulfed  me.  My 
mouth  was  aflame,  my  throat  con- 
stricted, and  a crushing  pain  pierced 
my  chest.  It  felt  as  if  an  incandescent 
sword  had  been  thrust  down  my  gullet. 
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“HUHGGf  I shouted. 

“Ah  know  Ah  ain’t  got  it  exactly 
right  yet,  but  Ah’m  right  certain  Ah 
got  the  recipe  in  my  attic  some- 
wheres.” 

“HO!”  Sweat  poured  from  my 
forehead.  I could  hear  my  pulse 
pounding  in  my  ears. 

“You  reckon  I made  it  too  strong?” 

“Hoooo!  That’s  HOT!”  I croaked 
out. 

She  looked  at  my  flushed  face  with 
concern.  “Do  you  need  a glass  of 
water,  Doctor?” 

“No,  I’m  fine,”  I reassured  her  in  a 
high,  squeaky  voice.  “It’s  just  my  Yan- 
kee stomach.”  But  for  the  rest  of  the 
day  my  abdomen  emitted  strange 
noises  which  were  most  unbe- 
coming a gastroenterologist. 

Thereafter,  our  visits  settled 
into  a fixed  ritual.  After  some 
small  talk,  Mrs  Branch  would 
produce  a jar  containing  the 
newest  batch  of  chili  sauce  and 
await  my  verdict.  Her  cooking 
was  definitely  improving,  but 
not  fast  enough,  I feared,  for  my 
gastric  mucosa.  “Momma  spent 
all  Sunday  going  through  the 
attic  trying  to  find  her  old  recipe 
box,”  her  daughter  informed 
me.  I hoped  she  found  it  soon. 

My  stomach  was  saved 
when  I accepted  a new  position 
back  East.  Mrs  Branch  was 
quite  somber  at  her  last  visit  be- 
fore I left;  she  brought  no  sam- 
ples that  day.  “Ah  think  mah  heart  is 
acting  up  again,”  she  declared  with 
grave  concern. 

“Mrs  Branch,  I don’t  want  you  to 
worry  about  this  anymore.  You  have 
the  strongest  heart  in  Texas.” 

“You  reckon  Ah  do?” 

“Absolutely.  Mrs  Branch,  if  you 
chopped  a cord  of  wood  every  day  for 
a year,  what  would  happen  to  your 
arms: 

“Ah  reckon  they’d  grow  as  big  as 
Popeyes  and  twice  as  strong.” 

“Right.  And  the  same  goes  for  your 
heart.  You’ve  given  a lot  of  love  to  a lot 
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of  people  in  your  time,  and  it’s  made 
your  heart  mighty  strong.”  And  that 
had  seemed  to  make  perfect  sense  to 
Mrs  Branch. 

“Now,  you  take  care  of  yourself, 
Mrs  Branch,  and  when  you  get  your 
chili  sauce  perfected,  I want  to  know 
about  it.” 

And  now  it  appeared  that  she  had. 
I finally  peeled  away  the  last  layer  of 
bubble  wrap  and  found  a large  pick- 
ling bottle  labeled:  “Mrs  Branch’s 
Award  Winning  Green  Chili  Sauce.” 
Taped  to  the  bottle  was  a card  in- 
scribed with  a shaky  hand: 

“Dear  Doctor,  I finally  remembered 
my  secret.  My  daughter  got  me  hooked 
up  with  the  4-H  girls,  and  I’m  teaching 


them  how  to  cook.  [And  a good  deal 
more  about  their  Texas  heritage,  I 
mused.]  Well,  my  girls  got  it  into  their 
heads  to  enter  my  chili  sauce  in  the 
County  Fair,  and  it  won  a Blue  Rib- 
bon! I have  lots  more  if  you  like  it.  I 
hope  you’re  happy  in  your  new  home, 
but  I sure  miss  coming  to  see  you.  Your 
friend,  Edna  Branch.  PS:  My  heart  is 
just  fine,  thank  you  very  much.” 

On  the  back  of  the  card  in  a neater 
hand  was  a short  note  from  her  daugh- 
ter: “Momma’s  back  to  her  old  self 
again.  You  should  see  her  fussing  over 
those  4-H  girls,  she’s  got  them  buzzing 
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around  her  kitchen  like  bees.  God 
bless  you,  and  you  come  visit  when 
you  get  back  to  Texas.  PS:  I hope 
Momma’s  sauce  isn’t  too  hot  for  you.” 

I regarded  the  bottle  with  wary  sus- 
picion. My  heart  was  warmed  enough 
without  any  further  help.  But  still,  the 
judges  at  the  county  fair  had  awarded  it 
a blue  ribbon.  . . . Well,  let’s  do  this 
right,  I finally  decided.  I put  some  tor- 
tillas into  the  oven,  warmed  a can  of  re- 
fried beans,  and  set  some  eggs  frying  in 
a skillet.  When  everything  was  ready,  I 
assembled  the  dish  and  covered  the 
eggs  with  a few  spoonfuls  of  chili  sauce. 
I carried  the  plate  to  the  dinner  table, 
spread  my  napkin  on  my  lap,  took  a 
deep  breath,  and  took  a bite. 

I was  greeted  with  a burst  of  pure 
pleasure  that  flowed  in  a sultry  wave 
from  the  tip  of  my  tongue  to  the  back 
of  my  throat  — not  a fire,  but  a glow, 
warming  my  belly  and  teasing  my 
mouth  with  its  bridled  incendiary 
power.  I now  understood  the  popular- 
ity of  the  dinner  table  at  Mrs  Branch’s 
boarding  house.  I poured  more  chili 
sauce  on  the  eggs  and  savored  my  un- 
expected evening  meal. 

Some  say  that  the  chili  pepper  em- 
bodies the  essence  of  life.  Raw  and  un- 
tamed, its  fire  can  burn  and  torment. 
But  transmuted  by  the  wisdom  and 
love  of  the  cook,  its  warmth  comforts 
us  and  entices  us  to  partake  of  more. 
Some  aficionados  even  claim  they  can 
hear  the  voice  of  the  chili.  That  night 
as  I sat  at  my  dining  table,  Mrs 
Branch’s  Award  Winning  Green  Chili 
Sauce  spoke  to  me  and  told  me  that  I 
had  restored  the  health  of  the 
strongest  heart  in  Texas.  ★ 
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As  a member  of  Texas 
Medical  Association,  you're 
working  to  "improve  the 
health  of  all  Texans."  We're 
dedicated  to  helping  you 
make  that  happen. 

TMA  Foundation  is  the 
philanthropic  arm  of  TMA. 
Our  mission  is  to  fund  initia- 
tives with  the  power  to  help 
you,  the  physicians  of  our 
state,  create  a healthier  future 
for  all  Texans. 


We  support  what  TMA 
members  say  they  want  in 
health  promotion  and  dis- 
ease prevention:  reduce  fam- 
ily violence,  including  child 
abuse;  prevent  addiction  to 
tobacco;  and  help  physicians 
put  prevention  into  practice. 
Also,  eliminate  communica- 
ble diseases,  such  as  tubercu- 
losis; and  address  the  needs 
of  special  populations,  like 


pregnant  teens  and  Texans 
affected  by  border  health 
conditions. 

We  are  your  not-for- 
profit  foundation.  We're 
here  to  help  you  take  care  of 
your  patients  — and  Texas 
— in  a way  you  can't  do 
alone.  Call  us  at  (800)  880- 
1300,  ext.  1663,  to  find  out 
how,  together,  we  can  keep 
Takin'  Care  of  Texas. 


TMA  FOUNDATION 

Funding  initiatives  with  the  power  to  help  physicians 
create  a healthier  future  for  all  Texans 
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Allergy 

HEADACHE  & MIGRAINE  CLINIC  (Established  1984) 

(Rhinology-Allergy-Nutrition-Stress) 

S.  Hoover,  MD,  Director  (Oto-Rhinolaryngologist-allergist) 

Concept  of  treatment  outlined  & published  in  International  Rhinology  Supp.  2 1987,  J of 
Japan  Rhinolog  Soc  Vol.  30-  1 (1991),  The  New  Frontiers  of  ORL  in  Europe  II  (1992) 
Menduzzi  Editore. 

All  Chronic  recurrent  headaches  are  treated  (namely  Migraines,  Cluster  Headaches,  Ten- 
sion, sinus,  everyday  headaches,  exercise  & Premenstrual  headaches). 

We  treat  the  CAUSES  that  trigger  the  trigiminal  vascular  system  medically  & surgically;  we 
do  NOT  give  narcotics,  analgesics,  antidepressants,  sedatives,  muscle  relaxants.  Nor  amit- 
ryptalines,  cafe-ergot,  methylesergide,  limitrex  (sumariptan)  nor  B Blockers. 

1/45  N.  Frwy.  Hermann  Prof.  Building  1700  West  Loop  South,  Suite  1 10 

150  W.  Parker  Rd.  6410  Fannin  Marriott  Office  Complex  between 

Houston  77076  Houston  77030  San  Felipe  and  Post  Oak 

Houston  77017 

Tel.  (713)  MIGRAINE  or  (713)  694-8188,  Fax  (713)  691-3312 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

XOCHITL  B.  SANCHEZ,  MD 

Pain  Management  - Anesthesiology  - Thermology 
Evaluation,  Diagnosis  and  Treatment  of  Pain, 

Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Thermography,  Spinal  Cord  Stimulation,  Implantable  Intraspinal  Narcotic  Pumps 
7777  Forest  Lane  Suite  C-538  (214)  661-4890 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 
Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  Systems 
Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

An  Affiliate  of  PainCare 
Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

6200  W.  Parker  Road,  Suite  412,  Plano,  Texas  75093; 

Phone  (214)  608-8592;  Fax  (214)  608-8462 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

(214)  661-7010 


Legal  Medicine 


ROBERT  V.  WEST,  M.D.,  J.D. 

Diplomate  American  Board  of  Emergency  Medicine/ Attorney  at  Law 

1250  N.E.  Loop  410  #805  910  Lavaca 

San  Antonio,  Texas  78209  Austin,  Texas  78701 


(210)  828-4218 
Fax  (210)  822-5557 


(512)  479-1399 
(800)  999-9177 
Fax  (512)  476-7731 
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Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Orthopedic  Spinal  Surgery 

JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 


3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316,  (800)  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
(214)  879-6299 


John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 
Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  (214)  661-7010 


METROPLEX  ORTHOPEDICS  and  SPORTS  MEDICINE,  P.A. 

ANNOUNCES 

Stephen  Ozanne,  MD 
Orthopedic  Surgeon 

F.A.A.O.S.  Spinal  Disorders  & Related  Surgeries 
9262  Forest  Ln.,  Ste.  101  Dallas,  Texas  75243;  (214)  340-5090 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal,  MD 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061,  (214)  254-8000 


Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300.  Carrollton,  TX  75010,  (214)  492-1334 


Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 


9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 


Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX  75 1 50,  (214)  682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite.  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 
Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane.  Suite  404,  Dallas.  TX  75231,  (214)  265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 
Kevin  Gill,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomatc  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 

Allergy  and  Asthma 

CENTRAL  TEXAS  very  busy  allergy  practice  offers  unique 
opportunity  to  join  solo  private  practice.  Exceptional  earn- 
ings potential,  High  growth  area,  university  environment, 
near  outdoor  recreation  and  scenic  terrain.  Please  contact 
Jack  Rue  Coleman,  CPBC,  Dental-Medical  Economics, 
Inc.,  PO  Box  190568,  Dallas,  Texas  75219-0568. 

Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 

(800)  460-8159. 

> 


JOHNSON  COUNTY,  TX 


Newly  acquired  EM  contract  50  minutes 
south  of  Dallas/Ft.  Worth  Metroplex  area  has 
a need  for  Full  Time  EM  Physician  and 
Director  candidates.  Qualifications:  BC- 
Primary  Care,  ACLS  and  ED/Directorship 
experience  preferred.  This  relatively  new  hos- 
pital is  part  of  a large  and  well  respected  hos- 
pital group.  ED  physicians  enjoy  a strong  and 
supportive  nursing  staff  and  back-up  panel. 
Call:  JOHN  TORRES  at  800-227-2092  for 
more  information.  For  immediate  considera- 
tion, fax  your  c.v.  to  510-484-4107  or  mail  it  to 
^PO  Box  788,  Pleasanton,  CA  94566. 


Call  Toll  Free 

1 -8 8 8-DOCS -91 1 

TEXAS:  Regional  emergency  group  has 
held  20-year  contract  to  staff  nationally 
recognized  ED.  Contracts  range  from 
12,000-60,000  pt  visits.  Earn  the  industry’s 
maximum  compensation  as  an  indepen- 
dent contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


PRACTICE  IN  PARIS! 

New,  private  urgent  care  clinic  in  Paris, 
Texas  is  looking  for  a full/part  time  Primary 
Care  Physician.  Low  Volume,  Excellent  Pay. 
Contact  ANDREW  BLANKENAU,  M.D. 
(903)  739-9191. 


Physician  Leadership  Opportunities! 

Medical  Director  Opportunities  in  Emergency 
Medicine  exist  nationwide!  Openings  feature 
variable  volumes  and  compensation  packages 
plus  malpractice  insurance  and  full  benefits 
including  401 K.  For  more  information  on  avail- 
able opportunities,  call  Jill  Stevens  at 
(800)  325-2716  or  fax  your  CV  to  (314)  919-8920. 


WEST  TEXAS 

EMERGENCY  MEDICINE  PHYSICIAN  (Full  Time) 
needed  for  our  Level  2 Trauma  Center  in  Odessa, 
Texas.  This  new  33  bed  emergency  department 
sees  5 1 k+  patients  annually  with  a Fast  Track 
and  overlapping  coverage.  Increased  volume  lias 
created  a new  position.  Excellent  medical  spe- 
cialty back-up  and  an  experienced  and  support- 
ive nursing  and  administrative  staff.  Fee  for  ser- 
vice/independent contractor.  Qualifications:  BC- 
EM,  Texas  licensed.  Please  call  John  Torres  at 
800-227-2092  x255  for  more  information.  For 
immediate  consideration,  please  fax  your  CV  to 
510-484-4107  or  mail  to  P.O.  Box  788, 
Pleasanton,  CA  94566. 


Family/General  Practice 

FP'S  BEST  OPPORTUNITY!  BEST:  location,  demand, 
schools,  recreation,  metro/cultural  access,  guarantee 
$140K+,  earn  S180K+.  Your  best  call  (800)  880-2028.  Job 
#M297FAF. 


Are  you  aware  of 
how  to  become 
happy,  wealthy 
and  wise???? 


SHOW  YOU! 
/ 

CALL  NOW  FOR: 

Excellent  job  opportunities  Nationwide. 

>Superior  compensation  packages  with 
incentives 

> Complete  stress  free  relocation 
>Total  support  for  your  recruitment  needs! 
OPENINGS  INCLUDE: 

• Primary  Care  - FP-  IM  - PED 

• Ob/Gyn  and  • Oncology 

• Most  Board  Certified  Specialties 

' CALL:  800-289-5902  or  FAX  7 13-790-9333 

Professional  Healthcare  Insource 


FAMILY  PHYSICIANS 


Employment  Opportunities  with: 

City  of  Austin/Travis  County,  Texas 
Health  and  Human 
Services  Department 
Primary  Care  Division 

Opening  for  BC/BE  FP  and  IM  to 
deliver  health  care  in  a rewarding 
and  exciting  environment  to  the 
underserved  population  of 
Austin/Travis  County.  Our  commu- 
nity based  clinics  provide  care  for 
Women’s  Health,  Pediatrics,  and 
Adult  Health.  This  salaried  position 
includes:  malpractice  coverage,  12 
vacation  days/year,  1 1 holidays/year, 
allowance  and  paid-time  off  for 
CME,  plus  memberships  paid  for 
TMA,  TCMS. 

Contact:  Philip  Brown 
Health  and  Human  Services 
Department 
2100  E.  St.  Elmo 
Austin,  TX  78744 
(512)  707-3288 
(800)  299-0265 
Fax  (512)  707-5403 


MEDICAL  DIRECTOR/ 
PRIMARY  CARE  PHYSICIAN 


to  serve  as  Health  Authority  for  Smith  County 
Public  Health  District  in  Tyler,  Texas, 

One  full-time  or  two  half-time  opportunities  in  local 
public  health  with  adult  primary  care  responsibility. 
Require  Texas  license  and  current  competencies. 
Outstanding  community,  professional  staff,  minimal 
administrative  tasks,  hill  benefits  with  retirement 
plan,  and  malpractice  fee  reimbursement. 

Contact  D.E.  Sciarrini.  FAAMA,  Director  at  (903)  535-0036. 

INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas.  Must  be  board  certified  or  have  met  the 
educational  requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
care,  and  research.  Send  C.V.,  cover  letter,  and  3 letters  of 
reference  to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 
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Family/General  Practice 


Ml  Methodist 

JiIlJ  Hospitals  of  Dallas 

FAMILY  PRACTICE 

Exciting  opportunity  for  BC/BE  Family 
Practitioners  to  join  newly-opened  Family 
Health  Centers  in  rapidly-growing  suburban 
communities.  Competitive  salary  with  com- 
prehensive benefit  package  and  bonus 
incentive.  Appointment-based  and  walk-in 
urgent  care.  Fee-for-service  with  participa- 
tion in  managed  care  plans.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  two  BC  Internists. 
A progressive,  five-person  Methodist  affili- 
ated IM  group  will  establish  a second  office 
in  a nearby  community.  Competitive  salary 
with  comprehensive  benefits,  bonus  incen- 
tive and  1:4  rotating  call  coverage.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

PEDIATRICS 

Two  established  "solo”  pediatricians  each 
seek  a full-time  or  part-time  pediatrician  to 
join  them  in  their  busy  practices.  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 

DERMATOLOGY 

Well- re  spec  ted,  Methodist-affiliated 
Dermatologist  retires,  leaving  great  opportu- 
nity for  incoming  Dermatologist  to  quickly 
establish  a thriving  practice  in  an  area  where 
there  is  already  a shortage  of  Dermatologists. 
An  incoming  Dermatologist  could  probably 
justify  the  addition  of  an  associate  within  a 
relatively  short  period  of  time. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947-4579, 
fax  (214)  947-4502. 


The  University  of  Texas  Medical  Branch  - Conroe  Family  Medicine  Residency 
Program  needs  an  experienced  board-certified  family  medicine  faculty  member. 
Experience  should  include  obstetrics,  teaching  and  a minimum  of  two  years  practice  expe- 
rience. Must  have  a Texas  license.  UTMB  is  an  EO/AA  employer,  M/F/DA/.  UTMB  is  a 
smoke-free/drug-free  workplace.  UTMB  hires  only  individuals  authorized  to  work  in  the 
United  States.  Please  respond  by  contacting  Joseph  G.  Ewing,  MD,  Program  Director, 
University  of  Texas  Medical  Branch,  701  E.  Davis,  Suite  C,  Conroe,  Texas  77301. 


Residency  Director  Position 


The  Memorial  Family  Practice  Residency  Program  is 
seeking  a board  certified  family  physician  for  the  posi- 
tion of  Residency  Program  Director.  The  program, 
established  in  1970,  is  community  based  and  well 
respected.  Appointment  as  faculty  at  the  University  of 
Texas  Medical  School  at  Houston  (UTMSH)  is  included 
in  the  position.  Responsibilities  include  administration 
of  the  residency,  liaison  between  UTMSH  and 
Memorial  Hospital,  teaching  residents,  and  direct 
patient  care.  Experience  as  residency  program  faculty, 
previous  management  and  practice  experience  highly 
desirable.  Salary  commensurate  with  experience. 
Excellent  benefits  package.  Please  send  CV  to  Carol 
Paret;  Memorial  Healthcare  System,  7737  Southwest 
Freeway,  Suite  235,  Houston,  Texas  77074.  The 
University  of  Texas  Health  Science  Center  at  Houston 
is  an  equal  opportunity/affirmative  action  employer. 
Women  and  minorities  are  encouraged  to  apply. 


Medical  Director/Staff  Physician 
BC  or  BE  Family  Practice 

Dynamic  private  non-profit  primary  care  clinic  in  beautiful 
Austin,  TX.  Newly  renovated,  expanded  facility  near  UT 
campus.  Committed  staff,  strong  community  support.  40 
hrs.  wk.,  no  weekends.  Send  CV  to: 

Executive  Director,  Physician  Search 
People's  Community  Clinic  2909  N.  IH  35, 
Austin,  TX  78722  Fax  (512)  320-0702 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  suarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


AUSTIN, TEXAS  • FAMILY  PRACTICE 


3 clinic  multidisciplinary  practice  has 
great  opportunity  for  Texas  licensed  gen- 
eral practitioner. 

EXCELLENT  INCOME  GUARANTEE 
Send  C.V.  to:  Eleanor  Hall  • 914  W. 
Anderson  Ln.  • Austin,  Texas  78757 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Houston.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  and  no  hospital  work.  Paid  mal- 
practice. M-F.  Lucrative  salary  and  benefits.  Call  Lisa 
Cole  at  (800)  254-6425,  or  fax  CV  to  (214)  258-0838. 
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For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  . . . The  TEXAS  Specialists 


Academic  Positions  (in 
FP,  IM  and  Pediatrics) 
Correctional  Medicine 
Family  Practice 
Geriatrics 
Internal  Medicine 
Obstetrics/Gynecology 


Physician 
Resource 
Network 


Otolaryngology 
Pediatrics 
Psychiatry  - Adult 
Surgery  - Cardiothoracic 
Surgery  - Critical  Care 
Surgery  - Plastic 
Surgery  - Trauma 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 
PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


Weekend  Physician 


Guaranteed  100K  for  33  hrs.  Need  a 
BC/BE  FP  to  work  8 a.m.  to  7 p.m., 
Friday  to  Sunday,  in  a well-established 
emergency  clinic.  No  call,  no  hospital 
rounds,  no  Medicaid  and  very  little 
Medicare.  Potential  for  additional  hours 
if  desired.  Call  Victor  Chavez,  MD,  at 
(806)  797-4357  or  send  CV  to  5015 
University  Ave.,  Lubbock,  TX  79413. 


Spanish-speaking  FP’s  needed  throughout  Texas 
(Beaumont,  Laredo,  Corpus  Christi,  McAllen  and 
Brownsville  area,  El  Paso),  Oklahoma,  Florida,  Arizona, 
Ohio,  and  Chicago.  High  income  guarantees,  $120- 
$140K+  production.  Full  benefits,  call  coverage.  Call  Mary 
Latter -(800)  520-2028.  Job  #M381FAF 


FAMILY  MEDICINE  PHYSICIAN 

Board.  Certified 
Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


CENTRAL  & EAST  TEXAS  - BC/BE  Family  Physicians 

needed.  Excellent  practice  opportunities  available  in  a variety 
of  practice  structures  and  locations.  Salary  plus  incentives, 
some  offer  shareholder  status.  Call  or  send  CV  to  Jane  Vogt, 
(800)  546-0954,  l.D.  #4298TX,  222  S.  Central,  Ste.  700, 
St.  Louis,  MO  63105.  Fax  (314)  726-3009,  e:mail: 
careers@cejka.com. 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Plano, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)  338-7107 Fax  (414)  785-0895 

Part-time  physician,  board-certified  a plus.  10-20  hours 
per  week,  West  Houston.  Call  (713)  461-6127. 
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Family/General  Practice 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  qualified  physicians  to  work  in  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or 
group  medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent 
benefit  package  including  liability  coverage.  Refer  to  Job  #960321  and 
send  resume,  letter  of  interest  with  list  of  three  references  to: 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


FAMILY  PRACTICE 
OR  INTERNAL 
MEDICINE  PHYSICIAN 


Needed  in  a private  practice  locat- 
ed in  Austin,  Texas;  Excellent 
opportunity  for  board  eligible  or 
certified  physicians. 

Contact:  L.  Frierson-Stroud,  M.D. 
Lakewood  Medical  Center 
(512)  338-0172;  Fax  (512)  338-0771 


Internal  Medicine 


BC/BE  INTERNIST 

Five-physician  internal  medicine  group  in  North 
Dallas  seeking  full-time  internal  medicine  physi- 
cian. Candidates  must  have  completed  residency 
in  Internal  Medicine.  Fax  resume  to  Jeanie 
Thompson,  Administrator,  or  Paul  Cary,  M.D.,  at 
(214)  692-8994  or  call  (214)  692-8541 . 


BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 


INTERNAL  MEDICINE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpatient 
services,  depending  on  physician  prefer- 
ence for  hospital  or  office  practice.  Other 
attractive  opportunities  in  suburban  areas 
of  Dallas/Fort  Worth  and  Houston  area. 
Very  attractive  compensation  package 
includes  salary,  plus  benefits  to  include  pro- 
fessional liability  insurance,  major  medical 
and  term  life  insurance,  paid  vacation,  one- 
week  paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incentives 
to  promote  individual  achievement  and 
group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712-2018 
or  800/527-2 1 45,  or  fax  214/71 2-2444 


Locum  Tenens 


iStaff  Care,  Inc. 


F Endorsed  by  the  Texas  Medical 
i Association 


Your 

Best 

Move 

For 


LOCUM  TENENS 


TEXAS  BASED 


TEXAS  BEST! 


• Nationwide  opportunities 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


(800)  685-2272 

http://zvuno.locumsnet.com 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

October  1996  August  30,  1996 

November  1996  October  1, 1996 
December  1996  November  I,  1996 
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Locum  Tenens 


Inf  rim 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

[j?  Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  today  I 

1-800-531-1122 


Staff 


the  staffing  solution 
a DSI  company 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

• Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

• Payroll  Processing 

- Personnel  Administration 

• Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


Orthopedics 


ORTHOPAEDICS 


Rapidly  expanding  five  man  group  establish- 
ing a regional  network  that  has  a unique 
opportunity.  Group  is  perfectly  positioned 
with  its  expansion  to  manage  managed  care, 
not  be  managed  by  it.  This  opportunity  has  all 
the  advantages  of  orthopaedic  group  practice 
and  all  the  advantages  of  being  autonomous. 
Call  coverage,  income  guarantee  and  full 
benefit  package  with  the  opportunity  to  work 
at  your  own  pace  and  be  your  own  boss. 
Lakeside  living,  nearby  major  metro  plus  the 
ocean  3 1/2  hours  away  make  this  an  excep- 
tional situation  to  go  where  your  skills  are 
truly  needed  in  a state  of  the  art  facility.  For 
immediate  consideration  send  your  C.V.  to 
Bob  deRoode  at  H & F Medical  Inc.  - fax 
(314)  453-9530  or  call  (800)  264-9300. 


Pathology 

Experienced  AP/CP  Pathologist  needed  in  North 
Central  Texas  for  part-time  and  locum  tenens  coverage.  For 
immediate  consideration,  send  CV  to  Ad  Box  910,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 


Pediatrics 

Texas  - Are  you  tired  of  night  calls,  administrative  hassle, 
and  traffic  jams?  Driscoll  Children’s  Hospital  is  seeking  a 
BC/BE  Director  of  Ambulatory  Services.  Competitive 
salary  and  excellent  benefits.  Driscoll  Children's  Hospital  is 
a private  tertiary  care  teaching  facility.  Send  CV  to:  Don  P. 
Wilson,  MD,  Director  of  Medical  Education,  PO  Box 
6530,  Corpus  Christi,  TX  78466-6530.  Driscoll  is  an 
AA/EO  Employer. 


Occupational  Medicine 

OCCUPATIONAL  MEDICINE  MDs  NEEDED  for 

Houston  area,  national  company.  Excellent  career  opportu- 
nities. Full  time  and  pan  time.  Call  Ned  at  (713)  797-610 6. 

DALLAS/FORT  WORTH,  TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  PO.  Box  35327, 
Dallas,  TX  75235. 


Other  Opportunities 

TEXAS  ANDTHROUGHOUTTHE  SUNBELT:  Family 
Practice,  Internal  Medicine,  Dermatology,  Nephrology, 
Oncology,  Cardiology,  Pediatrics,  OB/GYN,  Neurosurgery, 
Urology,  Ophthalmology.  Excellent  packages;  income  guaran- 
tees. Metropolitan  and  smaller  communities.  Call  Quest 
Healthcare,  (800)  556-2718;  or  fax  a CV  (214)  250-9354. 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  D t ■ 

Houston,  TX  77242-231 4 B r o n s t e i_n 
FAX  71  3-493-2234  & Associates 
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Other  Opportunities 


Bariatrics  Physician  needed  for  new  clinic  in 
Austin  area.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  no  hospital  work,  paid 
malpractice  insurance,  PT/FT,  lucrative  salary  and 
benefits.  Send  C V w/  cover  to: 

C.  Peets,  5459  Juniper  Ct,  Midland, TX  79707 
Fax  to:  (915)  682-6219  or  call:  (915)  520-4972 


Positions  Wanted 


BOARD-CERTIFIED  DIAGNOSTIC 
RADIOLOGIST  with  25  years  experi- 
ence now  available  for  Locums  cover- 
age. Wyatt  E.  Collins,  MD.  Phone 
(817)  424-0363,  fax  (817)  329-7719. 
E-mail  pco938@airmail.net 


Office  Space 


MEDICAL  SUITE  AVAILABLE 


Copperfield  area  of  Northwest 
Houston  - 1652  NRSF.  Former 
OB/GYN  space  as  low  as  $8.40  psf 
first  year.  Call  Vickie  at  (713)  558-001  1 . 


• 0?on.  your  uext 

/7/7P9  /A*  St*  i/7  — 


canee*  mumac 


Q Q % {U+CC^U*,  f'HO- 

Immediate  positions  available  for: 

• primary  care  physicians 

• non-invasive  cardiologists 

• medical  hematologists/oncologists 
Positions  offer  a variety  of  practice  options, 
excellent  compensation  packages,  and 
attractive  locations. 

Contact:  GLENDA  CANTU  JOHNSTON 

PO  Box  682184  • Houston,  Texas  77268 
Phone  713-440-0636  • Fax  713-587-1147 
Toll  Free  888-638-3106 


University  of  North  Texas 
Health  Science  Center  at  Fort  Worth 

Physician  Moonlighting 
Opportunity 

• Night,  weekend  and  holiday 
House  Officer  coverage  in  an 
in-patient  facility  at  two  federal 
medical  centers  in  Fort  Worth 

• No  critical  care  responsibility 

• Medical  license  required; 
experience  as  House  Officer 
preferred 

• Please  call  (817)  735-2332  for 
an  application 


FOR  SALE  OR  LEASE 

Equipment 

GOLDMANN  PERIMETER  940  visual  field  equipment. 
$2,950.  Margaret/Austin  EEG  Lab.  (512)  458-5223;  fax 
(512)  458-4846. 

Practices  For  Sale 

FAMILY  CLINIC  & MINOR  EMERGENCIES:  New 

clinic  with  x-ray  along  the  IH-10  corridor  of  northwest  San 
Antonio.  Call  Dr.  Pinkley  at  (210)  690-5599. 


FP  FOR  SALE 

Copperas  Cove,  pop.  35,000.  8 mi.  to  2ndary  hospital 
and  Ft.  Hood  Base.  35  mi.  to  tertiary  hospital.  1500  sq. 
ft.,  x-ray/lab.  Available  immediately.  Includes  land, 
building,  parking,  records,  equipment.  Group  affiliation 
avail,  thru  hosp.  Call  Ann  Maddux  at  (817)  547-7355 
or  write  2526  E.  Hwy.  190,  Copperas  Cove,  Tx.  76522 


Occupational  Medicine  and  General  Practice  in 

Houston.  25  years  established,  grossing  $500K.  Attractive 
3,100  sq.ft,  building,  land,  and  equipment.  Near  hospital. 
Call  (713)  276-9694  agent. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Guenther 

(214)  868-9085 


MEDICAL  PRACTICES  FOR  SALE.  Houston, 
Pasadena,  Baytown,  Conroe.  Various  gross  incomes  from 
Si, 700, 000  to  $200,000.  Family  practice,  internal  medi- 
cine, pediatrics.  Detailed  appraisals  available.  Independent 
attorneys  referred  for  your  closing.  Financing  available.  Call 
Lowell  Davis  at  American  Medical  Practice  Services,  Inc., 
(713)  550-5793. 


BUSINESS  AND  FINANCIAL  SERVICES 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don't  delay,  call  today! 

HI-GROWTH  INVESTMENTS 
(214)  868-9085 


HOME  HEALTH  AGENCIES 
IN  WEST  TEXAS 

$ Licensed  & Certified  Home  Health 
Agencies 

$ Licensed  Home  Health  Services 
$ Personal  Assistance  Services 
$ Hospice  Services 
► Home  Office  & 1 Branch 
$ Durable  Medical  Equipment 
License 

I Private  Retirement  Center  also 

available 

$ Prospective  Buyer's  Financials 
Required 

For  More  Information  Call: 

The  Law  Offices  of  Mark  E.  Price  at 
713/782-4646. 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 
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BUSINESS  AND  FINANCIAL  SERVICES 


MD  MONEY  ADVISORS,  INC. 

& 

KANTI  S.  PATEL,  M.D;  M.B  A 

Registered  Principal 
Securities  Offered  Through 

NORTHEAST  SECURITIES,  INC. 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  • Bonds  • Mutual  Funds  * Pension  • 
Plans  • IRA’s  • Trusts  • Keogh’s  • 
Professional  Money  Management 


805  West  Wadley  ( 800 ) 9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9i/2  inches  $85/inch 

10  to  1 9 1/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Melissa  McAdoo,  Advertising  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 
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Medical  Association  of  the  product  or  service  involved. 
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Texas  Medicine 


Educational  Opportunities 


ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8302  Tybor 
Street,  Houston,  TX  77074. 

The  Texas  Society  of  Pathology  holds  its  New  Issues 
Forum  Saturday,  Sept.  7,  in  Austin  at  the  Marriott  at  the 
Capitol.  Topic:  “Defining  Value  in  Pathology  Services.”  For 
brochure,  contact  Paula  Rigling  at  (800)  880-1300,  ext. 
1310,  or  (512)  370-1510. 


JOB  RELATED  ILLNESS  AND  INJURY: 
AN  OCCUPATIONAL  MEDICINE  UPDATE 


September  13-14,  1996 
Holiday  Inn  • Tyler,  Texas 
Up  to  10  hr  CME  credit 
12  hr  CNE  contact  hours 
For  complete  information,  contact 
Ms.  Robinson,  (903)  877-5998 
or  e-mail  rountree@uthct.edu 


Information  Technology  Expo  in  Austin  Wednesday, 
Aug.  28.  Sponsored  by  the  TMA  Library.  Philip  Suarez, 
MD,  President,  Internet  Connect  Services,  will  present 
“The  Internet  for  the  Medical  Professional”  9 a.m.-noon  to 
the  first  100  registrants  who  pay  a $50  fee.  Telecommunica- 
tions specialists  offer  free  demonstrations  1-7  p.m.  For 
more  information,  or  to  request  a registration  form  for  the 
Internet  class,  call  TMA  Library  Director  Nancy  Reynolds 
at  (800)  880-1300,  ext.  1540. 

Witness  For  The  Defense:  Strategies  For  The  Defen- 
dant Physician  is  a 3-hour  seminar  designed  to  inform 
physicians  about  the  complexities  of  medical  malpractice 
claims  and  critical  factors  necessary  in  developing  legal 
defense  strategies.  AMA/PRA  Category  I Credits  and  AAFP 
Prescribed  Hours  are  available,  as  well  as  risk  management 
premium  discounts  from  professional  liability  carriers  such  as 
TMLT.  For  more  information,  call  TMA  at  (800)  880-1300, 
ext.  1411.  Upcoming  dates  and  locations  include:  Sept.  21, 
Austin;  Oct.  10,  Amarillo;  Oct.  24,  Tyler;  and  Nov.  14, 
Houston.  A 3-hour  home  study  version  of  the  program  is 
also  available. 

ER  Risk  Management  For  NON-Emergency  Medicine 
Physicians  will  familiarize  participants  with  the  most  com- 
mon malpractice  allegations  and  risk  management  tech- 
niques for  non-ER  physicians  who  are  “on-call”  in  an  emer- 
gency room  or  treating  patients  in  other  urgent-care 
situations.  For  more  information  about  this  3-hour  pro- 
gram, contact  TMA  at  (800)  880-1300,  ext.  1411. 
AMA/PRA  Category  I Credits  and  AAFP  Prescribed  Hours 
are  available.  Fall  dates  and  locations  include:  Sept.  26,  Fort 
Worth;  Oct.  3,  Abilene;  Oct.  17,  Victoria;  Oct.  24,  El  Paso; 
and  Nov.  7,  McAllen. 


Announcing  the  Third  in  the  1996 
Series  of  Advanced  Seminars: 

Ophthalmology  update  for  primary 
CARE  PHYSICIANS:  A DIDACTIC  & 
SKILLS  SYMPOSIUM  J arnes  McCuUey; 
M.D.,  Shelley  Roaten,  *Jr.,  M.D., 

Albert  Roberts,  M.D.  - Course  Directors 
CiVIE  Credit  offered 

September  28,  1996  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Education 
214/648-2166;  1 -800/688-8678;  FAX  2 14/648-2317 

Southwestern 

An  equal  opportunity  Institution 


64th  Annual  Meeting  of  the 
Central  Association  of 
Obstetricians  & Gynecologists 
October  17-19,  1996 
Doubletree  Post  Oak,  Houston,  Texas 
For  more  information  call 
(312)  644-6610  x.  2891 

>•  Scientific  Paper  Presentations 
>-  Post  Graduate  Courses 

• Urogynecology  Reconstructive 
Pelvic  Surgery 

• OB/GYN  Infectious  Disease 

• Obstetrics 

• Live  Surgery 

>•  Presidential  Symposium 
“Sex  Education,  Who,  What,  & When” 


The  Texas  Society  of  Pathologists  holds  its  1996  New 
Issues  Forum  September  7 at  the  Austin  Marriott  at  the 
Capitol.  The  topic  is  “Defining  Value  in  Pathology  Ser- 
vices.” For  more  information,  call  (800)  880-1300,  ext. 
1510. 

The  Texas  Dermatological  Society,  in  conjunction  with 
the  Mexican  Academy  of  Dermatology,  holds  its  fall  meet- 
ing October  18-20  in  Arlington.  Guest  lecturers  from 
Mexico  and  the  U.S.  will  join  TDS  members  at  this  infor- 
mative meeting.  CME  credit  available  through  the  Ameri- 
can Academy  of  Dermatology.  For  more  information,  call 
(800)  880-1300,  ext.  1502. 


TMA  LIBRARY 


Beginning  an  Exploration  of  the 
Internet:  World  Wide  Web 
Up  to  2 hours  AMA/PRA  Category 
1 credit 

TMA  Library,  Austin,  4-6  p.m. 
(800)  880-1300,  ext.  1552 

Wednesday,  September  4 
Wednesday,  October  9 
Wednesday,  November  6 
Wednesday,  December  1 1 

Grateful  Med:  Computer  Access  to 
Information 

Up  to  4 hours  AMA/PRA  Category 
1 credit 

TMA  Library,  Austin,  1-5  p.m. 
(800)  880-1300,  ext.  1552 
Saturday,  September  7 
Saturday,  October  5 
Saturday,  November  23 
Saturday,  December  7 
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Question 

Who  has  been  your  most  memorable  patient? 


44 


y most  memorable  patient  was  a pregnant 
woman  with  demyelinating  disease  due  to 
chronic  toluene  abuse  [paint  sniffer]  who  presented  with  a 
vulvar  hematoma  after  falling  on  a bucket  that  served  as  her 
bedside  commode.’’ 


Susan  M.  Ramin,  MD ,38 

obstetrics  and  gynecology,  Dallas 


44E  ollowing  an  endoscopic  procedure,  a young  patient 

w 


had  a severe  complication  and  was  hospitalized 
over  Christmas  and  New  Year’s  Eve.  I felt  terrible,  and  let  the 
family  and  patient  know  it.  Several  weeks  after  recovery,  I 
received  a letter  from  the  patient,  who  tried  to  comfort  me!” 


Monte  E. Troutman,  DO,  4/ 

internal  medicine.  Ft  Worth 


44A"  8-year-old  terminal  patient  whose  first  words 
after  a successful  CPR  were  ‘Thank  you,  doc- 
tor.’ She  lived  6 more  years.” 


Clyde  E.  Shaw,  MD,  46 

pediatrics,  Sherman 


44D  ark  Myers.  Mr  Myers  played  for  the  UT  Long- 
horns for  4 years.  He  was  team  captain  in  1 939. 
He  is  a very  large  gentleman.  He  was  vice  president  of  mar- 
keting and  on  the  board  of  directors  for  Howard  Hughes. 
He  worked  47  years  for  Mr  Hughes  and  never  saw  him.” 


ne  of  my  very  first  patients  as  a third-year  medical 
student  — 31  years  ago  — was  an  elderly  Irish 
woman  who  was  dying  of  acute  leukemia.  She  gave  me  a lit- 
tle blue  plastic  St  Christopher’s  medal  a day  or  so  before  her 
death,  saying,  ‘Take  this.  It  is  all  I have.  I am  at  the  end  of  my 
life  — you  are  at  the  beginning  of  yours.  It  will  protect  your 
way.’  I cherish,  keep,  and  look  at  that  simple  medallion  to 
this  day,  repeatedly  reminded  of  her  admirable  courage,  faith, 
fortitude,  and  generosity  of  spirit.  May  all  of  us  so  respond.” 

Cheves  M.  Smythe,  MD,  72 

internal  medicine,  Houston 


Eugene  R Schoch  III,  MD,  46 

orthopedic  surgery,  Austin 


44M  y most  memorable  patient  was  a 35-year-old 
J I infertile  woman  who  had  been  prescribed  and 
had  taken  Clornid  for  15  years.  After  minimal  evaluation,  we 
found  a mild  male  factor  problem  but  a severe  tubal  problem. 
When  told  she  would  need  IVF  for  a successful  pregnancy, 
she  was  devastated  to  learn  of  the  years  and  dollars  wasted.” 


44M  y most  memorable  patient  has  been  a girl  with 
■ I Down  syndrome  who  has  now  graduated  from 
high  school.  I assumed  her  care  shortly  after  birth.  This  girl  and 
her  loving,  caring  parents  taught  me  much  about  compassion, 
love,  and  perseverance  before  early  childhood  intervention 
existed  and  when  many  such  children  were  institutionalized.” 


Flamen  Ball,  Jr,  MD,  56 

pediatrics,  Nacogdoches 


Barry  R.  Jacobs,  MD,  51 

gynecology,  Amarillo 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone,  fax  or  e-mail.  We  welcome  suggestions  for 
future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701,  fax 
them  to  (512)  370-1632,  or  e-mail  them  to  johanna_f@texmed.org 


44  Jt  94-year-old  lady  who,  when  informed  she  had 
cancer  of  the  bile  duct,  replied,  ‘I  haven’t  been 
sick  a day  in  my  life!  Why  did  this  have  to  happen  to  me 
now?’  Regardless  of  age,  no  one  wants  to  be  sick.” 


E.  Maxey  Abernathy,  MD,  57 

diagnostic  radiology,  Tyler 
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BUSINESS 

TESTIMONT 


For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 


After  10 years  in  practice , you're  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Texas  Dental  Association.  So,  call  an  Autoflex 
leasing  specialist  today. 
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Call  1-800-634-1234 
or  214-234-1234 


You  can’t  count  on  a cookie  to  provide  good  fortune. 

You  can  count  on  TMAIT. 


Responsible  financial  planning 
for  the  future  trikes  more  than 
good  luck.  TMAIT  provides  you 
a choice  of  traditional  indemnity 
plans  or  the  new  Group  Plus 
Point-of-Service  (POS)  plan  for  you,  your  family,  and 
your  office  staf  f. 


TMAIT  is  endorsed  and  was  created  by  the  TMA.  Its 
Board  of  Trustees  includes  TMA  physicians  who 


know  and  understand  the  financial  needs  and  con- 
cerns of  other  TMA  physicians  like  you. 

TMAIT  offers  you  financial  security,  stability  and 
responsive  service. 

Call  TMAIT  at  1-800880-8181  for  more  information. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  lile  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


^ Texas  Medical 
Association 


P.O.  Box  1707,  Austin,  Texas  78767-1707  • In  Austin  370-1776  • In  Houston  224-5309  • Fax  (512)370-1 799 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
Prudential  Plaza.  Newark.  Nl  07102 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


The  Needham-Muse  family  relaxes  at  home  in 
Austin.  From  left  are  Collin  Needham;  pedia- 
trician David  Needham,  MD  ( with  bird, 
Bebe);  child  psychiatrist  Nina  Jo  Muse,  MD; 
and  Leah  Muse. 
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Eye  on  expert  testimony 
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Any  mention  of  expert  witnesses  seems  to  elicit  sharp  opinions  pro  or 
con.  We've  interviewed  physicians  and  attorneys  on  both  sides  of  tort 
law  to  get  a better  look  at  why  doctors  give  expert  testimony  and  the 
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The  rest  is  easy. 


You  have  it  all  picked  out.  A lew 
acres  with  a pond,  thick  with 
woods  and  deer  trails.  Or  maybe 
it’s  a hill-top  with  a stunning  view 
of  the  surrounding  landscape. 

There’s  a smart  way  to  get  that 
piece  ol  country  heaven.  Call  your 
Federal  Land  Bank  Association. 

We  have  more  than  75  success- 
ful years  helping  some  ol  the 
most  demanding  land  buyers 


around  - ranchers,  farmers,  and 
other  agriculture  protessionals. 
They  expect  sensible,  allordable 
lending,  just  like  you. 

It’s  exactly  what  you  need  lor 
your  own  special  property. 

Whether  you’re  looking  lor 
hills,  mountains  or  lakes,  there’s  a 
locally  owned  and  operated 
Federal  Land  Bank  Association 
close  by.  We  may  even  know  a 


little  bit  about  that  land  you’ve 
got  your  eye  on. 

We  definitely  know  the  best 
ways  to  tinance  it. 

If  you’re  interested  in  buying 
rural  property  lor  recreation, 
weekend  escapes,  or  a country 
home,  we  re  ready  to  get  to  work. 
Rest  assured. 


LAND BANK 


1-800-922-5263 


Part  ol  the  labnc  ol  rural  hie. 


tor  more  information  and  a free  brochure  about  our  services. 
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Texas  Medicine 


PHYSICIANS, 

WICCAN  HELP  YOU 
SERVE  WORKINC  FAMILIES, 

Your  patients  may  be  eligible  for  nutrition  classes, 
nutritious  food,  immunizations,  breastfeeding  help, 
referrals  and  other  support  services.  Many  people  who 
are  eligible  for  these  WIC  services  do  not  realize  it.  For 
example,  families  of  six  with  household  incomes  of  up 
to  $38,554  may  qualify  for  WIC  services. 

■ WIC  serves  pregnant  women,  postpartum  women, 
breastfeeding  women,  infants  and  children  younger 
than  five  years  of  age. 

■ WIC  serves  all  women/children  eligible  for  Medicaid. 

■ Income  guidelines  allow  WIC  to  serve  more  working 
families. 


INCOME  GUIDELINES 

People  in 
Household* 

Gross  Monthly 
Household  Income 

Gross  Yearly 
Household  Income 

1 

$0  up  to  $1,194 

$0  up  to  $14,319 

2 

$0  up  to  $1,598 

$0  up  to  $19,166 

3 

$0  up  to  $2,002 

$0  up  to  $24,013 

4 

$0  up  to  $2,405 

$0  up  to  $28,860 

5 

$0  up  to  $2,809 

$0  up  to  $33,707 

6 

$0  up  to  $3,213 

$0  up  to  $38,554 

*0ne  pregnant  woman  is  a household  of  two. 

For  more  than  six  household  members, 
at  1-800-942-3678. 

call  the  state  WIC  office 

Materials  explaining  the  WIC  program  and  copies  of 
Food&Family  magazine  to  distribute  to  your  patients 
can  be  provided  to  you  at  no  charge. 


.GROWING 
H HEALTHY 
FAMILIES 


Special  Supplemental  Nutrition  Program 
for  Women,  Infants  & Children 

CALL  1-800-942-3678  FOR  MORE  INFORMATION. 

WIC  is  an  equal  opportunity  program.  If  you  believe  you  have  been  discriminated  against  because  of  race 
color,  national  origin,  age,  sex,  or  disability,  immediately  call  the  state  WIC  office  at  1-800-942-3678. 


Editor’s  Mote 


IF  EXPERT  TESTIMONY  EVER 
had  a good,  or  even  neutral,  public 
image,  recent  high-profile  celebrity 
trials  surely  did  it  in.  Millions  of 
Americans  sat  glued  to  their  televisions 
to  watch  the  courtroom  finales  of  the 
William  Kennedy  Smith,  Menendez 
brothers,  and  O.J.  Simpson  tragedies, 
and  part  of  the  drama  was  hearing  the 
dozens  and  dozens  of  expert  witnesses 
contradict  one  other. 

As  dueling  experts  confidently  told 
their  stories,  then  squirmed  and 
hedged  under  cross-examination,  view- 
ers were  left  to  decide  who  to  believe. 
And  not  too  many  experts  were  left 
standing  when  the  smoke  cleared. 

Can  this  be  fair?  What  could  possess 
you  or  any  other  able-minded  physician 
to  get  involved  in  such  a messy  business? 

In  her  cover  story  (see  p 30),  Asso- 
ciate Editor  Teri  Lee  Jones  set  aside 
stereotypes  and  waded  through  legal 
land  mines  to  get  a better  look  at  the 
physician  as  expert  witness.  She  inter- 
viewed Texas  physicians  and  attorneys 
on  both  sides  of  tort  law,  and  her  find- 
ings may  surprise  you.  Sure,  there  are 
doctors  for  hire  out  there  who  dis- 
honor the  profession.  But  maybe,  just 
maybe,  you  can  make  things  better  by 
getting  involved. 

JEAN  PIETROBONO 
Managing  Editor 
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Choices 


For  more  than  half  a century,  one  hospital  has  been  your  best  choice  for  cancer  care  in  Texas. 
THE  ONLY  THING  WE  TREAT  BETTER  THAN  CANCER  IS  YOUR  PATIENT. 

TEE  UNIVERSITY  OF  TEXAS 

MD  ANDERSON 

CANCER  CENTER 


New  Patient  Referral  Office 

U800-392H611 


THIS 

Is  No  Time  To  Worry 

ABOUT 

MEDICAL 

MALPRACTICE 

INSURANCE 


Other  professional  liability  insurers  sell  policies.  The  Doctors'  Company  sells  peace  of  mind. 
We  are  the  nation's  largest  doctor-owned  medical  malpractice  carrier  and  hold  an  A (Excellent) 
rating  from  A.M.  Best,  independent  insurance  analyst.  With  protection  from  TDC  — 

The  Doctors'  Company  — you  or  your  health  care  facility  can  rely  on: 


Active  Risk  Management  • 24-Hour  Claims  Service 
Local  Defense  Counsel  • Medical  Knowledge  and  Experience 
Competitive  Pricing  • Financial  Stability 


We  know  medicine.  We  know  insurance. 
Call  us  for  your  peace  of  mind. 


TDC 


The  Doctors  Company 


http://www.thedoctors.com 


Represented  by:  Ken  Archibald,  Archibald  & Associates,  Inc. 

800/460-4101  or  214/771-4101 


NEWSMAKERS 


Members  of  Texas  A&M  University 
Health  Science  Center  College  of  Med- 
icine faculty  who  were  named  out- 
standing clinical  professors  for  the  1996 
school  year  include  John  Blevins,  MD, 
pediatrician;  Charles  Foulks,  MD, 
nephrologist;  Richard  Frazee,  MD,  gen- 
eral surgeon;  Robert  A.  Henry,  Jr,  DO, 
family  practitioner;  Jose  Pliego,  MD, 
obstetrician-gynecologist;  and  William 
Meek,  MD,  psychiatrist.  Those  named 
outstanding  resident  teachers  include 
Phillip  Antunes,  MD,  psychiatrist;  Chris 
Clark,  MD,  family  practitioner;  Lisa  Ehl, 
MD,  pediatrician;  Tristi  Muir,  MD,  obste- 
trician-gynecologist; and  Richard  Roby, 
MD,  internist.  The  Department  of 
Surgery  was  selected  Outstanding  Clin- 
ical Department  by  the  class  of  1996. 

The  1996—1997  Texas  College  of 
Emergency  Physicians  officers  are 

Gregory  J.  Byrne,  MD,  Colleyville, 
president;  Roy  Lynn  Rea,  MD,  Dallas, 
president-elect;  Brian  K.  Nelson,  MD, 
El  Paso,  treasurer;  and  David  Pillow, 
MD,  Plano,  secretary. 

Retired  family  practitioner  W.L.  Carring- 
ton, MD,  was  honored  at  the  “Evening  in 
Old  Mexia”  Tribute  Dinner  for  his  con- 
tribution to  medicine  in  Mexia. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization ; or,  space  permitting,  recogni- 
tion at  the  Local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632 ; e-mail  johanna_f@texmed.org. 


Houston  cardiovascular  surgeon 
Michael  E.  DeBakey,  MD,  received  the 
honorary  degree  of  doctor  of  letters  in 
medicine  at  Baylor  College  of  Medi- 
cine’s 1996  commencement. 

The  1996-1997  Texas  Dermatologi- 
cal Society  officers  are  Richard  L.  De- 
Villez,  MD,  San  Antonio,  president; 
Beverly  Held,  MD,  Corpus  Christi, 
president-elect;  David  Madorsky,  MD, 
San  Antonio,  vice  president;  and 
William  Holder,  MD,  Baytown,  secre- 
tary-treasurer. 

Retired  general  practitioner  Lauro  G. 
Guerra,  MD,  McAllen,  was  chosen  as 
one  of  the  six  recipients  of  The  Uni- 
versity of  Texas  at  Austin  Distinguished 
Alumni  Awards,  the  highest  honor 
given  by  the  Ex-Students’  Association. 

Family  practitioner  John  H.  Haynes  III, 
MD,  Fort  Worth,  won  the  Most  Laps 
Walked  by  an  Individual  Award  at  the 
American  Cancer  Society’s  Relay  for 
Life.  He  walked  42  miles  in  24  hours. 

James  Maberry,  MD,  Fort  Worth,  was 
elected  to  the  Board  of  Directors  of 
the  American  Academy  of  Dermatol- 
ogy. He  will  serve  a 4-year  term. 

The  1996-1997  Texas  Urological 
Society  officers  are  T.  Harrop  Miller,  Jr, 
MD,  Abilene,  president;  Aristides  A. 
Trifilio,  MD,  Baytown,  president-elect; 
and  Gary  W.  Smith,  MD,  Houston,  sec- 
retary-treasurer. 

The  1996-1997  Texas  Pain  Society 
officers  are  anesthesiologist/pain  man- 


Michael  E.  DeBakey,  MD  T.  Harrop  Miller,  Jr,  MD 


Pedro  A.  Rubio,  MD  Robert  M.Tenery,  Jr,  MD 


agement  specialist  Carl  E.  Noe,  MD, 
Dallas,  president;  neurologist  Sharon 
Weinstein,  MD,  Houston,  vice  presi- 
dent; anesthesiologist  James  E. 
Heavner,  MD,  Lubbock,  secretary;  and 
anesthesiologist  Aaron  K.  Calodney, 
MD,  Longview,  treasurer. 

Neonatal-perinatal  medicine  specialist 
C.  Joan  Richardson,  MD,  received  the 
1996  Nicholas  and  Katherine  Leone 
Award  for  Administrative  Excellence 
at  The  University  of  Texas  Medical 
Branch  at  Galveston. 

The  1 996-1997  Texas  Geriatrics  Soci- 
ety officers  are  Craig  Rubin,  MD,  Dal- 
las, president;  Janice  Kneble,  DO,  Fort 
Worth,  president-elect;  and  Kendra  L. 
J.  Belfi,  MD,  Fort  Worth,  secretary- 
treasurer. 
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Sick. . . 

and  tired  of  being  charged  thousands  of 
dollars  to  upgrade  redundant  Unix-based 
practice  management  systems?  Make  a 
clean  break  to  a friendly,  PC  based  system. 


Including  hardware,  our  entire  system 
may  be  cheaper  than  your  upgrade! 


EasyDoc  is  a full-blown,  f M networkable  software  system  including  electronic  filing, 
appointment  schedule,  multiple  provider,  interactive  HCFA  printing,  notices,  medical  charts, 
memos,  etc.  Call  today  and  start  concentrating  on  patient  management,  not  software  management. 


(512)  323-6390 

EasyWare,  Inc.  is  a five-year  old  Texas  Corporation.  We  will  be  happy  to 
supply  references  or  additional  information  at  your  request. 

EasyWare,  Inc.  • 7950  Anderson  Square,  Suite  1 1 2,  Austin,  Texas  78757*  (512)323-6390/1  FAX:  (5 12)  323-6399 


X^sonal  financial 
planning 
is  our  only 
business 


Woodway 

FINANCIAL  ADVISORS 

A Trust  Company 

1 0000  Memorial  Dr. 
Houston,  Texas  77024 


683-7070 


Porter  general  surgeon  Pedro  A.  Rubio, 
MD,  was  awarded  the  Gold  Medal  of 
Merit  and  the  Service  Medal-First  Class 
by  the  ASKULAP  Austria  Society. 

Ophthalmologist  Robert  M.  Tenery,  Jr, 

MD,  Dallas,  was  selected  vice  chair  of 
the  American  Medical  Association 
Council  on  Ethical  and  Judicial  Affairs. 

Houston  pediatrician  Huda  Y.  Zoghbi, 
MD,  is  one  of  four  researchers  in  the 
nation  named  a Howard  Hughes  Med- 
ical Institute  (HHMI)  investigator. 
HHMI  will  provide  Dr  Zoghbi  with  a 
salary  and  research  support  for  her  mol- 
ecular studies  of  hereditary  diseases. 


DEATHS 


Warrington  Austerman,  MD,  77;  El 

Paso;  Albany  Medical  College,  1944; 
died  June  17,  1996. 

Miguel  Angel  Bedolla,  MD,  83;  San 

Antonio;  National  University  of  Mex- 
ico Medical  School,  1937;  died  June 
25,  1996. 

Thomas  Edward  Cain,  MD,  64;  Hous- 
ton; Baylor  College  of  Medicine, 
1956;  died  June  9,  1996. 

C.  Dennis  Fitzwilliam,  MD,  80;  Fort 
Worth;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1941;  died 
June  10,  1996. 

Frank  Carlton  Hodges,  MD,  66;  Abi- 
lene; The  University  of  Texas  Medical 
Branch  at  Galveston,  1957;  died  June 
17,  1996. 

Henry  Gough  Montgomery,  MD,  83; 

Dallas;  Baylor  College  of  Medicine- 
Dallas,  1940;  died  June  11,  1996. 

Milton  Pack,  MD,  75;  Texas  City;  New 
York  Medical  College,  1944;  died 
May  17,  1996. 
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2.  Personalized  computers 

By  2006,  we  will  rely  on 
very  powerful  “personal- 
ized” computers,  which  will 
recognize  your  voice  and 
follow  voice  commands. 
They  will  manage  daily  tasks 
like  appointment  schedul- 
ing, and  automatically  show 
patient  status  reports  or 
highlights  of  last  night’s 
game.  They’ll  even  find  the 
best  local  grocery  prices  and 
do  the  shopping  for  you. 


Top  innovations 

Three  of  the  10  most  influential  new  products 
of  the  next  decade  expected  to  relate  to  medicine 


3.  Multifueled  automobiles 

For  maximum  efficiency 
and  to  meet  stringent  en- 
vironmental standards,  ve- 
hicles will  use  combina- 
tions of  various  fuels  such 
as  reformulated  gasoline, 
electricity,  and  natural  gas. 


As  you  stumble  out 
of  bed  in  the 
morning,  a quick 
tap  on  your  computer 
screen  brings  you  status  re- 
ports on  your  hospitalized 
patients,  and  a brief  pause 
at  the  personal  health 
monitor  allows  you  to 
check  your  cholesterol  be- 
fore you  are  out  the  door. 
As  you  cruise  down  the 
road  in  your  electric/nat- 
ural  gas  car,  you  log  on  to 
your  global  positioning 
system  to  make  sure  your 
child  arrived  safely  to 
school  and  to  check  the 
traffic  situation  on  your 
usual  route  to  work. 

It  may  sound  like  part  of 
a science  fiction  film,  but 
these  innovations  could  be  a 
reality  within  the  next 
decade,  according  to  tech- 
nology experts  at  Battelle,  a 
nonprofit  research  and  de- 
velopment corporation.  Not 


surprisingly,  3 of  the  top  10 
products  expected  to  have 
the  greatest  impact  in  the 
next  10  years  are  medically 
related,  with  genetics-based 
medicine  leading  the  pack. 
Flome  health  monitors,  as 
well  as  weight-loss  and  age- 
defying  products,  also  made 
the  top  10. 

“The  next  1 0 years  will 
bring  us  some  amazing 
products  that  will  change 
our  lives  forever,”  said  Bat- 
telle Technology  Intelli- 
gence Program  Manager 
Stephen  M.  Millett.  “Gen- 
erally, many  of  these  new 
products  will  personalize 
technology  and  bring  all  of 
us  much  closer  to  the  in- 
formation and  services  we 
need  from  day  to  day.”  Mr 
Millett  led  the  study  that 
forecast  the  following  10 
most  influential  new  prod- 
ucts for  2006: 


I . Genetaceuticals 

Genetics-based  medicine  tops  the  list  of  innovations.  Bat- 
telle researchers  predict  that  by  2006,  genetics-based 
treatments  will  be  used  to  cure  or  mitigate  the  effects  of 
osteoporosis,  multiple  sclerosis,  cystic  fibrosis,  Lou 
Gehrig’s  disease,  and  Alzheimer’s  disease.  “Watch  for  a 
boom  over  the  next  1 0 years  in  the  pharmaceutical  indus- 
try — primarily  from  genetic  research,”  Mr  Millett  said. 
“This  is  a golden  age  for  the  biological  sciences.” 
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One  vehicle  may  carry 
multiple  fuel  types,  with  a 
computer  on-board  to 
conduct  constant  analyses 
of  travel  conditions  and 
calculate  fuel  mixtures  for 
maximum  performance. 

4.  Next  generation  TV 

The  bulge  of  your  current 
television  will  soon  give  way 
to  a large.  Bat,  digital,  high- 
definition  device  that  hangs 
on  the  wall  much  like  a 
painting  and  will  possess 
clarity  approaching  that  of  a 
movie  screen.  Much  like 
those  on  The  Jetsons,  these 
televisions  will  be  more 
than  entertainment  devices 
— they  will  also  serve  as 
monitors  for  computers 
that  can  network  with  other 
computers  for  interactive 
videoconferencing. 

5.  Cyber  cash 

Pockets  will  rarely  jingle  as 
credit-card-size  smart  cards 
replace  cash  and  keys.  Elec- 
tronic money  will  be  used 
for  everything  from  buying 
soda  in  a vending  machine 
to  making  an  international 
transaction  from  your  own 
computer. 


6.  Home  health  monitors 

Simple  to  use,  noninvasive, 
and  relatively  inexpensive 
machines  will  allow  your 
patients  to  monitor  liver 
function,  ovulation,  choles- 
terol, triglycerides,  sugar, 
hormones,  water,  salt,  and 
potassium  at  home  with 
the  ease  of  tracking  weight 
on  a bathroom  scale.  ** 


7.  Smart  maps 
and  trackers 

We  will  soon  possess  the 
power  to  keep  track  of 
children,  convicts,  or  lost 
dogs  with  global  position- 
ing systems.  These  small 
devices  will  show  travelers 
on  land  and  water  their  ex- 
act position  and  direction, 
and  will  help  prevent 
crime  and  accidents  by 
tracking  the  exact  location 
of  cars  and  valuables. 

8.  Smart 
materials 

Many  accidents  also  will 
be  prevented  with  new  ma- 
terials for  construction  and 
other  uses  that  will  give  off 
warnings  when  they  detect 
excessive  stress.  Materials 
used  in  bridges  or  office 
buildings  will  change  color 
before  conditions  become 
unsafe,  and  automobile 
parts  will  emit  warnings 
before  approaching  break- 
down. 


1 0.  Never-owned  products 

Major  household  appliances 
such  as  furnaces,  air  condi- 
tioners, washers,  dryers,  and 
water  heaters  will  be  leased 
instead  of  purchased,  while 
manufacturers  or  distribu- 
tors will  retain  ownership 
and  responsibility  for  even- 
tual disposal  and  recycling. 
This  trend  will  be  spurred 
by  environmental  concerns 
and  regulations,  cost,  and 
the  increasing  speed  of  tech- 
nology, which  causes  prod- 
ucts to  become  obsolete 
quicker. 


a 

i 

9.  Weight-control  and  antiaging  products 

Slim  Fast  and  The  Hair  Club  for  Men  will  seem  primi- 
tive in  comparison  with  weight-loss  drugs  that  use  the 
body’s  natural  weight-control  mechanisms,  wrinkle 
creams  that  actually  work,  foods  with  enhanced  nutri- 
ents, and  an  effective  cure  for  baldness.  Many  of  the 
developments  will  result  from  genetic  research.  “As 
the  baby  boomers  move  into  and  past  midlife,  they’re 
going  to  create  a huge  market  for  products  to  hold 
back  the  hands  of  time,”  Mr  Millet  said. 
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Government,  health  system  experts 
to  address  leadership  conference 

National  and  state  leaders  in 
government  and  health-care 
management  have  been 
added  to  the  list  of  distinguished  guests 
to  address  the  Texas  Medical  Associa- 
tion’s 1 996  Fall  Leadership  Conference. 

State  Representative  Ralph  M.  Hall 
(D-Rockwall),  a member  of  the  Com- 
mittee on  Commerce,  will  explore 

lenges  and  oppor- 
wj  trinities  in  Con- 
KV""  ^ y,  gress,  while  Rose 
1 Crum-Johnson,  re- 

M tor  for  the  Health 

Rep  Ralph  m.  Hall  Care  Financing  Ad- 
ministration, Dal- 
las Office,  Region 
VI,  will  speak  on 
HCFA’s  role  in 
Medicare  and  Med- 
icaid. Dan  S.  Wil- 
ford,  president  of 
Memorial  Health- 
care System  in 
Houston,  will  take 
a look  at  hospital-system-directed 
managed  care,  and  Erie  Chapman,  JD, 
chief  operating  officer  of  InPhyNet 
Medical  Management,  Inc,  in  Fort 
Lauderdale,  Fla,  will  discuss  how 
physicians  can  organize  effective  man- 
aged care  systems. 

With  the  theme  “Turning  Chal- 
lenge into  Opportunity,’’  the  leader- 
ship conference  also  will  feature  a 
keynote  address  by  American  Med- 
ical Association  President  Daniel  H. 
Johnson,  Jr,  MD,  and  a look  at  the 
“tobacco  wars”  by  Texas  Attorney 
General  Dan  Morales. 

Free  and  open  to  all  TMA  mem- 
bers, the  conference  will  be  held  Sat- 
urday, September  21,  at  the  Renais- 
sance Austin  Hotel.  For  information, 
call  the  TMA  special  services  office 
at  (800)  880-1300,  ext  1346,  or 
(512)  370-1346. 


JeffThurston,  MD, 

to  address  alliance  conference 

Timely  training  and  hot  topics 
will  highlight  the  TMA  Al- 
liance Fall  Conference  Sep- 
tember 18—20  at  the  Omni  Hotel  in 
Austin. 

Leadership  topics  such  as  public 
speaking,  meeting  management,  and 
image  development  will  be  offered, 
as  well  as  information  about  the 
child  abuse  focus  of  the  “Family  Vi- 
olence: Start  the  Healing  Now”  ini- 
tiative and  a forecast  of  the  1997  ses- 
sion of  the  Texas  Legislature. 

The  conference  closing  speaker  on 
Friday  will  be  Jeff  Thurston,  MD,  au- 
thor of  Death  of  Compassion,  whose 
autographed  books  will  be  available 
for  purchase.  All  interested  alliance 
members,  physicians,  and  physicians’ 
spouses  are  invited  to  attend.  For  reg- 
istration information,  call  (800)  880- 
1300,  ext  1328,  or  (512)  370-1328. 

TMA  House  of  Delegates 
to  meet  in  November 

The  Texas  Medical  Association 
House  of  Delegates  will  meet 
for  interim  session  November 
15-16  in  Austin.  Handbook  reports 
for  interim  session  are  due  Septem- 
ber 23.  Resolutions  to  be  included  in 
the  initial  handbook  are  due  Octo- 
ber 10,  and  may  be  submitted  by 
county  medical  societies  or  by  indi- 
vidual delegates.  For  information, 
contact  Pam  Hale  at  (800)  880- 
1300,  ext  1304,  or  (512)  370-1304. 

Constitutional  amendment 
on  resident  physician  representation 
to  be  considered  by  delegates 

n an  effort  to  establish  better  rep- 
resentation of  Texas  Medical  Asso- 
ciation resident  physician  mem- 
bers, the  Resident  Physician  Section 


has  recommended  that  one  delegate 
position  to  the  TMA  House  of  Del- 
egates be  allotted  to  the  section  for 
every  1 ,000  resident  physician  mem- 
bers or  fraction  thereof. 

The  proposal  requires  a constitu- 
tional amendment,  which  will  be  sub- 
mitted for  final  approval  at  interim 
session  in  November.  Following  is  the 
amendment  proposed  by  the  Council 
on  Constitution  and  Bylaws  (text  to 
be  added  is  underlined  and  text  to  be 
removed  is  crossed  through): 

Amend  Article  V,  House  of  Dele- 
gates, by  deletions  and  substitution 
as  follows: 

Sec.  2.  The  membership  of  the 
House  of  Delegates  shall  consist  of 

(I)  Delegates,  elected  in  accordance 
with  this  Constitution  and  Bylaws, 
and  ex  officio:  (2)  the  President  ... 

(II)  fLe  delegates  from  the  Resident 
Physician  Section;  (16)  delegates 
emeritus  of  the  AMA  Delegation. 


Dr  Dickey 

announces  candidacy 


Nancy  W.  Dickey,  MD,  College  Station, 
announced  her  candidacy  for  president- 
elect of  the  American  Medical  Associa- 
tion for  1 997  during  the  recent  AMA 
Annual  Meeting.  If  elected  in  June,  she 
will  be  installed  in  1 998  as  the  first  AMA 
woman  president,  A family  practitioner; 
Dr  Dickey  is  chair  of  the  AMA  Board  of 
Trustees. 


Rose  Crum-Johnson 
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Call  for  presentations  and  exhibits 

Physicians  are  invited  to  submit 
abstracts  of  talks  to  be  consid- 
ered by  program  coordinators 
tor  presentation  at  the  1997  Texas 
Medical  Association  Annual  Session, 
to  be  held  in  Houston  May  15-18. 
A mailer  was  sent  to  I MA  members 
in  mid-July,  with  a submission  dead- 
line of  September  21.  For  a copy  of 
the  mailer,  please  call  (800)  880- 
1300,  ext  1452,  or  (512)  370-1452. 

Physicians  and  allied  health-care 
professionals  also  are  invited  to  sub- 
mit scientific  exhibits,  and  medical 
students  and  residents  are  invited  to 
submit  scientific  poster  exhibits  lor 
display  during  the  1997  TMA  An- 
nual Session.  Posters  need  not  be 
elaborate.  For  more  iniormation, 
contact  Joanne  Irwin,  exhibits  man- 
ager, at  (800)  880-1300,  ext  1455, 
or  (512)  370-1455. 

Takin’  Care  ofTexas 
enters  second  phase 

Following  the  success  ol  its  an- 
nual benefit,  the  Texas  Medical 
Association  Foundation  will 
launch  the  second  phase  of  its  Takin’ 
Care  ol  Texas  campaign:  a personal 
mail  program. 

“Funds  raised  through  the  per- 
sonal mail  program,  to  be  launched 
in  September,  will  support  the  TMA 
Foundation  and  initiatives  that  re- 
flect TMA’s  public  health  and  science 
priority  areas,”  explained  Joseph  M. 
Abell  Jr,  MD,  chair  of  the  founda- 
tion’s development  committee.  “It  is 
essential  we  have  strong  internal  sup- 
port. Donations  from  TMA  and  al- 
liance members  are  like  magnets; 
they  help  us  attract  donations  from 
outside  sources,”  said  Dr  Abell. 

Current  priority  areas  for  the 
foundation  are  communicable  dis- 
eases, special  populations,  preven- 
tion, and  violence.  “The  foundation 


is  seeking  to  fund  initiatives  in  these 
areas  that  help  physicians  create  a 
healthier  future  lor  all  Texans,”  said 
Catherine  Edwards,  PhD,  executive 
director  of  the  foundation. 

Fhe  personal  mail  program  is 
part  of  the  foundation’s  annual  cam- 
paign, which  also  includes  the 
memorial  and  tribute  giving  pro- 
gram and  the  annual  benefit,  held  in 
conjunction  with  TMA  Annual  Ses- 
sion each  May. 

The  foundation  set  a record  for 
itself  in  raising  nearly  $95,000  at  its 
third  annual  benefit,  held  May  10  at 
the  annual  session  in  San  Antonio. 
Money  raised  at  the  benefit  will  sup- 
port the  foundation  and  programs  it 
funds  in  TMA’s  current  public 
health  and  science  priority  areas. 


Major  initiatives  funded  by  the 
foundation  include  the  Shots  Across 
Texas  immunization  program;  Fam- 
ily Violence:  Start  the  Healing  Now; 
Hard  Hats  for  Little  Heads,  a bicycle 
helmet  project;  and  the  recently 
launched  Healthy  Patient  2000  pre- 
ventive medicine  campaign.  The 
foundation  also  has  funded  a variety 
of  other  efforts  focused  on  problems 
such  as  child  abuse,  border  health, 
and  tuberculosis. 

Because  the  TMA  Foundation  is 
a 501(c)(3)  tax-exempt  organization, 
gifts  are  charitable  contributions  and 
tax-deductible  under  federal  income 
tax  law.  If  you  have  questions,  call 
Michelle  Malloy,  annual  campaign 
manager,  at  (800)  880-1300,  ext 
1466,  or  (512)  370-1466. 


Face  of  the  future 

Texas  had  the  largest  delegation  to  the  American  Medical  Association  Alliance  of  any 
state  at  its  annual  convention  June  22-25  in  Chicago,  with  1 6 delegates  and  four  alter- 
nate delegates.  Among  them  was  the  second  man  ever  to  serve  on  the  delegation, 
Thomas  Sartwelle,  of  Houston,  husband  of  Priscilla  Ray,  MD. 

The  Texas  delegation  sponsored  two  successful  resolutions  that  addressed  family  vi- 
olence. One  called  for  prevention  of  prejudice  toward  formerly  abused  spouses  when 
applying  for  insurance  following  divorce;  the  other  supported  a requirement  that  judges 
take  child  abuse  into  consideration  when  awarding  child  custody. 
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By  Teri  Lee  Jones 

Psychiatry 

“What  do  you  think?" 


Although  asylums  were  first 
established  in  the  Middle  Ages,  they  did  not 
protect  the  mentally  ill  from  being  put  to  death 
as  witches  during  the  Renaissance  or  from  suffering  bar- 
baric treatment  in  institutions  until  almost  modern  times. 
Early  civilizations  attributed  insanity  to  divine  forces  or 
magic,  and  treated  mental  disorders  with  religious  rituals. 
Later,  the  belief  that  mental  illness  was  caused  by  imbal- 
ances in  the  body’s  essential  fluids  persisted  for  centuries. 
It  was  not  until  the  early  1800s  that  explanations  for  men- 
tal disorders  went  beyond  the  physical,  and  in  the  latter 
part  of  that  century,  a more  scientific  approach  to  mental 
illness  arose.  Psychiatry  as  a discipline  began  to  emerge 
with  this  approach,  and  by  1912,  physicians  began  refer- 
ring to  themselves  as  psychiatrists. 

Number  of  psychiatrists  in  Texas:  2,326 

Number  in  the  nation:  37,700 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  25%  of  those  physicians  who  had  described  psy- 
chiatry as  their  primary  specialty  between  1981  and  1994. 

Median  net  income:  $108,000 


Key  concerns:  Access  to  psychiatric  care,  especially  for  the 
poor;  parity  for  mental  health  insurance  benefits;  poten- 
tial fragmentation  with  increased  subspecialization. 

What  psychiatrists  like  most  about  their  specialty:  Indi- 
vidual involvement  with  patients  and  families;  the  op- 
portunity to  help  patients  improve  their  lives  using  sci- 
ence and  medicine;  intellectual  challenge. 

What  psychiatrists  often  don’t  like  about  their  specialty: 

Unfair  stigma  associated  with  mental  illness;  emotional 
drain;  gradual  nature  of  treatment  results. 

It  helps  if  psychiatrists  . . . are  good  listeners. 

Personality  traits:  Analytical;  idea-oriented;  nonjudg- 
mental;  sense  of  humor;  patient;  warm;  good  communi- 
cators. 

Psychiatrists’  pet  peeves:  Intrusion  into  clinical  care  by 
outside  entities. 


Sources:  Texas  State  Board  of Medical  Examiners,  Texas  Society  of  Psy- 
chiatric Physicians,  American  Medical  Association,  American  Psychi- 
atric Association. 


1844 

A society  of  superintendents  of  state  mental 
institutions  was  founded  (renamed  the  Ameri- 
can Psychiatric  Association  in  1921).  Member- 
ship now  totals  40,000. 


1935 

American  Board  of  Psychiatry  and  Neurology 
approved. 


1956 

, Texas  Association  of  Psychiatric  Physicians 
founded.  Membership  now  totals  1,750. 
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Watch  for  dangerous  mix-ups  of 
similar^sounding  pharmaceuticals 

The  following  medications,  listed 
in  the  June  1996  edition  ol  the 
FDA  Medical  Bulletin,  have 
been  accidentally  prescribed  or  dis- 
pensed for  one  another.  The  errors 
were  reported  through  the  US  Food 
and  Drug  Administration’s  MedWatch 
program  or  through  the  United  States 
Pharmacopeia  Medication  Errors  Re- 
porting Program. 

• Ambien  and  Amen 
• Amiodarone  and  Amrinone 
• Cardene  SR  and  Cardizem  SR 
• Clonidine  and  Klonopin 
• Cozaar  and  Zocor 
• Feldene  and  Seldane 
• Flutamide  (Eulexin)  and  Fluma- 
dine  (Rimantadine) 

• Imipenem  and  Omnipen 
• Lodine  and  Codeine 
• Norvasc  and  Navane  (look  simi- 
lar when  handwritten) 

• Oruvail  and  Clinoril  (look  similar 
when  handwritten) 

• Prilosec  and  Prozac 
• Retrovir  (Zidovudine)  and  Riton- 
avir (Norvir) 

• Saquinavier  (Invirase)  and  Sine- 
quan  (Doxepin) 

VIP  program  teaches  car  safety 

Houston-area  families  are  learn- 
ing about  the  importance  of 
car  seats  and  seat  belts  for  chil- 
dren through  the  new  Vehicle  Injury 
Prevention  (VIP)  program  developed 
by  the  Harris  County  Hospital  District 
and  Baylor  College  of  Medicine. 

City  of  Houston  emergency  med- 
ical service  records  were  used  to  select 
target  sites  of  the  program,  and  classes 
are  offered  at  community  health  cen- 
ters, hospitals,  and  elementary  schools. 
In  one  area  of  northeast  and  east 
Houston  where  use  of  safety  restraints 
had  been  especially  low,  the  Houston 


Police  Department  randomly  rewards 
parents  whose  children  are  wearing 
seat  belts  with  gift  certificates,  T-shirts, 
and  other  prizes. 

The  VIP  Program  will  also  offer  a 
certification  process  to  train  health  ed- 
ucators to  teach  material  from  Safe 
Riders,  a program  of  the  Texas  Depart- 
ment of  Health.  The  VIP  program  is 
funded  through  a grant  from  the  Har- 
ris County  Hospital  District  to  Baylor 
College  of  Medicine  and  is  coordi- 
nated by  the  Pediatric  Injury  Center. 

Preelection  survey  shows  many  in 
health  care  ignore  politics 

Though  health  care  may  still 
hold  a prominent  position  in 
the  platforms  of  America’s 
politicians,  many  business  owners  in 
the  health-care  sector  say  they  aren’t 
concerned  with  the  outcome  of  the 
November  elections. 

A national  survey  of  1,197  busi- 
ness owners  conducted  in  April  1996 
reveals  that  almost  35%  of  health- 
care company  owners  believe  the  elec- 
tion won’t  affect  them,  18.3%  expect 
positive  changes,  17.1%  predict  neg- 
ative outcomes,  and  the  rest  foresee 
some  sort  of  change.  While  express- 
ing their  lack  of  concern,  more  than 
1 2%  of  health-care  respondents  said 
that  “business  is  booming”  and  med- 
ical bills  are  “always  good.” 

“Right  or  wrong,  many  business 
owners  believe  the  outcome  of  the 
election  will  not  significantly  affect 
the  key  factors  that  can  make  or 
break  their  companies  — taxes, 
money  supply,  trade  policy,  govern- 
ment regulation,  and  health-care 
costs,”  said  Donald  J.  Fletcher,  pres- 
ident of  George  S.  May  Interna- 
tional, the  management  consultant 
company  that  conducted  the  survey. 

Mr  Fletcher  notes  that  more  ex- 
perienced business  owners  tend  to  be 
more  skeptical  about  the  changes 
promised  during  campaigns. 


HIV  studies  reveal  miscarriage  rate, 
cause  of  sleep  disorders 

Recent  research  by  Texas  med- 
ical schools  has  pinpointed 
the  molecule  that  causes  most 
HIV-positive  people  to  develop  sleep 
disturbances  and  has  shown  that 
women  infected  with  HIV  are  three 
times  more  likely  to  experience  mis- 
carriages than  noninfected  women. 

The  molecule  that  forms  the  pro- 
tective outer  coat  of  the  AIDS  virus 
disturbs  sleep  patterns,  say  researchers 
at  The  University  of  Texas  Medical 
Branch  at  Galveston.  They  found  that 
injecting  a protein  called  gpl20  into 
the  brains  of  rats  causes  them  to  sleep 
longer  and  wake  up  more  often  than 
normal.  The  effects  mirror  those  ob- 
served in  two  thirds  of  HIV-positive 
people  who  develop  sleep  distur- 
bances long  before  the  more  obvious 
signs  of  AIDS  begin  to  affect  their 
health.  Gpl20  has  reached  the  human 
phase  of  testing  for  use  as  a vaccine. 

A Baylor  College  of  Medicine 
study  shows  that  HIV  infection  pre- 
disposes women  to  spontaneous 
abortion  during  the  first  trimester  of 
pregnancy.  Researchers  followed  125 
women  from  the  time  they  were  told 
they  were  pregnant.  More  than  10% 
of  the  HIV-positive  women  had  mis- 
carriages, compared  with  a rate  of 
less  than  3%  for  non-HIV  pregnan- 
cies. The  research  also  revealed  that 
HIV  targeted  the  thymus  gland  of 
infants,  which  is  where  the  develop- 
ment of  the  immune  system  begins. 
The  levels  of  inflammation-causing 
proteins  known  as  inflammatory  cy- 
tokines may  be  extremely  elevated 
because  of  HIV  infection  and  may 
also  help  to  reject  the  fetus.  Re- 
searchers say  that  if  inflammatory 
cytokines  play  a role  in  miscarriage, 
drug  treatment  may  lower  the  risk. 

The  UTMB  study  was  published 
in  the  American  journal  of  Physiology, 
while  the  Baylor  study  can  be  found 
in  the  Journal  of  Infectious  Diseases. 
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By  Larry  BeSaw 

OrNda  Healthcare  Corp 
has  signed  a letter  of  in- 
tent to  create  a joint 
venture  with  the  Trinity 
Valley  Medical  Center  in 
Palestine  and  the  East 
Texas  Medical  Alliance, 
LLP,  a 29-physician  multi- 
specialty group  in  Pales- 
tine. Officials  say  the 
agreement  will  allow  cre- 
ation of  the  area’s  first 
integrated  delivery  sys- 
tem to  jointly  bid  on 
managed  care  contracts. 

San  Antonio’s  Incarnate 
Word  Health  Services 
will  invest  $39.5  million  in 
capital  improvements  this 
year  to  its  Texas  hospitals. 
Projects  will  include 
those  at  Santa  Rosa  Chil- 
dren’s Hospital  in  San  An- 
tonio, Spohn  Hospital  in 
Corpus  Christi,  Spohn 
Kleberg  Hospital  in 
Kingsville,  and  St  Joseph’s 
Hospital  and  Health  Cen- 
ter in  Paris.  (San  Antonio 
Express-News) 

The  Family  Practice  Resi- 
dency Program  of  the 
Brazos  Valley  has  re- 
ceived its  accreditation, 
and  its  first  resident  ar- 
rived in  July.  Officials 
hope  to  have  five  more 


residents  on  site  by  De- 
cember.The  residents 
will  work  at  the  Colum- 
bia Medical  Center  and 
St  Joseph  Regional 
Health  Center. 

Four  Dallas  medical  insti- 
tutions are  discussing  the 
possibility  of  becoming 
one  entity  governed  by  a 
chief  executive  officer 
and  an  I I -member 
board. They  are  Parkland 
Memorial  Hospital,  Chil- 
dren’s Medical  Center  of 
Dallas,  Zale  Lipshy  Uni- 
versity Hospital,  and 
physicians  who  practice 
at  The  University  of  Texas 
Southwestern  Medical 
Center.Their  goal  is  to 
make  each  hospital  more 
financially  secure  and 
give  patients  access  to 
more  physicians.  (Dallas 
Morning  News) 

Sierra  Health  Services, 
Inc,  says  its  Houston- 
based  subsidiary,  HMO 
Texas,  has  received  fed- 
eral approval  to  begin 
marketing  Golden 
Choice  to  Medicare  re- 
cipients in  14  Southeast 
Texas  counties. 

American  HomePatient 
has  signed  an  agreement 
with  the  Methodist 


Healthcare  System,  of  San 
Antonio,  to  provide  home 
infusion  therapy,  respira- 
tory services,  and  home 
medical  services  to  pa- 
tients from  six  Methodist- 
affiliated  hospitals. 

A report  by  Coopers  & 
Lybrand  says  hospitals 
are  trying  to  increase 
revenue  through  several 
means,  including  a 16% 
increase  in  the  number 
of  managed  care  con- 
tracts last  year,  reduced 
staffing,  and  increased 
employee  contributions 
to  their  own  benefits. 
(Vinson  & Elkins  Health 
Headlines) 

OccuSystems,  Inc,  has 
purchased  two  occupa- 
tional health-care  centers 
in  Austin  from  the  Austin 
Regional  Clinic. 

Houston’s  Kelsey-Seybold 
Clinic  has  selected  Option 
Care,  Inc,  to  be  its 
provider  of  home  infusion 
and  home  health  services. 

Louisiana  Gov  Michael 
Foster,  Jr,  has  signed  a 
medical  savings  account 
law  allowing  employers 
there  to  make  annual  tax- 
deductible  contributions 
of  up  to  $2,500  for  single 


coverage  and  $3,500  for 
family  coverage  for  work- 
ers who  opt  for  medical 
savings  accounts  linked  to 
high-deductible  medical 
plans.  Employer  contribu- 
tions and  interest  earned 
on  them  will  not  be 
added  to  employees’  tax- 
able income  so  long  as 
the  contributions  are 
used  to  pay  for  uncovered 
health-care  expenses. 
(Business  Insurance) 

Pharmacy  Corporation  of 
America  has  purchased 
USA  Pharmacy,  Inc,  of 
Dallas.The  company  now 
operates  54  pharmacies 
serving  long-term  care 
and  other  institutional  fa- 
cilities in  24  states. 

Methodist  Health  Care 
Systems,  of  Houston,  has 
purchased  the  Buckner 
Baptist  Haven  site  in 
Houston  and  will  develop 
a community  health  cen- 
ter with  physician  offices 
and  day  surgery  facilities. 
(Houston  Chronicle) 

From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  401  W 
15th  St,  Austin, TX  78701;  fax 
(SI  2)  370-1632;  e-mail 
larry_b@texmed.org 
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Vital  Stats 

HMOs  cover  more  employed  Texans 
than  any  other  type  of  health  plan 

One  third  of  employed  Tex- 
ans surveyed  by  Foster  Hig- 
gins & Co  in  1995  were  en- 
rolled in  health  maintenance 
organizations  (HMOs).  These  results 
were  found  among  1 84  Texas  firms  in 
a convenience  sample  conducted  each 
year  by  the  benefits  consulting  firm. 

In  its  national  survey  of  2,764 
firms,  Foster  Higgins  found  more  em- 
ployees enrolled  in  indemnity  plans 
than  HMO  plans.  About  27%  of  the 
employees  in  the  national  survey  were 
enrolled  in  HMO  plans,  compared 
with  32%  of  Texas  employees. 

The  Texas  survey  also  found  26% 
enrolled  in  point-of-service  (POS) 
plans,  22%  in  preferred  provider  or- 
ganizations (PPOs),  and  19%  in  in- 
demnity plans.  The  percentages  rep- 
resent an  aggregation  across  all  Texas 
firms.  They  do  not  indicate  that  all 
firms  offered  all  plan  choices. 

The  average  health  plan  cost  for 
active  and  retired  employees  in  Texas 
was  $3,626  during  1995,  a 4.2%  in- 
crease over  1994  costs. 

In  the  Texas  survey,  the  PPO 
plans  were  the  least  costly  for  active 
employees,  at  $2,935  per  year  aver- 
age plan  cost.  HMO  plans  were  the 
most  expensive,  at  $3,400  per  active 
employee. 

The  average  plan  cost  represents 
the  total  costs  paid  to  the  health 
plan,  including  employee  and  em- 
ployer contributions,  for  employee 
and  family  coverage. 

Medical  and  health  indicators  are  presented  by 
the  Health  Policy  Institute  at  The  University 
ofTexas-Houston  Health  Science  Center.  For 
information,  contact  Anna  Fay  Williams, 

PhD,  at  (713)  500-9486,  or  consult  the 
institute’s  World  Wide  Web  site 
(http://utsph.sph.  uth.  tmc.  edu/www/utsph/TS/ 
HPI.htm). 


Percentage  ofTexas  employees 
enrolled  by  types  of  health  plans,  1995. 
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Symposium  focuses  on 
infectious  diseases,  pregnancy 

The  TMA  Committee  on  Infec- 
tious Diseases  is  hosting  a sym- 
posium on  infectious  diseases 
among  pregnant  women  and  neonates 
in  Houston  on  December  6-7,  1996. 
The  symposium  includes  information 
on  HIV  in  pregnant  women,  the  epi- 
demiology ol  HIV  and  sexually  trans- 
mitted diseases  in  Texas,  and  what’s 
new  in  HIV  and  pregnancy  testing. 
For  more  information,  contact  Allison 
Schmidt,  science  and  preventive  med- 
icine, at  (800)  880-1300,  ext  1464,  or 
(312)  370-1464. 


Family  practice  residency  program 
opens  in  Harlingen 

Harlingen’s  First  full-time 
physician  residency  program 
opened  its  doors  July  1 at 
Valley  Baptist  Medical  Center  in  co- 
operation with  The  University  of 
Texas  Health  Science  Center  in  San 
Antonio.  The  program  focuses  on 
family  practice  medicine. 

Cameron  County  is  federally  des- 
ignated as  a medically  underserved 
area  because  of  its  ratio  of  physicians 
to  population  — 101  physicians  per 
100,000  people,  compared  with  the 
statewide  average  of  160  physicians 
per  100,000  residents. 

“This  is  good  for  Harlingen  and 
the  lower  Rio  Grande  Valley  because 
it  will  bring  in  young  new  physi- 
cians, and  these  physicians  are  likely 
to  stay  and  serve  the  community,” 
said  Barry  Weiss,  MD,  chair  of  the 
Department  of  Family  Practice  at 
the  health  science  center. 


50  Years  Ago 

in  Texas  Medicine  - September  1946 

Water  in  Relation  to  Health  Problems  in  Children 
By  Arild  E.  Hansen,  MD,  PhD 
Galveston,  Tex 

The  problem  of  child  health  in  Texas 

is  particularly  great  and  one  which  demands  active  effort 
on  the  part  of  physicians,  public  health  workers,  legisla- 
tive bodies,  and  the  general  public.  The  magnitude  of 
this  problem  was  brought  to  my  attention  quite  forcibly 
recently  when  it  devolved  upon  me  to  discuss  with  the  pediatricians  of 
the  country  the  subject  of  rheumatic  fever  and  rheumatic  heart  disease 
as  a child  health  problem  in  the  United  States. 

Rheumatic  heart  disease  is  one  of  the  chief  causes  of  death  in  chil- 
dren of  school  age.  In  1940,  for  example,  in  children  from  5 to  14 
years  of  age  this  disorder  caused  more  deaths  than  the  combined  fatal- 
ities from  diphtheria,  poliomyelitis,  scarlet  fever,  measles,  whooping 
cough,  and  meningococcic  meningitis.  In  1941  rheumatic  fever  was 
responsible  for  more  deaths  than  all  forms  of  tuberculosis  in  this  par- 
ticular age  group. 

These  rather  startling  statements  stimulated  consideration  of  child 
health  in  Texas  from  the  comparative  viewpoint.  It  was  rather  astound- 
ing to  realize  the  quantitative  relationship  of  these  deaths  in  children. 
The  total  deaths  in  school  age  children  for  the  entire  United  States  at- 
tributed to  rheumatic  fever  and  rheumatic  heart  disease,  tuberculosis, 
plus  the  common  childhood  diseases  mentioned  above,  equal  about  one- 
half  of  what  may  be  called  unnecessary  deaths  in  Texas  children.  . . . 

Last  year  I analyzed  in  a rather  cursory  way  the  disease  conditions 
which  contribute  to  the  high  death  rate  in  Texas  children.  In  the  first 
place,  it  is  particularly  heartening  to  find  that  the  over-all  death  rate  in 
Texas  has  been  decreasing  remarkably  in  the  past  decades  just  as  in  the 
rest  of  the  country.  The  decrease  in  typhoid  fever  deaths  has  been  phe- 
nomenal. Furthermore,  it  is  interesting  to  note  that  the  crude  death 
rates  for  such  conditions  as  cancer,  diabetes,  exophthalmic  goiter, 
chronic  rheumatic  disease  of  the  heart,  and  heart  disease  in  general  are 
actually  lower  in  Texas  than  in  the  United  States  as  a whole.  . . . 

Rather  astounding  is  the  fact  that  the  rates  for  such  easily  preventable 
diseases  in  children  as  typhoid,  diphtheria,  whooping  cough,  and  even 
tuberculosis  are  greater  in  Texas  than  in  the  United  States  as  a whole. 

(Texas  State  Journal  of  Medicine.  1946;42[5]:320) 
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Smoking  Kills... 

more  than  400,000  persons  a year  in  the  United  States.  Every  office  visit  presents  an 
opportunity  to  promote  smoking  cessation  to  your  patients.  Smokers  cite  a physician's 
advice  to  quit  as  a powerful  motivator  for  attempting  to  stop.  Eire  National  Cancer  In- 
stitute projects  that  if  physicians  daring  routine  visits  were  to  help  as  Jew  as 
10%  of  their  patients  who  smoke  to  stop  each  year,  the  number  of  smokers  in  the 
United  States  would  drop  by  an  additional  2 million  people  annually. 

Here  are  some  tips  that  can  help  yon  encourage  yonr  patients  to  quit  smoking: 


ASK  About  Smoking 

Include  tobacco  use  in  the  history  along 
with  information  on  other  risks.  Note 
any  changes  in  vital  signs  that  might  he  to- 
bacco-related and  use  stickers  on  charts  to 
denote  smoking  status. 

ADVISE  Tobacco  Users  to  Quit 

In  a clear,  strong,  personalized  manner, 
urge  every  smoker  to  quit  (uAs  your 
physician,  I want  you  to  know  that  quitting 
smoking  is  the  most  important  thing  you 
can  do  to  protect  your  current  and  future 
health”). 

ASSIST  the  Patient  with  a Quit  Plan 

• Determine  the  patient’s  willingness  and 
readiness  to  change. 

• Write  a Rx  to  formalize  and  make  explicit 
the  quit  date. 

• Encourage  the  patient  to  inform  friends, 
family,  and  coworkers  of  plans  to  quit, 
and  ask  for  support. 

• Remove  cigarettes  from  the  home,  car, 
and  workplace  and  avoid  smoking  in 
these  places. 

• Recommend  nicotine  replacement 
therapy  if  indicated. 
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Foiow-Up 

Schedule  follow-up  contact  within  two 
weeks  of  the  quit  date,  either  in  person  or 
by  telephone.  Delegate  this  important  task 
to  appropriate  office  staff  if  you  are  unable 
to  do  this  yourself.  The  second  contact  should 
occur  within  the  first  month.  Further  follow- 
up contacts  should  take  place  as  needed. 

During  follow-up  visits,  congratulate  success. 

If  a lapse  occurred,  ask  for  a recommitment 
to  total  abstinence  and  remind  the  patient  that 
a lapse  can  be  used  as  a learning  experience. 

Discuss  specific  problems  encountered  such 
as  weight  gain,  negative  mood/depression, 
prolonged  nicotine  withdrawal,  and  lack  of 
support  for  cessation.  Inform  smokers  that 
many  people  gain  weight  when  they  stop 
smoking,  but  usually  not  more  than  five 
pounds.  Tell  them  that  weight  gain  is  a minor 
risk  compared  with  the  risks  of  continued 
smoking  and  that  it  can  be  minimized  by  be- 
ginning an  exercise  program  of  walking 
one-half  hour  three  times  per  week. 

^ Come  celebrate  prevention  and  the 
fight  against  tobacco  by  participat- 
ing  in  Healthy  Patient  2000  s 5K 
run/ walk  on  Sunday,  September  22 
in  Austin  (Fall  Leadership  Conference 
weekend).  Awards  will  be  given  to 
the  top  three  male  and  female  physi- 
cian finishers.  For  more  information,  contact 
Katie  Hurley  @ (800)  880-1300,  ext.  1463. 


Adapted  from  U.S.  Department  of  Health  and  Human  Services 


Legislative  Affairs 

Making  a difference 

Grassroots  activity  forms  basis  for  TEXPAC,  TMA  political  success 

By  Ken  Ortolon,  Associate  editor 


In  1989,  the  Texas  Medical  Association  enjoyed  one 
of  its  most  successful  legislative  sessions,  securing 
passage  of  a major  rural  health  bill  and  an  omnibus 
AIDS  act.  Again  in  1995,  TMA  was  victorious  in 
passing  sweeping  medical  professional  liability  reforms  and 
the  later-vetoed  Patient  Protection  Act. 

While  these  hard-fought  victories  required  extensive 
lobbying  efforts  during  the  legislative  sessions  by  TMA 
member  physicians,  TMA  Alliance  members,  and  the  as- 
sociations lobby  staff,  the  groundwork  for  success  was  laid 
in  the  preceding  election  cycle.  In  fact,  it  was  laid  during 
several  election  cycles  through  ongoing  grassroots  political 
involvement  at  the  local  level. 


All  politics  local 

A wise  politician  once  said,  “All  poli- 
tics are  local.  ’ Those  are  words  that 
TMA,  TEXPAC,  and  the  physician 
community  have  lived  by. 

“It’s  not  by  coincidence  that  the 
legislature  passed  the  1989  rural 
health  act  or  the  1995  professional  li- 
ability reforms  or  Patient  Protection 
Act,”  said  Alfred  Gilchrist,  TMA  di- 
rector of  legislative  affairs.  “All  of  that 
occurred  in  large  part  because  of  local 
political  action.” 

When  individual  physicians  and 
their  spouses  become  involved  in  po- 
litical campaigns,  relationships  de- 
velop that  can  ensure  a fair  hearing  of 


With  the  November  general  elections  just  2 months 
away  and  the  landscape  of  the  health-care  marketplace  po- 
tentially hanging  in  the  legislative  balance,  TMA 
physician  leaders  say  it  is  more  critical  than  ever 
that  Texas  physicians  and  their  spouses  take  up 
political  arms. 

“Many  of  the  decisions  that  affect  the  way 
you  take  care  of  patients,  the  way  you  practice 
medicine,  and  the  way  you  feel  about  your 
work  are  not  being  made  in  operating  suites 
or  hospital  conference  rooms,”  said  Hous- 
ton internist  Carlos  Hamilton,  MD,  chair 
of  the  TMA  Political  Action  Committee 
(TEXPAC).  “They’re  being  made  in  the 
state  legislature  and  in  the  judiciary.  It’s  es- 
sential that  medicine  be  heard  in  those  ar- 
eas, and  the  way  to  make  that  happen  is 
grassroots  political  action.” 


All  articles  in  Texas  Medicine  that  mention  Texas 
Medical  Associations  stance  on  state  legislation  are  defined 
as  “legislative  advertising,  ” according  to  Texas  Govt  Code  Ann 
§ 305.027 . That  law  requires  disclosure  of  the  name  and  address  of  the 
person  who  contracts  with  the  printer  to  publish  the  legislative  advertising  in 
Texas  Medicine;  Robert  G.  Mickey,  Executive  Vice  President,  TMA,  401  W 15th 
St,  Austin,  TX  78701. 
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medicine’s  point  of  view  when  the 
candidates  become  officeholders,  Mr 
Gilchrist  says. 

“The  relationships  that  develop  be- 
tween the  physician  or  alliance  member 
and  elected  official  usually  evolve  into 
relationships  of  trust,  rapport  and  mu- 
tual understanding  of  one  another  s 
viewpoint  on  health-related  issues,  Mr 
Gilchrist  said.  “Usually,  that  under- 
standing translates  into  advocacy  once 
the  candidate  is  elected  and  gets  to  the 
legislature.” 

But  that  doesn’t  just  happen.  “It  hap- 
pens because  people  are  getting  in- 
volved,” Mr  Gilchrist  said.  “When 
somebody’s  running  for  office  for  the 
first  time  or  facing  a tough  reelection 
bid,  it’s  very  meaningful  when  a physi- 
cian is  willing  to  place  a yard  sign  at 
his  or  her  residence  or  put  a candidate’s 
push-card  in  his  or  her  office.” 

Start  of  a long  friendship 

TEXPAC,  organized  in  1962,  is  the 
largest  bipartisan  political  action  com- 
mittee in  Texas  and  among  the  top  20 
business  and  professional  PACs  in  the 
nation.  While  its  track  record  for  suc- 
cessful endorsement  of  political  candi- 
dates is  impressive,  it  often  is  the 
personal,  one-on-one  contact  between 
a physician  and  a candidate  that  devel- 
ops long-standing  political  friendships. 

In  the  late  1970s,  Houston  oph- 
thalmologist Alan  Baum,  MD,  got  in- 
volved in  the  first  Texas  House 
campaign  of  a little-known  Republi- 
can from  Sugar  Land. 

“After  looking  into  it,  we  decided 
this  fellow,  who  was  in  the  bug  exter- 
mination business,  had  a lot  of  really 


good,  solid  ideas  about  government, 
said  Dr  Baum,  chair  of  I MAs  Board 
of  Trustees.  “We  decided  to  support 
him  early  on.” 

Dr  Baum’s  candidate,  Tom  DeLay, 
won  his  race  for  the  Texas  House,  was 
reelected  several  times,  and  eventually 
ran  for  Congress.  Dr  Baum  served  on 
his  finance  committee  during  that  first 
congressional  campaign. 

US  Rep  Tom  DeLay  is  now  House 
majority  whip  and,  without  a doubt, 
one  of  the  most  powerful  men  in 
Congress.  Yet,  Dr  Baum  and  orga- 
nized medicine  still  enjoy  the  close  re- 
lationship that  was  established  in  that 
first  legislative  campaign. 

“We  still  have  access  to  him,  just  as 
we  did  when  he  was  in  the  state  legis- 
lature,” Dr  Baum  said.  “There  may 
have  been  times  when  I was  disap- 
pointed in  votes  he  made,  but  we’ve 
always  had  access  to  try  to  make  him 
understand  our  position.” 

There  are  countless  other  examples 
of  physician-officeholder  relationships 
that  began  in  similar  ways.  Former 
TMA  President  Betty  Stephenson, 
MD,  a Houston  anesthesiologist,  has 
maintained  close  ties  with  both  Con- 
gressman DeLay  and  US  Rep  Bill 
Archer  (R-Houston),  who  now  chairs 
the  House  Ways  and  Means  Commit- 
tee. And,  Tyler  physician  Asa  Lock- 
hart, MD,  had  a close  relationship 
with  former  US  Senator  and  Senate  Fi- 
nance Committee  Chair  Lloyd 
Bentsen  (D-Tex)  that  began  when  Dr 
Lockhart  and  his  wife  hosted  a func- 
tion in  their  home  for  Senator  Bentsen 
during  a mid-1980s  campaign. 

Dr  Stephenson  says  such  relation- 


ships not  only  ensure  that  organized 
medicine  has  access  to  these  powerful 
officeholders,  but  also  frequently  re- 
sult in  physicians  being  sought  out  for 
their  advice  on  complicated  health- 
care issues. 

State  Rep  Kyle  Janek,  MD,  (R- 
Houston)  who  has  experienced  grass- 
roots political  involvement  from  both 
sides  of  the  fence,  says  lawmakers  rely 
on  knowledgeable  experts  they  can 
turn  to  for  advice. 

“If  you  know  somebody  who’s  got 
expertise  in  a particular  area  and 
you’re  on  a comfortable  conversation 
level  with  them  and  they  can  sit 
down  and  explain  something  to  you 
concisely  in  terms  that  you  under- 
stand, that  makes  an  incredible  dif- 
ference,” he  said.  “I’ve  learned  about 
so  many  subjects  that  I’d  never  even 
heard  of  before  I got  elected.  On  a 
great  many  of  them,  I pick  up  the 
phone  and  call  somebody  who  does 
know  about  that  subject.” 

More  often  than  not,  Dr  Janek  says, 
a lawmaker  in  need  of  advice  on  a com- 
plex subject  such  as  health  care  will 
turn  to  someone  he  or  she  knows  — a 
constituent  or  past  political  supporter. 


Contributions  to  Texas  Medical  Association  Political  Action 
Committee  (TEXPAC),  Texas  Medical  Association  PAC- 
Statewide  (TEXPAC-Statewide),  and  American  Medical  Associa- 
tion PAC  (AMPAC)  are  not  deductible  as  charitable 
contributions  for  federal  income  tax  purposes. 

Voluntary  political  contributions  to  TEXPAC  are  shared 
with  AMPAC.  Contributions  are  not  limited  to  any  suggested 
amount.  Neither  TMA  nor  AMA  will  favor  or  disadvantage  any- 
one based  on  the  amounts  or  failure  to  make  contributions.  Con- 
tributions to  TEXPAC  and  AMPAC  are  subject  to  Federal 
Election  Commission  regulations.  Federal  election  law  prohibits 
TMA  from  soliciting  donations  from  persons  who  are  not  in  its 
solicitable  class  (eg,  TMA  members  and  their  families).  All  dona- 
tions received  from  persons  who  are  not  in  TMA’s  solicitable  class 
will  be  returned. 

2-3 


VOLUME  92  ★ NUMBER  9 


“As  long  as 
men  are  liable 
to  die  and  are 
desirous  to  live, 
a physician  will 
be  made  fun  of, 
but  he  will  be 
well  paid.  ” 

La  Bruyere.  ( 1688) 

While  this  may  be  the 
case,  there  are  times 
when  your  "pay"seems 
out  of  reach  .Medical 
Capital  buys  medical 
receivables  and  turns 
your  idle  assets  into 
instant  cash.  We  base 
our  decisions  on  the 
receivables,  not  on 
your  credit.  There  are 
no  up  front  or 
processing  fees.  This  is 
the  solution  to  your 
financial  needs. 
Call  us  today, 

Medica 

Capita 

(800)  824-3700 
(714)  282-6180 
fax  (714)  282-6184 
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“Legislators  are  people,”  he  said. 

We  deal  with  what  we  know  and  who 
we  know.  We  take  our  advice  and  make 
our  moves  based  on  the  people  we  come 
into  contact  with  on  a daily  basis.” 

Mr  Gilchrist  says  that  if  physicians 
do  not  fill  that  role,  it  probably  will  be 
filled  by  someone  who  has  a very  dif- 
ferent view  of  medical  practice  and  pa- 
tient care  needs. 

Trimming  the  AstroTurf 

A classic  example  of  how  grassroots  po- 
litical activity  can  pay  dividends  in  the 
legislative  arena  occurred  during  the 
Patient  Protection  Act  debate  of  1995. 

Armed  with  more  than  a 
dozen  “hired  gun”  lobbyists, 
two  public  relations  firms,  and 
a multimillion-dollar  war  chest, 
the  managed  care  industry  at- 
tempted to  defeat  the  act  with  a 
statewide  advertising  campaign 
and  intense  political  pressure  on 
lawmakers. 

Despite  a misinformation 
campaign  that  labeled  the  bill  as 
an  “any-willing-provider”  law 
and  a “health-care  tax,”  the  Pa- 
tient Protection  Act  passed  over- 
whelmingly in  both  the  House 
and  Senate.  Although  it  was 
later  vetoed  by  Gov  George  W. 

Bush,  the  political  support  the 
bill  enjoyed  prompted  the  gover- 
nor to  direct  Texas  Insurance  Commis- 
sioner Elton  Bomer  to  draft  regulations 
to  institute  key  provisions  of  the  act. 
Those  regulations  now  are  in  place. 

Why  did  the  hired  gun  campaign 
of  the  health  maintenance  organiza- 
tions fail  to  kill  the  bill  in  the  legisla- 
ture? Mr  Gilchrist  says  it  was  a 
grassroots  effort  by  physicians  and  al- 
liance members  who  wrote,  called, 
and  visited  their  lawmakers  in  Austin 
to  make  sure  the  truth  about  the  bill 
was  heard. 

The  legislature  was  quick  to  dis- 
cover the  difference  between  real-life 
grassroots  support  and  the  manufac- 
tured “AstroTurf”  of  the  HMO  indus- 
try, Mr  Gilchrist  says. 


“When  it  comes  to  public  policy 
and  what  grassroots  action  can  mean, 
it’s  immeasurable,”  he  said.  “When 
you  think  about  the  resources  the 
managed  care  industry  put  into  killing 
the  Patient  Protection  Act,  it  could 
not  compete  with  the  real-life  rela- 
tionships with  physicians  and  con- 
sumers who  supported  the  bill.” 

Get  in  the  game 

Dr  Janek  says  physicians  historically 
have  been  slow  to  get  involved  in  the 
political  arena,  but  he  encourages 
them  to  shrug  off  their  reluctance  and 
get  in  the  game. 


And  Dr  Hamilton  says  it  is  imper- 
ative that  the  involvement  begin  now, 
with  a critical  election  campaign  just 
weeks  ahead.  Less  than  a fourth  of 
1 MA  members  currently  belong  and 
contribute  to  TEXPAC.  That,  he  says, 
keeps  TEXPAC  from  achieving  its  full 
potential. 

“It’s  a sad  commentary  to  me  that 
only  22%  of  the  physicians  in  Texas 
think  it’s  important  enough  to  con- 
tribute $100  a year,  but  that’s  the  un- 
fortunate truth,”  he  said.  “If  we’re 
going  to  really  extend  our  influence, 
its  going  to  have  to  come  by  participa- 
tion of  many,  many  more  physicians 
who  have  never  been  involved  before.” 

Dr  Hamilton  says  getting  involved 


“When  you  think 
about  the  resources 
the  managed  care 
industry  put  into 
killing  the  Patient 
Protection  Act,  it 
could  not  compete 
with  the  real-life 
relationships  with 
physicians  and 
consumers  who 
supported  the  bill.” 
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in  the  political  process  is  easy  lor 
physicians  and  their  spouses. 

“First,  register  to  vote  and  do  so,”  he 
said.  The  deadline  to  register  to  vote  in 
the  November  general  election  is  Octo- 
ber 7. 

“Second,”  Dr  Hamilton  continued, 
“join  TEXPAC.  Third,  be  willing  to 
speak  up  on  behalf  of  candidates  who 
have  supported  medicine,  whether  it’s 
just  to  their  friends,  their  patients, 
their  employees,  or  their  lamilies.” 

Joining  TEXPAC  is  as  easy  as  calling 
TMA’s  Political  Education  Department 
at  (800)  880-1300  or  (512)  370-1300. 
Ask  for  David  Marwitz,  director  of  po- 
litical education,  or  Diana  Dukes,  can- 
didate suppport  coordinator.  Or  you 
can  pick  up  a TEXPAC  brochure  from 
your  county  medical  society  office. 
Most  brochures  have  TEXPAC  mem- 
bership applications  attached. 

Once  you’ve  joined  TEXPAC,  the 
real  work  begins  — getting  involved 
in  a real  campaign  as  a volunteer  stuff- 
ing mailers  or  putting  out  yard  signs, 
or  simply  contributing  money  to  a 
particular  campaign. 

“TEXPAC  has  a lot  of  different 
programs  a first-time  volunteer  can  be 
involved  with,”  Mr  Marwitz  says.  “We 
will  find  out  if  there  is  an  important 
state  House,  Senate,  or  congressional 
race  in  your  area,  we’ll  help  you  learn 
how  to  plug  into  that  campaign,  or 
we’ll  determine  if  there’s  a role  for  you 
as  a key  contact  on  a particular  issue 
with  your  incumbent  legislator.” 

Finally,  Mr  Gilchrist  says  involve- 
ment by  physicians  and  alliance  mem- 
bers is  much  more  important  than  the 
party  affiliation  of  the  candidates  they 
choose  to  support. 

“We  always  recommend  that  physi- 
cians and  alliance  members  support 
the  candidates  of  their  choice,”  he  said. 
“Our  message  is,  just  get  involved.  We 
want  all  the  candidates  to  have  physi- 
cians and  alliance  members  who  know 
them  and  have  relationships.”  ★ 
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If  you  have  your  heart  set  on  a new 
ultrasound,  but  your  checkbook  seems  to 
lack  the  same  enthusiasm,  then  you  need  to 
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Who  needs  another  test? 

TMA  convinces  federal  agency  to  let  physicians  decide 

By  Larry  BeSaw,  Associate  editor 


hen  the  Health  Care  Financing  Admin- 
istration (HCFA)  suspended  testing  at  a 
Tyler  reference  laboratory  this  June  be- 
cause of  mistakes  in  reading  Pap  smear 
tests,  the  impact  sent  a shock  wave  through  the  Northeast 
Texas  medical  community.  It  left  physicians  worried  about 
the  welfare  of  their  patients  and  faced  with  the  daunting 
task  of  contacting  and  retesting  thousands  of  patients.  It 
also  raised  questions  about  whether  physicians  always 
know  who  is  performing  the  lab  tests  they  order. 


HCFA  suspended  the  lab’s  Clinical 
Laboratory  Improvement  Amend- 
ments (CLIA)  certificate,  effective 
June  1 1 , and  proposed  revoking  it, 
pending  a decision  of  an  administra- 
tive law  judge,  says  Molly  Crawshaw, 
chief  of  the  health  standards  and  qual- 
ity survey  and  certification  review 
branch  of  HCFA’s  Dallas  office.  She 
says  an  appeal  has  been  filed,  but  a 
hearing  is  not  expected  to  be  held  un- 
til some  time  next  year. 

According  to  a June  19  HCFA 


The  news,  however,  was  not  all  bad.  Efforts  by  the  Texas 
Medical  Association  and  the  Smith  County  Medical  Soci- 
ety in  the  wake  of  the  HCFA  action  not  only  eased  the  ad- 
ministrative burden  on  physicians,  but  also  showed  that 
physicians  were  willing  and  able  to  act  quickly  to  resolve  a 
problem  without  the  need  for  additional  regulations. 
Physicians  involved  in  the  case 
say  it  also  showed  that  once 
they  were  alerted  by  HCFA  that 
a problem  existed,  their  con- 
cerns about  their  patients  far 
outweighed  the  hassles  of  con- 
tacting and  retesting  them. 

The  trouble  began  in  early 
June  when  HCFA  ordered 
Warner  B.  Massey,  MD, 

Pathology  Services  to  cease  all 
Pap  smear  and  other  cytology 
testing  because  it  “posed  an  im- 
mediate and  serious  threat  to 
patient  health  and  safety.”  The 
lab,  which  performed  about 
28,000  tests  a year,  had  about 
300  physician  and  other  health-care 
provider  clients  in  East  Texas  from 
to  Lufkin;  another  two  dozen  in  the  Dallas- 
Fort  Worth  area;  and  clients  in  Lubbock,  Victoria 
and  Ardmore,  Okla. 


news  release,  the  agency  took  action 
against  the  lab  “because,  among  other  serious  deficiencies, 
it  incorrectly  read  laboratory  tests  done  to  detect  cancer  or 
precancerous  cells  on  32  cases.”  The  news  release  added 
that  HCFA’s  survey  “identified  four  categories  of  deficien- 
cies in  which  the  laboratory  failed  to  provide  services  that 
met  national  standards.  In  addition,  the  survey  team  iden- 
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tified  diagnostic  discrepancies  on  32 
cytology  slides  obtained  from  both  gy- 
necological and  non-gynecological 
specimens.” 

Problems  were  not  new  to  the  lab. 
HCFA  said  that  after  a February  1994 
survey,  inspectors  had  determined  the 
lab  “posed  an  immediate  and  serious 
threat  to  public  health  and  safety. 
Through  extensive  consultation  with  the 
Texas  Department  of  Health  and 
HCFA’s  Dallas  Regional  Office,  as  well 
as  subsequent  follow-up  surveys,  the 
laboratory  was  able  to  come  back  into 
compliance  and  resume  normal  testing.” 

Power  of  persuasion 

HCFA’s  initial  reaction  after  suspending 
the  lab’s  testing  was  to  send  letters  to 
more  than  300  physicians,  hospitals, 
and  midwives  asking  them  to  immedi- 
ately make  good-faith  efforts  to  search 
their  files  and  contact  patients  whose 
slides  had  been  sent  to  the  lab  between 
January  1,  1993,  and  June  10,  1996. 
They  also  were  asked  to  return  to 
HCFA  by  June  24  a signed  form  stating 
that  they  had  received  the  letter,  and  to 
notify  HCFA  officials  by  July  8 how 
many  patients  they  had  rescreened  or 
scheduled  for  rescreening.  Furthermore, 
they  were  asked  to  provide  HCFA  with 
information  on  patients  they  had  been 
unable  to  contact  so  that  the  agency 
could  attempt  to  locate  them. 

Those  requirements  would  have 
put  a major  administrative  burden  on 
physicians,  who  would  have  had  to  go 
over  thousands  of  individual  files,  case 
by  case,  to  determine  if  retesting  was 
required,  says  Angela  Driggs,  executive 
director  of  the  Smith  County  Medical 


Society.  One  physician,  she  says,  had  a 
3-inch-thick  computer  printout  of 
names  of  patients  whose  Pap  smear 
tests  had  been  read  by  the  lab. 

“We’re  absolutely  on  the  side  of  see- 
ing that  patients  receive  quality  care 
and  seeing  that  everybody  who  needs  a 
retest  gets  one,’’  said  David  Marcus, 
PhD,  director  ofTMA’s  health-care  fi- 
nancing department.  “But  it’s  not  as 
simple  as  going  back  to  a certain  date 
and  saying  everybody  who  got  tested 
at  the  laboratory  needs  to  be  retested. 
For  example,  there  are  numerous 
women  who  had  a test  at  the  labora- 
tory and  have  since  had  a test  else- 
where that  came  back  negative.” 

TMA  and  local  medical  society 
representatives  met  with  HCFA  offi- 
cials and  convinced  them  that  blanket 
retesting  of  every  patient  involved  was 
unnecessary.  “We  told  HCFA  that 
there  is  a clear  responsibility  as  de- 
fined by  the  American  Medical  Asso- 
ciation Council  on  Judicial  and 
Ethical  Affairs  to  inform  the  patients 
of  what  happened  and  get  them 
retested,”  Dr  Marcus  said. 

TMA  General  Counsel  Donald  P. 
Wilcox,  JD,  says  informing  HCFA  of 
the  AMA  guidelines  was  a major  fac- 
tor in  getting  the  agency  to  change  its 
position.  Those  guidelines  state  that 
physicians  have  a fundamental  ethical 
requirement  to  deal  honestly  and 
openly  with  patients,  and  that  patients 
have  a right  to  know  their  past  and 
present  medical  status  and  to  be  free 
of  any  mistaken  beliefs  concerning 
their  conditions.  “Ethical  responsibil- 
ity includes  informing  patients  of 
changes  in  their  diagnoses  resulting 


from  retrospective  review  of  test  re- 
sults or  any  other  information,”  the 
guidelines  say.  They  add  that,  “Con- 
cern regarding  legal  liability  which 
might  result  following  truthful  disclo- 
sure should  not  affect  the  physician’s 
honesty  with  a patient.” 

HCFA  was  “impressed  that  orga- 
nized medicine  was  going  to  come 
forward  and  take  the  lead,’  said  C.J. 
Francisco,  JD,  TMA  associate  general 
counsel. 

As  a result,  HCFA  sent  out  a new 
letter  dropping  the  reporting  require- 
ments. The  agency  acknowledged  that 
the  original  requirements  would  have 
posed  “substantial  logistical  problems” 
and  that  “physicians  are  probably  in 
the  best  position  to  know  how  to 
manage  those  problems  efficiently.” 
HCFA  asked  that  physicians  still  com- 
mit to  a good-faith  effort  to  contact 
patients  needing  retesting,  but  said  “it 
is  clear  to  us  that  physicians’  profes- 
sional judgment  is  the  best  basis  on 
which  to  make  those  determinations.” 

Dr  Marcus  says  convincing  HCFA 
to  drop  its  request  means  “the  respon- 
sibility for  solving  this  problem  has 
been  put  back  squarely  where  it  be- 
longs — in  the  physicians’  court, 
where  they  can  exercise  appropriate 
professional  judgment.”  He  says  TMA 
will  continue  to  provide  guidance  to 
the  physicians. 

Ms  Driggs  of  Smith  County  Med- 
ical Society  agreed.  “HCFA  says  its 
top  priority  is  patient  care,  and  cer- 
tainly our  top  priority  is  patient  care. 
Physicians  are  in  the  best  position  to 
determine  what  needs  to  be  done  to 
ensure  that  patients  are  taken  care  of.” 
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A task  force  of  TMA  and  local 
medical  society  officials  created  to 
deal  with  the  problem  has  recom- 
mended that  only  patients  tested  since 
July  1994  be  contacted  and  retested 
because  the  lab  had  a detailed  CLIA 
inspection  at  that  time. 

“We  have  faith  in  the  CLIA  certifi- 
cation and  the  federal  government,” 
she  said.  “If  they  were  willing  to  say  the 
lab  was  sound  in  July  1994,  we  would 
take  their  word  for  that.”  However,  she 
adds,  the  bottom  line  is  that  the  physi- 
cian has  the  final  say  in  who  should  be 
retested.  “We  defer  to  any  physician’s 
individual  professional  judgment.” 

While  it  is  possible  that  litigation 
against  physicians  may  be  on  the  hori- 
zon, Mr  Wilcox  says  the  potential  risk 
is  lessened  because  physicians 
are  informing  patients  of  what 
happened  and  doing  new  tests 
if  needed.  He  says  the  risk 
would  have  been  greater  had 
physicians  known  there  was  a 
problem  and  not  done  any- 
thing about  it. 

Ms  Driggs  says  TMA  also 
has  been  helpful  in  resolving  is- 
sues of  payment  for  the  retests. 

“TMA  has  worked  with  some 
of  the  major  carriers  and  been 
able  to  convince  them  to  pay 
for  retesting  that  they  otherwise 
would  not  have.  Physicians  will 
still  absorb  some  costs,  but  with 
TMA’s  help,  the  extra  financial  burden 
for  physicians  and  for  patients  hope- 
fully will  be  greatly  reduced.” 

Physicians  acted  quickly  “in  a very 
collaborative  fashion  to  try  to  accom- 
plish precisely  what  would  be  in  the 
best  interests  of  the  patients,”  said 
David  Henkes,  MD,  of  San  Antonio, 
who  is  president  of  the  Texas  Society  of 
Pathologists.  He  served  as  a consultant 
to  the  task  force  because  of  his  society’s 
interaction  with  CLIA  regulators. 

HCFA’s  Ms  Crawshaw  said  physi- 
cians “showed  extreme  willingness  to 
cooperate  and  go  the  extra  mile”  to 
make  sure  their  patients  were  in- 
formed and,  if  necessary,  retested. 
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“The  patients  are  going  to  come  out  of 
this  with  the  best  outcome  they  could 
because  their  physicians  are  really  in- 
terested in  getting  them  back  in  and 
being  sure  things  are  taken  care  of.” 

The  frontline 

Tyler  gynecologist  Joe  Bill  Belue,  MD, 
is  concerned  that  even  though  he  and 
his  three  partners  will  do  everything 
they  can  to  make  sure  that  every  patient 
who  needs  a new  test  gets  one,  they 
might  miss  a patient  who  has  cervical 
cancer  and  doesn’t  know  it  because  her 
last  test  was  read  incorrectly  by  the  lab. 

“It’s  a very  helpless  feeling.  It’s  a 
burden  to  know  that  this  is  going  on 
and  that  even  though  you  will  work  as 
hard  as  you  can,  and  you  might  see 


98%  of  the  ones  you  set  out  to  see, 
that  one  bad  situation  might  be  in 
that  remaining  2%,”  Dr  Belue  said. 

Although  only  going  back  to  July 
1994  will  ease  the  burden  somewhat, 
he  is  still  looking  at  contacting  and 
retesting  possibly  thousands  of  pa- 
tients. “This  is  going  to  be  a grueling, 
long-term  situation.  By  the  time  we 
can  schedule  some  of  the  patients,  it’s 
going  to  be  time  for  their  annual 
checkups  anyhow.”  He  says  even 
though  it  is  being  left  up  to  the  physi- 
cian to  decide  who  should  be  retested, 
“I  imagine  most  of  us  are  going  to 
send  letters  to  every  patient  we  can.” 

Dr  Belue’s  group  will  have  to  hire 
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“When  a 
laboratory  is 
treated  as  a 
commodity  that 
can  just  be 
contracted  out, 
you  may  never 
know  who  is 
doing  the 
lab  work.” 


additional  office  staff  to  identify  and 
contact  patients.  The  physicians  will 
do  the  exams  themselves  because  their 
patients  expect  it  and  because  of  po- 
tential legal  liability.  “We’ll  work  extra 
hours.  We  ll  put  in  extra  time.  We’ll 
do  whatever  it  takes  to  try  to  get  the 
patients  in  and  do  it,  even  if  takes 
some  Saturday  mornings,  or  what- 
ever,” he  said. 

While  retesting  will  be  an  expen- 
sive process,  Dr  Belue  is  grateful  for 
TMA’s  assistance.  He  recalls  that  at 
the  first  meeting  to  discuss  the  situa- 
tion, “I  made  a statement  that  I will 
never  complain  about  paying  my  dues 
again  because  just  this  one  act  of  kind- 
ness has  really  helped  us  do  something 
that  we  felt  was  unsurmountable. 
TMA  really  helped  smooth  it  out  for 
us,  and  we  appreciate  that.” 

Who  does  the  test? 

Dr  Marcus  says  that  in  trying  to  sort 
out  the  mess  caused  by  the  suspension, 
he  and  others  wondered  why  physicians 
in  Dallas,  Fort  Worth,  and  elsewhere 
had  chosen  to  send  their  specimens  to  a 
Tyler  lab  when  there  were  plenty  of  labs 
in  those  communities. 

The  answer,  it  turns  out,  had  very 
little  to  do  with  physician  choice. 

The  first  clue  came  from  several 
Fort  Worth  physicians,  who  notified 
TMA  that  the  patients  whose  speci- 
mens were  sent  to  the  Tyler  lab  tended 
to  be  members  of  managed  care  plans. 
“Managed  care  companies  usually 
specify  one  of  the  big  national  lab 
companies  as  the  place  to  send  all  of 
their  specimens,  including  the  slides,” 
Dr  Marcus  explained.  “But  many  of 
the  national  companies  don’t  read  Pap 
smears  or  do  any  cytopathology  work, 
so  they  subcontract  it  out.  The  physi- 
cian has  no  knowledge  and  no  choice 
in  the  matter.” 

The  Tyler  incident  highlights  what 
some  say  is  a serious  problem  with 
some  managed  care  plans,  namely, 
lack  of  physician  control  over  who  in- 
terprets the  lab  tests  they  order. 
“That’s  a real  fault  of  this  whole  man- 
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aged  care  thing,”  Dr  Henkes  said. 
“When  a laboratory  is  treated  as  a 
commodity  that  can  just  he  con- 
tracted out,  you  may  never  know  who 
is  doing  the  lab  work.”  He  says  physi- 
cians can  get  to  know  the  reputations 
of  laboratories  and  the  pathologists 
who  run  them  in  their  own  commu- 
nities. “But  when  you’re  sending  a 
specimen  across  the  United  States,  it’s 
very  difficult  to  keep  tabs  on  it.” 

Adding  to  that  difficulty,  Mr 
Wilcox  says,  is  that  managed  care 
plans  often  change  the  labs  they  use, 
depending  on  price  and  availability, 
after  contracts  are  signed. 
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CLIA  still  opposed 

CLLA  was  passed  by  Congress  after 
widespread  publicity  over  the  mis- 
reading of  Pap  smears  by  several  large 
laboratories.  The  Tyler  situation  has 
not  changed  TMA’s  dedication  to 
CLIA  reform.  The  association  is  con- 
tinuing its  efforts  in  Congress  to  get 
the  regulations  amended  so  that  the 
burden  is  lifted  from  small  physician 
office  labs,  says  Donna  Kinney,  man- 
ager of  regulatory  analysis  and  advo- 
cacy for  TMA.  “Pap  smears  have 
always  been  the  problem,  and  the  pro- 
posed changes  to  CLIA  have  required 
continuing  regulation  of  them,”  Ms 
Kinney  said. 

“Physician  office  labs  do  not  read 
cytopathology  slides,”  Dr  Marcus 
added.  “In  the  CLIA  reforms  we’re 
seeking,  we’re  perfectly  happy  to  have 
a provision  that  extends  CLIA  super- 
vision to  any  laboratory,  regardless  of 
its  location,  that  does  Pap  smears  or 
cytopathology.  But  we  oppose  regula- 
tion of  physician  office  labs  where  the 
physician  has  personally  seen  the  pa- 
tient and  is  personally  responsible  for 
the  testing.”  ★ 
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Forty  years  AGO,  urban  teens  didn’t  carry  Uzis,  country  folk* 
didn’t  lock  up  their  sheds,  and  the  word  “drugs”  didn’t  connote  anything  more 
menacing  than  grandpa’s  heart  pills.  But  back  in  those  good  old  days,  before 
CT  scans  and  cardiac  defibrillators,  physicians  lost  a lot  more  patients  to  death 
or  disablement  than  they  do  today  Even  so,  patients  rarely  sued  them  for  bad 
outcomes.  And  if  they  did,  few  physicians  were  willing  to  say  about  another, 
“Doctor  so-and-so  didn’t  do  right.”  Nowadays,  bad  outcomes  seemingly 
guarantee  lawsuits,  and  a veritable  army  of  physicians  appears  to  wait  in  the 
wings  to  support  medical  malpractice  accusations.  With  tremendous  numbers 
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of  malpractice  lawsuits  creating  a steady  demand,  a certain  kind  of  medical  consulting  — 
where  physicians  review  cases  and  testify  at  depositions  and  trials  for  either  the  plaintiff  or  the 
defense  — has  become  big  business.  Some  physicians,  dubbed  “hired  guns,”  testify  regularly  or 
even  full  time  as  expert  witnesses,  while  others  do  it  only  occasionally.  Either  can  earn  hundreds 
of  dollars  an  hour  and  up  to  thousands  a day.  Texas  physicians  and  attorneys  on  both  sides  of 
tort  law  interviewed  for  this  article  say  that  although  such  physicians-for-hire  may  be  more  visible 
today  than  they  were  10  or  20  years  ago,  there  has  been  no  drastic  increase  in  their  numbers.  The 
consensus  among  our  sources  seems  to  be  that  expert  witnesses  are  just  a necessary  part  of  the  system, 
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Any  discussion  of  expert  witnesses  inevitably  conjures  up  the 
so-called  “conspiracy  ol  silence”  accusation  that  persists  to 
this  day  against  the  medical  profession.  At  one  time,  in  fact, 
because  many  physicians  were  reluctant  to  publicly  trounce 
a colleague’s  performance,  even  solid  medical  malpractice 
cases  may  have  been  thwarted.  But  those  were  the  days  when 
expert  witnesses  were  required  to  practice  in  the  same  com- 
munity as  the  defendants  they  testified  against.  “I  think  the 
‘conspiracy  of  silence’  had  less  to  with  whether  docs  were 
willing  to  point  the  finger  at  each  other  and  more  to  do  with 
the  recognition  that  they  had  to  continue  to  work  together  if 
they  did,”  said  Austin  neurosurgeon  and  attorney  Clark 
Watts,  MD,  JD.  A breakdown  in  physician  relations  could 
have  diminished  the  quality  of  care  for  whole  communities, 
Dr  Watts  adds.  By  the  1950s  and  1960s,  however,  an  in- 
crease in  the  number  of  physicians,  a more  urbanized  public, 
and  a national  standard  of  care  recognized  by  the  courts  had 
all  but  broken  the  conspiracy,  he  says. 

Houston  plastic  surgeon  Simon  Fredricks, 

MD,  who  has  been  an  expert  witness  for  both 
plaintiffs  and  defendants  in  medical  malprac- 
tice lawsuits,  agrees  with  that  assessment.  “It 
has  long  been  a cry  of  plaintiff’s  attorneys 
that  medicine  should  clean  up  its  house  and 
that  physicians  won’t  testify  against  each 
other.  In  contemporary  society,  I don’t  believe 
that  exists.” 

Dallas  plaintiff’s  attorney  Paula  Sweeney, 

JD,  however,  argues  that  the  ‘conspiracy’  still 
exists  to  a degree.  “It  is  still  very,  very  difficult 
to  get  local  docs  to  testify  against  other  local 
docs,  even  in  the  big  metropolitan  areas  — 
it’s  just  too  close.”  Yet,  the  medical  profession 
has  matured  in  its  appreciation  of  what  is  and 
is  not  malpractice,  according  to  Ms  Sweeney. 

“Where  it  is  a clear  case,  and  there  has  definitely  been  neg- 
ligence and  someone  has  definitely  been  hurt  as  a result, 
then  there  is  less  of  that  — if  you  want  to  call  it,  ‘conspir- 
acy of  silence'  — than  maybe  there  was  30  years  ago.  Not 
locally,  though.  Locally,  you  still  have  all  the  same  political 
pressures  that  keep  people  from  pointing  the  finger  at  each 
other,  just  because  they  have  to  live  together.” 

Ms  Sweeney  doesn’t  necessarily  begrudge  having  to  go  out 
of  town  for  physician  experts,  admitting  she  would  not  relish 
the  idea  of  testifying  against  one  of  her  own  local  colleagues  in 
a legal  malpractice  suit.  Going  out  of  town  is  also  sometimes 
the  only  way  to  get  an  unbiased  opinion,  she  says.  More  than 
once,  she  has  almost  gotten  entangled  between  two  feuding 
physicians.  When  a physician  in  a small  community  once 
screened  a case  for  her  and  eagerly  encouraged  her  to  pursue  it, 
she  remembers  thinking,  “Gee,  it  must  really  be  bad  if  a local 
doc  is  willing  to  testify.”  Later,  she  found  out  the  two  physi- 


cians hated  one  another.  “It  cuts  both  ways,”  Ms  Sweeney  said. 
“You  don’t  always  know  if  you’re  getting  the  truth  or  not,  so  I’d 
rather  have  someone  a little  more  objective.” 

While  plaintiff’s  attorneys  suggest  medicine  is  still  a bit 
reluctant  to  stand  up  for  victims  of  negligence,  defense  at- 
torneys say  they  face  a challenging  task  as  well.  “It’s  becom- 
ing more  difficult  to  find  physicians  for  our  side,”  said  San 
Antonio  defense  attorney  Rick  Evans,  JD.  “Ten  years  ago, 
docs  were  outraged  to  see  one  of  their  colleagues  sued  and 
were  quick  to  jump  on  the  bandwagon  to  help  them  out.  But 
they  are  getting  tired  of  doing  that  now.  It’s  hard  to  find  a 
physician  who  hasn’t  been  asked  to  defend  someone  as  an  ex- 
pert five  times  already,  and  they’re  just  burned  out.” 

Christians  or  lions 

San  Antonio  gastroenterologist  Leonard  Bentch,  MD,  who 
has  testified  as  an  expert  witness  for  the  defense  twice,  says 
he  only  got  involved  because  his  colleagues 
needed  help.  But  as  soon  as  word  got  out  he 
had  testified,  he  was  bombarded  with  letters 
and  calls  from  attorneys  all  over  the  state.  Al- 
though he  does  not  regret  having  done  it  and 
plans  to  do  more  as  time  allows,  he  described 
testifying  as  an  agonizing  exercise.  “It’s  very 
time-consuming  and  aggravating,”  Dr  Bentch 
said.  “That’s  why  physicians  who  have  done  it 
once  often  say  they’ll  never  do  it  again.” 

Although  he  declines  to  say  the  number  of 
cases  in  which  he  has  testified  or  for  which 
side,  Dr  Fredricks  says  being  an  expert  wit- 
ness is  an  extremely  traumatic  experience. 
“It’s  emotionally  depleting.  Whether  you’re 
testifying  for  the  defense  or  the  plaintiff, 
whichever  side  doesn’t  like  what  you  are  say- 
ing immediately  makes  you  the  defendant, 
and  your  whole  life  is  put  on  the  line.  That’s  why  people 
don’t  want  to  do  it,  because  there  isn’t  enough  money  in  the 
world  to  pay  for  that  type  of  coronary-time  investment.” 
Dr  Fredricks  says  he  testifies  for  both  sides  because  he  sees 
it  as  a duty  to  society.  “I  don’t  differentiate  [between  plain- 
tiff and  defense]  when  asked  to  evaluate  a case  for  its  mal- 
practice potential.  I’m  prepared  to  evaluate  either  side  — 
let  the  chips  fall  where  they  may.”  They  may  not  get  the 
opinion  they’re  looking  for,  he  added,  “but  they’ll  get  the 
opinion  I believe  in.” 

Physicians  who  testify  for  plaintiffs  have  long  been 
dubbed  “whores,”  and  not  just  by  those  against  whom  they 
testify.  But  if  the  American  Medical  Association  has  called  it 
a physician’s  ethical  responsibility  to  testify  under  certain  cir- 
cumstances, and  if  other  medical  societies  provide  policies 
and  guidelines  for  doing  it,  then  why  does  the  name  stick? 

It  sticks,  Mr  Evans  says,  because  a few  hired  guns  willing 
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to  support  the  flimsiest  of  accusations  have  sullied  everyone 
else’s  reputations.  “You  have  to  remember  that  about  90%  of 
malpractice  cases  are  settled,  not  tried.  And  a lot  of  plain- 
tiff’s attorneys  hire  these  guys  just  so  the  other  side  knows 
they  can  get  their  case  to  the  jury  and  that  it’s  not  an  idle 
threat.  That’s  enough  to  convince  a lot  of  people  to  settle  the 
case,  because  there’s  an  inherent  risk  in  jury  decisions.” 

Plaintiff’s  attorneys  have  become  more  sophisticated  and 
know  how  far  to  push  the  defense  side,  Dr  Watts  says.  “There- 
fore, most  frivolous  or  weak  cases  are  settled  out  of  court.  But 
plaintiff  ’s  attorneys  use  the  expert  to  raise  uncertainty  in  the 
minds  of  the  defense  to  try  to  get  them  to  settle." 

Without  hired  guns,  according  to  Austin  defense  attor- 
ney Jim  Cannon,  JD,  many  of  these  nuisance  suits  would 
not  be  brought  against  physicians.  “How  can  you  sue  a 
physician  for  something  that  happened  in  utero?  Yet,  it’s 
done  all  the  time.  And  when  jurors  look  at  that  brain-dam- 
aged baby,  they’re  going  to  want  to  award  money  no  mat- 
ter what  the  circumstances.” 

For  hired  guns,  the  financial  rewards  are  ap- 
parently too  good  to  pass  up.  “You  can  make  a 
ton  of  money  doing  it,”  Mr  Evans  said.  “I  know 
of  physicians  making  more  than  $100,000  a 
year  as  plaintiff’s  expert  witnesses  while  still 
practicing.  And  unlike  patient  care,  it’s  no  risk. 

No  one  ever  gets  sued  for  being  a bad  expert 
witness.  If  you  can  put  up  with  some  attorney 
calling  you  names,  it’s  easy  work.” 

Professional  expert  witnessing  would  seem 
to  necessarily  be  a short-lived  career,  because 
after  being  trashed  by  opposing  counsel  a few 
times  as  a hired  gun,  wouldn’t  credibility  be 
lost?  Not  so,  defense  attorneys  say,  because 
such  physicians  pick  up  skills  to  better  answer 
tough  questions.  They  learn  to  feign  igno- 
rance about  the  number  of  times  they’ve  testi- 
fied, for  example,  claiming  they  don’t  keep  such  records. 
And  Mr  Cannon  says  if  he  respectfully  balks  to  a judge 
about  a plaintiff’s  expert,  “The  judge  will  look  at  me  and 
say,  ‘Fine,  counselor.  If  you  don’t  think  he’s  qualified  as  an 
expert,  then  you  shouldn’t  be  worried  about  losing,  should 
you?  Just  go  tear  him  up  on  cross-examination.  ” 

Risking  the  great  unknown  of  a jury  verdict  is  a gamble 
physicians  and  their  insurers  are  often  not  willing  to  take. 
In  the  past,  if  a plaintiff’s  expert  looked  good,  sounded 
good,  and  had  a license  to  practice  medicine,  he  or  she  may 
well  have  been  allowed  to  testify.  “They  are  often  charming 
and  photogenic,”  Dr  Watts  said.  “They  can  exude  confi- 
dence and  come  across  well.” 

Even  when  defense  attorneys  succeed  in  discrediting 
plaintiff’s  experts,  it  usually  happens  several  years  and  sev- 
eral thousand  dollars  in  expenses  after  the  lawsuit  was  filed. 
“I  served  as  an  expert  for  a physician  defendant  who  was 


dragged  into  court  on  the  basis  of  an  expert  who  wasn’t  an 
expert  in  anything  and  was  ultimately  completely  discred- 
ited,” said  Dr  Bentch.  “Though  we  won  the  malpractice 
suit,  the  physician  defendant  still  had  his  life  on  a string  for 
3 years  and  had  to  go  to  court.  All  this  occurred  because 
there  was  no  standard  to  define  who  an  expert  is.” 

Says  who? 

Tort  reforms  passed  by  the  Texas  Legislature  last  year  tight- 
ened up  the  criteria  for  expert  witnesses.  They  must  now  be 
practicing  physicians  (not  retired)  who  perform  the  proce- 
dures relevant  to  the  claim,  and  must  have  qualifications  and 
knowledge  in  a relevant  area  of  medical  practice.  “Before,  if 
you  had  a license,  some  knowledge  that  was  greater  than  that 
of  a layman,  and  called  yourself  an  expert,  you  could  proba- 
bly testify,”  said  Harold  Freeman,  a Texas  Medical  Associa- 
tion lobbyist.  “The  old  definition  was  so  wide  open,  you 
could  have  driven  a bus  through  it.” 

The  new  law  hasn’t  provided  much  imme- 
diate relief  because  it  does  not  apply  to  the 
cases  most  attorneys  are  working  on  now, 
which  are  those  that  were  filed  before  the  law 
went  into  effect  in  January  1996.  Many  de- 
fense attorneys  say  they  would  like  the  law  to 
allow  only  physicians  in  the  same  specialty  to 
act  as  expert  witnesses,  believing  such  a limita- 
tion could  curtail  hired  gun  activity.  “If  I rep- 
resent a neuro-ophthalmologist,  of  which  there 
are  only  two  in  this  city  and  probably  100  in 
the  country,  the  likelihood  of  my  being  able  to 
find  a colleague  to  testify  is  a lot  better  than 
that  of  the  plaintiff’s  attorney,”  Mr  Evans  said. 

Plaintiff’s  attorneys  tend  to  view  efforts  to 
stiffen  expert-witness  criteria  as  defendant 
paranoia  — a need  to  get  an  unnecessary  leg 
up.  “I  don’t  believe  you  can  write  on  a piece  of  paper,  be  it 
a case  or  a statute,  the  fix  that’s  going  to  cure  the  problem,” 
Ms  Sweeney  said.  “It  has  to  be  handled  on  a case-by-case 
basis  and  through  vigorous  cross-examination." 

Even  some  defense  attorneys  are  not  convinced  such 
measures  are  all  that  critical,  especially  when  restrictive 
rules  for  expert  witnesses  cut  both  ways.  “You’ve  got  to  be 
careful,”  said  Austin  defense  attorney  David  Davis,  JD. 
“Some  people  are  pushing  so  hard  for  this  that  they  are 
eliminating  the  defendants  themselves  as  being  unqualified 
to  testify  as  expert  witnesses.  The  feeling  is  that  it’s  going 
to  hurt  them  worse  than  us.  Well,  maybe,  maybe  not.” 

Sticky  standard  of  care 

Beyond  the  obvious  problems  created  by  unqualified  wit- 
nesses and  hired  guns  willing  to  testify  to  anything,  the  sys- 
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tern  continues  to  struggle  with  the  touchier  question  of  who 
defines  the  medical  standard  of  care.  Mr  Cannon  defended  a 
rural  East  Texas  hospital  and  its  physicians  in  a case  where 
the  plaintiff’s  attorneys  brought  in  expert  witnesses  from 
Beverly  Hills,  Calif.  “The  tax  base  in  Beverly  Hills  is  differ- 
ent from  Navasota,”  Mr  Cannon  said.  “And  it  just  seems  Al- 
ice-in-Wonderlandish  for  Beverly  Hills’  doctors  to  be  talking 
about  what  the  appropriate  standard  should  be  in  Navasota 
without  considering  economic  realities.” 

All  too  often,  even  highly  qualified  expert  witnesses  en- 
gage in  a kind  of  clinical  dishonesty,  Dr  Watts  says.  “Let’s 
say  I’m  the  world's  recognized  expert  in  a procedure,  and  I 
go  into  court  and  say,  ‘Well,  it’s  standard  to  do  it  this  way.’ 
But  it  turns  out  that  95%  ol  physicians  couldn’t  do  it  that 
way  because  they  don’t  have  the  knowledge  or  skills  to  do  it. 
That’s  not  standard  of  care.  That’s  the  care  of  the  recognized 
expert,  not  the  care  of  the  ordinarily  prudent  physician.” 

Working  the  system 

Such  manipulative  behavior  is  just  part  of  the  adversarial 
process,  Dr  Watts  says.  “Very  often,  cases  are  not  outright 
negligence,  but  they  have  weak  links  that  can  be  exploited 
and  made  to  look  like  something  they  are  not."  He  believes 
injecting  more  candor  and  honesty  into  relationships  be- 
tween defendants,  defense  attorneys,  and  defense  expert 
witnesses  would  strengthen  cases.  “You  wonder  why  plain- 
tiffs win  big  rewards  when  it  doesn’t  seem  right?  The  fail- 
ure is  often  somewhere  in  that  triangle.  It  is  absolutely 
essential  that  there  be  openness  in  that  relationship,  be- 
cause in  almost  every  case,  the  defense  expert  witness  is  go- 
ing to  find  something  about  the  defendant  physician’s 
actions  that  makes  him  uncomfortable.  And  if  he’s  unable 
to  be  candid,  or  if  the  defendant  remains  dogmatic  that  he 
did  nothing  wrong,  that  weakens  the  case.” 

Conduct  like  that  can  make  a plaintiff’s  attorney’s  job 
almost  easy.  “I’ve  seen  situations  where  the  defendants  are 
fighting  amongst  themselves,”  Ms  Sweeney  said.  “Typically, 
one  of  the  folks  who  messed  up  won’t  acknowledge  his 
share  of  the  liability,  and  the  others  say,  ‘Well,  to  heck  with 
it.  Were  not  going  to  bear  this  entire  burden  ourselves; 
we  ll  try  it  and  let  the  jury  sort  it  out.’” 

Whenever  Mr  Davis  speaks  to  medical  groups,  he  makes 
a pitch  that  takes  many  physicians  aback.  “Physicians  are 
upset  about  all  these  frivolous  lawsuits  and  whore  experts,” 
Mr  Davis  said.  “But  if  the  real  doctors  in  this  state  would 
not  be  so  disinclined  to  get  involved,  the  problem  would  be 
lessened.  When  a defense  or  even  a plaintiff’s  lawyer  calls 
you  up  and  asks  you  to  look  at  a case,  you  should  get  into 
the  habit  of  saying  yes.  Physicians  could  screen  out  many 
of  these  cases  by  giving  honest  evaluations.”  Otherwise, 
many  plaintiff’s  attorneys  will  flip  to  the  back  of  a trial 
lawyer’s  magazine  and  find  a hired  gun. 


In  Texas,  a firm  line  is  drawn  between  consulting  experts 
and  testifying  experts,  meaning  physicians  may  agree  to 
screen  cases  for  plaintiff’s  attorneys  without  having  to  tes- 
tify. “If  you  are  a consulting  expert,  plaintiff’s  attorneys 
never,  ever  have  to  disclose  you.  They  cannot  be  forced  to 
do  so,”  Mr  Davis  said. 

Dr  Bentch  believes  more  physicians  should  get  involved 
as  well.  He  says  in  both  cases  in  which  he  testified  as  a de- 
fense expert  witness,  the  plaintiff’s  attorneys  had  what  he 
considered  to  be  incompetent  expert  witnesses.  “But  they 
didn’t  know  that  they  had  terrible  experts.  And  in  one  case, 
they  were  stunned  that  their  guy  was  so  bad.  Had  that  at- 
torney had  good  advice,  I think  he  would  have  told  his 
client  they  had  no  case.” 

Most  defense  and  many  plaintiff’s  attorneys  say  that  the 
best  cure  for  frivolous  lawsuits  and  hired-gun  experts  is  to 
take  more  cases  to  trial.  “To  me,  the  single  biggest  problem 
is  insurance  companies  paying  nuisance  value,”  Ms 
Sweeney  said.  “Medical  malpractice  insurers  should  quit 
paying  baloney  claims  and  just  say,  ‘Look,  you  don’t  have  a 
good  expert  or  you  don’t  have  an  expert  at  all,  and  we’re  not 
paying  you  ten  cents.  We  ll  try  the  case.’  That  message 
would  percolate  out  to  the  entire  community.” 

It’s  just  so  much  simpler  to  settle,  Mr  Cannon  says,  and 
although  he  wishes  more  clients  wouldn’t,  he  empathizes 
with  their  decisions.  “I  look  at  my  client  and  say,  ‘OK,  doc- 
tor, here  comes  real-world  time.  Lor  the  next  2 weeks  you 
can’t  go  back  to  your  practice;  you  have  to  be  in  a court- 
room with  me  8 hours  a day;  and  every  night  we’ll  come 
back  to  my  office,  go  over  what  happened,  and  get  ready 
for  the  next  day’s  work.  Then,  we  ll  see  what  the  jury  does 
afterward.’  And  the  doctor  will  look  at  me  and  say,  ‘Hell 
no,  I’d  rather  just  settle.  ” But  deciding  whether  or  not  to 
settle  may  never  get  easier  considering  the  complexities  of 
medical  malpractice  cases  and  the  unknown  variables  in- 
volved, including  the  influence  of  expert  witnesses.  ★ 


Search  for  truth 

Why  physicians  should  talk  about  expert  testimony 

By  Burton  C.  Einspruch,  MD 

In  the  highest  ranges  of  thought , in  theology,  philosophy, 
and  science,  we  find  differences  of  view  on  the  part  of  the 
most  distinguished  experts  — theologians,  philosophers,  and 
scientists.  The  history  of  scholarship  is  a record  of  disagree- 
ment” (1). 

One  of  the  desirable  legacies  of  a democratic  pluralistic  so- 
ciety is  its  vulnerability  to  formal  legal  dispute.  Physicians, 
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as  is  the  case  with  other  individuals  possessing  a highly  de- 
fined and  not  easily  achieved  body  of  knowledge,  are  valu- 
able participants  in  the  judicial  system.  It  should  be  noted 
that  expertise  ostensibly  rendered  in  an  objective,  impartial, 
and  scientific  sense  has  a long  tradition.  Unfortunately,  a 
striking  lack  of  definition 
of  what  constitutes  an  ex- 
pert succumbs  in  practical- 
ity to  be  only  an  individual 
who  theoretically  possesses 
more  information  than  a 
jury  member  or  the  gen- 
eral court  audience. 

The  standard  for  ac- 
cording expert  status,  ie,  ac- 
cording the  mantle  of  the 
capacity  to  render  expert 
testimony,  should  be  that 
the  expert  is  reasonably  cer- 
tain about  the  diagnosis  and  the  issues  or  questions  pertinent 
to  the  case  and  not  simply  about  his  or  her  field  in  general 
and  is  able  to  help  the  judge  or  jury  reach  a more  valid  con- 
clusion than  would  be  possible  without  the  expert’s  testi- 
mony. If  laypersons  are  as  accurate  as  the  expert  or  equally 
accurate,  with  or  without  the  experts  help,  the  expert  is  not 
needed.  This  level  of  expertise  sought  after  in  some  forms  of 
litigation  is  considerably  different  than  the  expertise  expected 
in  a consultation  room  or  surgical  amphitheater  where  no  ad- 
versarial process  is  present  and  opinions  are  not  being  gath- 
ered by  opposing  counsel. 

For  centuries,  expert  witnesses  have  been  called  upon  to 
explain  to  judges  and  jurors  the  behavior  of  individuals 
who  have  seriously  transgressed  laws,  ie,  murder  or  rape,  in 
a fashion  sufficiently  bizarre  that  explanation  is  necessary 
to  clarify  the  level  of  responsibility  to  which  the  perpetra- 
tor must  be  held.  The  concept  of  the  insanity  plea,  which 
seems  to  this  writer  to  be  more  of  a pyrotechnical  oppor- 
tunity for  the  defense  than  an  expression  of  simple  Judeo- 
Christian  humanity,  is  an  example  of  one  form  of  expert 
testimony  that  generates  enormous  controversy.  However, 
criminal  responsibility,  especially  the  insanity  plea,  is  but  a 
small  fraction  and  provides  only  a smidgen  of  the  “gravy’’ 
of  expert  testimony.  I use  the  word  gravy  since  there  has 
been  a parallel  between  the  decline  of  physicians’  economic 
security  and  the  rise  of  lawsuits.  The  hysteria  of  recovered 
memories,  prediction  of  violence,  the  value  of  uncertain 
“alternative  medical  care,’’  and  the  fear  of  harm  based  upon 
environmental  hazards  represent  typical  courtroom  chal- 
lenges that  enlist  expert  medical  testimony. 

Pseudoscientific  fallacies,  buttressed  by  manipulated  sta- 
tistics and  rendered  by  individuals  with  modest  scientific 
training,  marginal  understanding  of  their  fields,  and  little 
acceptance  and  credibility  among  their  peers,  have  been  al- 


lowed into  the  courtroom  to  make  assumptions  detrimen- 
tal to  both  plaintiff  and  defendant  alike.  Recruited  by  the 
legal  system,  physicians,  because  of  their  own  personal  is- 
sues, have  readily  succumbed  to  the  opportunity  of  cham- 
pioning causes  with  their  anecdotal  views  and  have  devoted 
too  little  time  to  assessing  the  scientific  proofs  and  weigh- 
ing the  extensive  data  that  complex  issues  require.  Ex- 
ploitation of  our  colleagues  is  common;  however,  many  are 
well-paid  collusive  victims. 

In  incredibly  cynical  fashion,  John  O’Quinn,  JD,  Hous- 
ton attorney  of  breast  implant  litigation  fame,  stated,  “Pick 
the  right  expert  witnesses.  Pick  doctors  who  reach  conclu- 
sions first  and  look  for  evidence  later’’  (2).  To  counter  this 
trend  of  “junk  science’’  is  no  easy  task.  Our  readers  are 
highly  advised  to  put  on  their  summer  reading  list  Galileo's 
Revenge:  Junk  Science  in  the  Courtroom,  written  by  Peter  W. 
Huber,  who  vehemently  and  articulately  argues  that 
“among  all  refractory  problems  of  our  modern  liability  sys- 
tem, junk  science  is  the  most  insidious  and  least  noted”  (3). 

We  as  physicians  in  Texas  adhering  to  ethical  standards 
and  objective  scientific  obligation  must  be  willing  to  par- 
ticipate in  issues  of  controversy.  But  a search  for  the  truth 
is  difficult,  uncertain,  and  controversial.  Although  we 
should  not  simply  march  lockstep  with  only  establishment 
views,  which  may  represent  the  current  state  of  the  art,  nei- 
ther should  we  discard  them  and  succumb  to  unproven 
whimsey  for  financial  gain,  the  wish  for  personal  redress, 
or  the  lack  of  scholarship,  and  thereby  exploit  our  hard- 
earned  medical  diplomas. 

An  enormous  disservice  is  done  to  the  courts  and  the 
medical  profession  by  individuals  who  reduce  the  credibil- 
ity of  the  expertship  by  presenting  nonscience  as  being  sci- 
entific. A persuasive,  manipulative  expert  who  “can  present 
theories  not  sufficiently  established  or  have  been  debunked 
or  found  unacceptable  to  peers  can  create  courtroom 
havoc”  (3).  Even  qualified  scientists  make  errors,  but  indi- 
viduals who  use  ideas  that  shun  the  peer  review  process, 
and  offer  simply  opinions  based  on  anecdotes,  presump- 
tions, folklore,  and  other  types  of  meta-knowledge,  have 
no  place  in  the  courtroom. 
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The  Physician’s  Life 

Beyond  ADA 

Physicians  find  innovative  ways  to  deliver  care  to  patients  with  disabilities 

By  Carly  L.  Price 


Five  times  a month,  rheumatologist  John  P. 

Huff,  MD,  loads  his  car  with  medical  supplies 
from  his  San  Antonio  office  and  heads  for  a 
small  Texas  town.  The  drive  might  be  a long 
one  — up  to  100  miles  — but  it’s  worth  it  to  Dr  Huff  and 
his  associates,  who  journey  throughout  South  Texas  to  care 
for  patients  who  are  too  disabled  to  travel. 


Since  the  Americans  with  Disabilities  Act  (ADA)  was 
passed  in  1990,  increasingly  sophisticated  facilities  and 
equipment  have  emerged  to  help  physically,  visually,  and 
hearing-impaired  patients  get  adequate  medical  attention. 
But  even  the  most  expensive  innovations  won  t make  up 
for  personalized  care.  And  to  some  Texas  physicians,  in- 
stalling ramps  just  isn’t  enough.  Dr  Huff  and 
others  like  him  have  taken  the  initiative  to  pro- 
vide support  and  services  for  disabled  patients 
beyond  what  the  law  requires,  and  their  efforts 
show  that  even  the  small  things  count. 


city  he  visits,  and  a receptionist  and  a 
nurse  accompany  him  to  help  ap- 
pointments run  smoothly. 

Dr  Huff  and  six  other  physician  as- 
sociates spend  about  25%  of  their 
time  out  of  the  office,  making  about 
20  trips  a month.  “We  hit  all  four 
points  of  the  compass  around  San  An- 
tonio — north  to  Kerrville  and  Fred- 
ericksburg, northeast  to  San  Marcos 
and  Seguin,  west  to  Uvalde,  east  to  Cuero,  and  south  to 
Floresville.  The  closest  town  is  30  minutes  away,"  he  said. 

Joel  Rutstein,  MD,  director  of  the  Arthritis  Diagnostic 
and  Treatment  Center  in  San  Antonio,  founded  the  satellite 
program  about  10  years  ago,  and  Dr  Huff  calls  it  a growing 
trend.  “You’ll  see  traveling  docs  in  all  sorts  of  specialties 


Driving  the  pain  away 

One  patient  Dr  Huff  visits  regularly,  a woman 
in  her  30s,  has  a severe  form  of  lung  disease.  She 
spends  her  life  on  an  oxygen  tank  and  is  unable 
to  walk  more  than  a few  feet.  Other  patients  suf- 
fer from  a variety  of  debilitating  conditions, 
ranging  from  arthritis  and  systemic  lupus  to  os- 
teoporosis. None  would  have  access  to  rheuma- 
tology care  in  their  areas  without  Dr  Huff. 

“Many  of  my  patients  have  severe  spinal 
problems.  Some  of  them  use  walkers,  and  some 
are  in  wheelchairs,"  Dr  Huff  said.  “A  lot  of 
these  people  are  elderly.  Driving  2 hours  each 
direction  into  San  Antonio  is  something  in 
their  worst  nightmares,  but  they  need  the  care.” 

During  road  trips,  Dr  Huff  schedules  up  to 
60  patients  in  one  day.  He  arranges  in  advance 
to  rent  another  doctor’s  office  in  each  outlying 


Carly  L.  Price  is  a freelance  writer  based  in  Austin.  Austin  pediatrician  Cheryl  Coldwater,  MD,  gains  a tot’s  trust  during  an  exam. 
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these  days,  surgical  and  medical,  who 
travel  to  underserved  areas.” 

Although  it  sounds  costly,  the  group 
of  physicians  has  devised  an  efficient 
way  to  expedite  their  “traveling  prac- 
tice.’ They  purchased  a company  car  to 
cut  expenses,  and  because  he  is  inter- 
rupted far  less  often  than  in  his  main  of- 
fice, Dr  Huff  can  see  more  patients  and 
still  spend  plenty  of  time  with  them. 

“Profitwise,  I think  the  volume 
more  than  makes  up  for  the  distance 
and  anything  extra  that  you  end  up 
doing,’  said  Dr  Huff.  “You’re  going  to 
drive  2 hours,  see  patients  for  up  to  8 
hours,  and  drive  all  the  way  back. 
That’s  a long  day!  But  you  would  not 
see  these  people  otherwise.  As  a physi- 
cian, I’m  here  to  help  people.  That’s 
why  I went  into  medicine.” 

Dr  Huff  also  believes  that  seeing  pa- 
tients in  their  home  environments  where 
they  are  more  comfortable  is  more  con- 
ducive to  effective  diagnosis  and  care. 
And  area  hospitals  benefit  from  tests  and 
other  services  that  are  ordered  locally.  “It 
enhances  the  bottom  line  for  those  hos- 
pitals because  they  get  greater  utiliza- 
tion. The  whole  community  benefits 
when  we  go  out  there,”  Dr  Huff  said. 
“And  it  also  builds  our  practice,  even 
though  it’s  from  a great  distance.” 

Despite  the  laborious  schedule,  Dr 
Huff  enjoys  each  trip  down  a long 
stretch  of  highway  and  into  a world 
much  different  from  his  own.  “I’ve  got- 
ten to  see  parts  of  Texas  I never  would 
have  seen,”  he  said.  “There’s  a different 
feeling  out  there  about  medicine.  I’ve 
made  friends  with  doctors  who  I never 
would  have  met.  And  most  impor- 
tantly, people  who  need  subspecialty 
care  out  there  are  getting  it.” 

Breaking  the  language  barrier 
American  Sign  Language  (ASL)  is  the 
third  most  common  language  used  in 
the  United  States.  Although  the  esti- 
mated 1.8  million  deaf  people  in  this 
country  visit  physicians  twice  as  often 
as  hearing  people,  many  practices  are 
not  equipped  to  communicate  effec- 
tively with  them. 
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The  Silent  Care  Center  at  Hermann 
Hospital  is  the  first  facility  in  Texas  to 
offer  programs  and  services  specifically 
tor  hearing-impaired  patients.  The  cen- 
ter provides  sign  language  interpreters, 
operates  a FDD  health  information 
line,  and  distributes  special  literature 
for  hearing-impaired  patients. 

“Seven  interns  and  residents  run  a 
continuity  clinic  as  part  of  their  train- 
ing,” said  Dominick  D’Aunno,  MD, 
clinical  instructor  and  attendee  for  the 
center.  “Our  residents  are  training  in 
pediatrics  and  internal  medicine,  so  we 
are  able  to  provide  care  for  deaf  chil- 
dren and  adults,  as  well  as  for  hearing 
children  who  have  deaf  parents.”  The 
center  has  high-level  interpreters  and 
psychiatrists  available,  if  needed. 

Dr  D'Aunno  and  Susan  Mueller, 
MD,  opened  The  Silent  Care  Center  in 
1992  in  response  to  the  unmet  health- 
care needs  of  deaf  patients.  “A  large 
number  of  deaf  people  don’t  practice 
routine  health  care  or  have  good  access 
to  it,”  Dr  D’Aunno  said.  “Our  first  goal 
was  to  provide  them  with  good  access, 
and,  second,  to  educate  the  health-care 
community  about  deaf  patients’  special 
needs.”  More  than  180,000  hearing-im- 
paired people  reside  in  Harris  County. 

Dr  D’Aunno  explains  why  inter- 
preters are  important  for  hearing-im- 
paired patients.  “Although  many  deaf 
patients  can  read  lips,  this  can  only  suf- 
fice under  ideal  circumstances,”  he 
said.  “The  patient  must  have  good  vi- 
sion and  a direct  view  of  the  physician’s 
face  in  a well-lit  room.  The  physician 
must  speak  a dialect  with  full  lip  move- 
ment and  can’t  have  facial  hair.” 

To  avoid  frustrating  patients  and 
physicians,  interpreters  should  have 
some  familiarity  with  medical  termi- 
nology. The  Silent  Care  Center  em- 
ploys interpreters  from  Sign  Shares,  a 
private  company,  which  uses  the  clinic 
for  internships,  Dr  D’Aunno  says.  “And 
most  of  our  doctors  have  some  knowl- 
edge of  ASL,  so  they  can  monitor  the 
effectiveness  of  each  interpreter.” 

Another  major  obstacle  for  hearing- 
impaired  patients  is  the  complexity  of 


Annual 

Meeting 

Texas  Society  of 
Internal  Medicine 

in  conjunction  with  the 

American  College 
of  Physicians  Texas 
Academy  Chapter 


Highlights: 

Manpower  Needs  and  Training  Strate- 
gies for  Internal  Medicine 
* * * 

Hormone  Replacement  Therapy 

5k  * * 

Gene  Therapy  for  the  Injured  Vascu- 
lar Endothelium 
>k  >k  * 

Clinical  Applications  of 
Endoscopic  Ultrasound 
5k  3k  * 

Exhibits 

Friday  and  Saturday 
November  1-2, 1996 
Austin  Marriott  at  the  Capitol 

13  hours  AMA  PRA 
Category  1 credit  available 

For  registration  information 
call:  (817)  724-2350  or 
(800)  724-7280 

For  TSIM  membership  information 
call:  (512)  370-1508  or 
(800)  880-1300,  ext.  1508 
http  :/Avww.  texmed . org/socs/ 
soclist/tsimhmpg.htm 


AC  P 


THE  ARMY 
RESERVE  OFFERS 
UNIQUE  AND 
REWARDING 
EXPERIENCES. 


As  a medical  officer  in  the 
Army  Reserve  you  will  be 
offered  a variety  of  challenges 
and  rewards.  You  will  also 
have  a unique  array  of  advan- 
tages that  will  add  a new 
dimension  to  your  civilian 
career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education 
programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advan- 
tage to  find  out  how  well  the 
Army  Reserve  will  treat  you 
for  a small  amount  of  your 
time.  An  Army  Reserve 
Medical  Counselor  can  tell 
you  more.  Just  call  collect: 

(214)  767-0818 

ARMY  MEDICINE. 

BE  ALL  YOU  CAN  BE. 


VOLUME  92  ★ NUMBER  9 


39 


Sick  Over  Malpractice 
Insurance  Premiums? 

Rejected,  cancelled  or  non-renewed? 

In  a high-risk  specialty? 
El  Dorado  has  the  cure! 

Licensed  and  admitted  carrier  with 
S&P  rating  of  A+  for  claims  paying  ability. 

« Cost-saving  policy  with  premium 
financing  available. 

Risk  Management  Program  to  help 
you  return  to  a standard  policy. 

Coverage  for  all  specialties  and 
an  alternative  to  the  JUA  program. 

El  Dorado  is  dedicated  to  the  unique 
needs  of  the  medical  professional. 

For  more  information, 
call  Claudia  Cox  or  Bob  Kins*  at 
(800)  221-3386  or  (713)  521-9251, 
or  Fax  (713)  521-0125. 

EL  DORADO 

INSURANCE  AGENCY,  INC. 


“INSURANCE  PLUS”.  . . SINCE  1968 

P.O.  Box  66571  • Houston,  Texas  77266-6571 

© 1 996,  El  Dorado  Insurance  Agency,  Inc. 


^ERMATOPATHOLOGY 


B0RAT0RIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


■ Frozen  Sections 

■ Diagnostic  Consultation 
® Slide  Processing 

* Rush  2 Hour 

Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 

CLAYJ.  COCKERELL,  M.D. 


The  Physician’s  Life 

medical  literature.  Studies  show  that 
the  average  deaf  adult  reads  at  a fourth- 
to  fifth-grade  level.  As  a result,  hearing- 
impaired  patients  may  lack  the  reading 
skills  to  glean  information  from  main- 
stream printed  material,  which  puts 
them  at  a much  greater  risk  for  illness. 
A typical  pamphlet  about  sexually 
transmitted  diseases  (STDs),  for  exam- 
ple, might  appear  complicated  to  a 
hearing-impaired  patient,  who  might 
not  understand  preventive  measures  to 
avoid  contracting  STDs. 

Deaf  people  also  lack  access  to  basic 
information  that  hearing  people  learn 
inadvertently  through  daily  conversa- 
tion. Studies  show  that  many  deaf  peo- 
ple are  unaware  of  common  health 
issues  because  they  lack  prior  exposure 
to  health  discussions  and,  as  a result, 
are  not  as  involved  in  their  own  health 
care.  They  may  end  up  confused  or 
scared,  and  may  not  understand  why 
medications  are  prescribed. 

The  Silent  Care  Center  provides 
medical  pamphlets  that  contain  large, 
visually  stimulating  diagrams  rather 
than  plain  text,  and  interpreters  con- 
stantly reinforce  health  information 
during  visits.  When  deaf  patients  take 
control  of  their  own  care,  they  feel 
more  comfortable  with  home  treat- 
ments, and  they  can  give  physicians 
better  feedback  about  treatments  and 
medications,  Dr  D’Aunno  says. 

Beyond  the  call 

The  familiar  sounds  of  static  and 
Muzak  drone  on  as  Cheryl  Coldwater, 
MD,  an  Austin  pediatrician,  lets  out  a 
deep  sigh.  She  is  on  hold  — again. 
Every  day,  Dr  Coldwater  and  her  staff 
deal  with  the  runaround  from  insur- 
ance companies,  making  appointments 
and  pushing  for  coverage,  because  it 
makes  such  a difference  in  the  lives  of 
patients,  particularly  those  with  dis- 
abilities. Her  efforts  prove  that  it’s  not 
necessary  to  reorganize  your  practice, 
spend  thousands  of  dollars,  or  perform 
massive  construction  to  improve  the 
care  disabled  patients  receive. 

“One  of  my  patients  was  prema- 
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ture,  had  some  brain  damage,  is  blind, 
and  has  seizures.  He’s  2 years  old 
chronologically  but  is  about  6 months 
old  developmentally,”  Dr  Coldwater 
said.  “1  have  kids  with  chronic  ill- 
nesses that  are  quite  debilitating,  sev- 
eral Down  syndrome  kids,  and  a 
teenager  with  diabetes.” 

Patients  with  severe  disabilities  usu- 
ally are  followed  by  other  specialists, 
and  Dr  Coldwater  works  with  a team 
dedicated  to  minimizing  the  coordina- 
tion hassles  the  patients  experience. 
They  spend  hours  each  day  organizing 
schedules,  making  appointments,  and 
coordinating  treatment  plans. 

“One  little  boy  has  four  different 
doctors  besides  me,  and  I always  work 
to  coordinate  things  among  those  var- 
ious specialists,”  she  said.  “This  child 
needed  a catheter  put  in  so  he  could 
get  IV  fluid,  but  he’d  also  been  having 
digestive  trouble,  so  another  doctor 
was  thinking  of  doing  an  endoscope 
on  him.  Well,  I talked  them  into  do- 
ing it  all  at  once  so  it  would  be  easier 
on  the  patient.” 

Dr  Coldwater  can  relate  to  the 
struggles  her  disabled  patients  face. 
Since  a birth  defect  resulted  in  the  loss 
of  one  leg,  she  has  spent  her  entire  life 
walking  on  an  artificial  leg  or  on 
crutches.  She  does  her  best  to  show 
young  patients  that  having  a disability 
doesn't  mean  you  can’t  have  a life. 

“I  think  that  makes  me  really  ac- 
cessible to  these  kids,”  said  Dr  Cold- 
water.  “They  say  things  like  ‘Where’s 
your  leg,  Dr  Coldwater?’  And  I look 
at  that  as  a good  thing  because  I have 
a unique  opportunity  to  talk  to  kids 
about  their  disabilities  and  to  reassure 
them.  I think  they  trust  me  more,  and 
it  also  shows  them  that  disabled  peo- 
ple can  do  things.” 

Providing  thorough  explanations 
and  emotional  support  for  parents  and 
families  of  disabled  patients  is  also  im- 
portant. “The  parents  are  dealing  with 
so  many  doctors,  they  may  not  feel  like 
they  really  understand  what’s  being 
recommended  or  what  the  medicine 
and  treatments  are  for,”  Dr  Coldwater 


said.  “One  of  our  main  jobs  is  to  be 
available  to  explain  those  things  and  to 
give  parents  and  children  time  to  un- 
derstand and  ask  questions.  Obviously, 
you  have  to  be  accessible  in  all  ways — 
not  just  with  your  building,  but  also 
with  communication. 

“It’s  not  just  about  putting  in  ele- 


vators. Our  biggest  job  is  to  be  advo- 
cates for  our  patients  and  to  make  sure 
everything  is  done  in  their  best  inter- 
est,” Dr  Coldwater  said.  “When 
you’re  dealing  with  the  disabled,  it’s 
important  to  look  at  the  whole  pa- 
tient— you  don’t  just  take  care  of  the 
arm  or  the  head.”  ★ 
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Pancreatitis  associated  with  human  immunodeficiency 
virus  infection:  a matched  case-control  study 


To  determine  the  frequency  of  pancreatitis 
and  to  define  risk  factors  for  pancreatitis 
in  patients  with  AIDS,  we  compared  pa- 
tients with  pancreatitis  to  patients  with- 
out pancreatitis  in  an  urban  infectious 
disease  practice.  Pancreatitis  was  defined 
as  at  least  one  clinical  sign  or  symptom 
( nausea,  vomiting,  abdominal  pain,  or 
tenderness ) accompanied  by  elevation  of 
serum  amylase  or  lipase.  Twenty-four 
(22%)  of  105 patients  with  ADDS,  2 
(4%)  of  46 patients  with  AIDS-related 
complex,  1 (3%)  of 39  asymptomatic  pa- 
tients infected  with  HIV-1,  and  none  of  9 
uninfected  patients  at  risk  for  HIV-1  de- 
veloped pancreatitis  as  defined  above. 
Fourteen  patients  experienced  multiple 
episodes  and  three  were  symptomatic  for 
more  than  2 months.  Pancreatitis  was 
more  likely  to  have  occurred  in  patients 
with  AIDS  (P<.  001),  bdiary  tract  dis- 
ease (V=.013),  and  hypertriglyceridemia 
( P=. 032).  After  matching  for  these  fac- 
tors and  duration  of  current  HIV  disease, 
cryptosporidiosis,  intravenous  pentami- 
dine, and  isoniazid  were  each  associated 
independently  with  pancreatitis  (T<.05). 
Before  didanosine  (ddl)  became  available, 
22%  of  the  patients  with  AIDS  in  this 
practice  had  pancreatitis.  Cryptosporidio- 
sis, isoniazid,  and  intravenous  pentami- 
dine should  be  considered  among  the 
potential  etiologies. 


Send  reprint  requests  to  Dr  Dowell,  Centers 
for  Disease  Control  and  Prevention,  Mailstop 
C-09,  1600  Clifton  Road  NE,  Atlanta,  GA 
30333. 


Scott  F.  Dowell,  MD,  MPH 
Elizabeth  A.  Holt,  DrPH 
F.  Kevin  Murphy,  MD 

In  1 987,  Brivet  and  col- 
leagues  noted  elevations  of  serum 
amylase  and  lipase  in  patients  with 
acquired  immunodeficiency  syn- 
drome (AIDS)  who  were  not  on  any 
drug  therapy  known  to  be  associated 
with  pancreatitis.  These  investigators 
reviewed  retrospectively  13  autopsied 
patients  and  found  pancreatic  lesions 
in  7 of  them,  including  infiltration  by 
cytomegalovirus  (CMV),  Toxoplasma, 
Kaposi’s  sarcoma,  and  lymphoma  (1). 
The  autopsy  findings  have  been  con- 
firmed and  expanded  by  reviews  of 
pancreatic  pathology  in  a total  of  314 
patients  with  AIDS  (2-5).  Infiltration 
of  the  pancreas  with  most  of  the  op- 
portunistic pathogens  and  cancers 
that  affect  other  organs  has  been  well 
documented  in  these  studies. 

Clinical  evidence  of  pancreatitis  in 
patients  with  AIDS  has  been  reported 
in  association  with  opportunistic 
pathogens  including  Cryptosporidium 
(6,7),  CMV  (8—11),  and  Mycobac- 
terium tuberculosis  (12,13).  Pentami- 
dine isethionate  has  been  implicated 
repeatedly,  including  several  fatalities 
(14-19),  but  the  medication  linked 
most  clearly  to  pancreatitis  in  patients 
with  AIDS  is  didanosine  (ddl).  Pan- 
creatitis is  a major  dose-limiting  toxic 
effect  of  ddl,  seen  in  up  to  23%  of  pa- 
tients (20-25). 

Recent  studies  in  adult  (26)  and 
pediatric  (27)  populations  have  con- 
firmed that  elevations  of  serum  amy- 
lase and  pancreatitis  occur  commonly 
in  patients  with  AIDS.  Because  pan- 
creatitis has  been  a significant  prob- 
lem among  patients  with  AIDS 
referred  to  this  private  clinic,  we  re- 
viewed our  experience  prior  to  the 
availability  of  ddl,  and  designed  a 
matched  case-control  study  to  explore 
specific  associations. 


Methods 

Subjects 

All  patients  in  a private  referral  practice 
for  infectious  diseases  and  tropical 
medicine  in  Dallas,  Tex,  who  had  been 
followed  for  3 or  more  months  between 
October  1983  and  July  1988  and  who 
either  had  or  were  followed  because 
they  were  at  risk  for  acquiring  human 
immunodeficiency  virus- 1 (HIV-1)  in- 
fection were  included.  All  clinical  eval- 
uations were  performed  by  one  of  the 
two  physicians  in  the  practice. 

Data  collection 

Information  on  presence  or  absence  of 
pancreatitis  and  associated  risk  fac- 
tors, clinical  manifestations,  infec- 
tions, and  medications  was  collected 
from  clinic  and  hospital  charts.  A 
standardized  form  was  used. 

For  the  purpose  of  clinical  manage- 
ment, pancreatitis  was  considered  to 
have  occurred  if  at  least  one  clinical 
sign  or  symptom  (nausea,  vomiting, 
abdominal  pain,  or  abdominal  tender- 
ness) was  accompanied  by  elevation  of 
serum  amylase  or  lipase.  For  the  pur- 
pose of  this  investigation,  a more  con- 
servative definition  was  applied 
subsequently  that  required  elevation 
of  serum  amylase  or  lipase  to  two  or 
more  times  the  upper  limit  of  normal. 

We  used  the  1986  Centers  for  Dis- 
ease Control  case  definition  (28)  to 
define  AIDS.  The  AIDS-related  com- 
plex (ARC)  was  defined  as  the  pres- 
ence of  oral  candidiasis,  hairy 
leukoplakia,  unexplained  weight  loss 
of  more  than  10  pounds,  or  unex- 
plained constitutional  symptoms  last- 
ing more  than  1 week  that  included 
diarrhea,  fever,  or  night  sweats  in  a pa- 
tient with  HIV  infection  (29). 

Alcohol  use  was  divided  into  four 
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categories:  none,  less  than  six  drinks 
per  week,  6 to  14  drinks  per  week, 
and  more  than  14  drinks  per  week. 
Biliary  tract  disease  was  considered  to 
be  present  il  the  diagnosis  ol  cholecys- 
titis, gallstones,  or  a dilated  biliary 
tract  was  made  or  il  the  patient  had  a 
cholecystectomy.  Elevated  serum 
triglyceride  was  defined  as  a level  of 
greater  than  380  mg/dL  on  two  or 
more  occasions.  All  patients  were 
questioned  about  alcohol  use  and  a 
history  of  biliary  tract  disease  or 
surgery,  and  all  had  triglyceride  levels 
measured  periodically  as  a part  of  a 
standard  chemistry  panel. 

Data  analysis 

The  prevalence  ol  pancreatitis  was 
compared  among  patients  with  or 
without  AIDS,  biliary  tract  disease,  el- 
evated serum  triglycerides,  and  alco- 
hol use.  The  chi  square  test  with 
Yates’s  correction  or  Fisher’s  exact  test 
was  used  as  appropriate. 

A subset  of  63  patients  (21  with 
pancreatitis  and  42  without)  was  ana- 
lyzed subsequently  in  a matched  case- 
control  study  to  assess  what  infections, 
cancers,  and  medications  may  have 
been  associated  with  the  first  episode  of 
pancreatitis.  From  the  subjects  in  the 
chart  review,  two  controls  (patients 
without  pancreatitis)  were  selected  for 
each  case  (patient  with  pancreatitis). 
Cases  and  controls  were  matched  for 
level  ol  alcohol  consumption,  presence 
or  absence  of  biliary  tract  disease,  diag- 
nostic group  (AIDS,  ARC,  or  asympto- 
matic), and  time  since  HIV-associated 
disease  was  recognized. 

Any  opportunistic  infection  or  can- 
cer diagnosed  within  1 month  of  the 
first  episode  of  pancreatitis  was  consid- 
ered to  be  associated  with  the  episode. 
A medication  was  considered  to  be  as- 


sociated if  the  patient  was  taking  the 
drug  within  5 days  before  the  onset  ol 
the  first  pancreatitis  episode.  For  the 
controls,  the  presence  of  an  oppor- 
tunistic infection  or  cancer  or  use  of 
medication  was  assessed  at  an  equiva- 
lent number  of  days  after  the  defining 
illness  as  in  their  matched  case. 

Those  factors  found  to  be  associated 
with  pancreatitis  by  bivariate  analysis 
were  entered  into  a stepwise  logistic  re- 
gression analysis  to  determine  which 
factors  best  predicted  the  diagnosis  of 
pancreatitis.  Adjusted  odds  ratios  (OR) 
and  95%  confidence  intervals  (Cl) 


were  calculated  for  each  factor.  The 
biomedical  data  program  (BMDR 
Berkeley,  Calif)  statistical  software  was 
used  for  the  multivariate  analysis. 

Results 

One  hundred  ninety-nine  patients 
met  study  criteria;  their  charts  were 
reviewed.  Age,  sex,  race,  risk  group, 
and  months  of  follow-up  were  similar 
in  cases  and  controls  (Table  1).  This 
population  was  relatively  homoge- 
neous; 87%  of  subjects  were  gay  white 
males.  In  addition  to  a diagnosis  of 
AIDS,  biliary  tract  disease  (P=.013) 


Fig  1.  Prevalence  of  pancreatitis  according  to  stage  of  HIV-1  disease. 


% with  pancreatitis 

25  i— 


AIDS  ARC  HIV-1+  At  Risk 


AIDS  = acquired  immunodeficiency  syndrome;  ARC  = AIDS-related  complex;  HIV-1  + = HIV- 
1 infected  but  without  a defining  illness  for  ARC  or  AIDS;  At  Risk  = followed  because  of  risk  for 
HIV-1  infection  but  uninfected  to  date. 


VOLUME  92  ★ NUMBER  9 


45 


and  hypertriglyceridemia  (P=. 032) 
were  associated  with  an  increased  like- 
lihood of  pancreatitis. 

Twenty-four  (22%)  patients  with  a 
diagnosis  of  AIDS  developed  pancre- 
atitis, and  a progressive  increase  in  the 
prevalence  of  pancreatitis  was  seen  with 
increasing  severity  of  disease  (Fig  1). 
Pancreatitis  was  significantly  more 
common  in  patients  with  AIDS  than 
in  patients  without  AIDS  (P<.001). 
The  proportion  of  patients  afflicted 
with  pancreatitis  progressively  in- 
creased with  time,  and  60%  of  those 
patients  surviving  past  36  months  from 
the  diagnosis  of  AIDS  experienced  at 


least  one  episode  of  pancreatitis. 

Characteristics  of  the  most  severe 
episode  of  pancreatitis  for  each  patient 
are  detailed  in  Table  2.  Most  patients 
(93%)  had  more  than  one  clinical 
finding,  but  a minority  (28%)  had  all 
four  present  in  a single  episode. 

Elevated  amylase  or  lipase  were  by 
definition  documented  in  all  episodes. 
However,  during  48%  of  the  episodes, 
one  of  the  values  was  within  the  nor- 
mal range.  The  elevations  of  serum 
amylase  ranged  from  127  to  1300 
IU/L,  with  a mean  of  342  (reference 
range  34-122).  Of  the  six  patients 
who  had  a radiologic  evaluation  that 


included  the  pancreas  (abdominal 
sonogram  or  computed  tomographic 
scan),  two  had  findings  that  sup- 
ported the  clinical  and  laboratory  evi- 
dence of  pancreatic  inflammation. 

If  the  definition  of  pancreatitis  was 
made  more  conservative,  requiring  el- 
evation of  either  serum  amylase  or  li- 
pase to  twice  the  upper  limit  of 
normal,  10  of  the  patients  with  AIDS 
(10%)  and  none  of  the  patients  with 
ARC  would  have  met  criteria  for  diag- 
nosis. This  subgroup  included  too  few 
patients  with  pancreatitis  to  duplicate 
the  logistic  regression  analysis. 

Of  the  27  patients  who  developed 
pancreatitis,  13  (48%)  had  multiple 
episodes,  19  (70%)  were  symptomatic 
for  more  than  1 week,  and  3 (11%) 
were  symptomatic  for  more  than  2 
months.  The  median  number  of 
weeks  with  symptoms  was  2. 

The  medications  and  opportunistic 
infections  found  to  be  significantly  asso- 
ciated with  pancreatitis  were  intra- 
venous pentamidine,  ketoconazole, 
isoniazid,  cytomegalovirus  infection, 
and  cryptosporidiosis  (Table  3).  After 
entering  these  five  variables  into  a step- 
wise logistic  regression  model,  three 
variables  continued  to  show  an  indepen- 
dent association  with  pancreatitis:  intra- 
venously administered  pentamidine 

(OR  15.0,  95%  CI=  1.5-147.7),  isoni- 
azid (OR  11.6,  95%  CI=1. 1-120.2), 
and  cryptosporidiosis  (OR  11.6,  95% 
0=1.1-120.2).  The  model  using  these 
predictors  provided  an  adequate  fit 
(Hosmer,  P = .957). 

Discussion 

These  findings  support  our  initial  im- 
pression and  earlier  reports  that  pan- 
creatitis is  commonly  found  in 
patients  with  AIDS.  Episodes  of  pan- 


Table  1 . Patient  characteristics  and  factors  associated  with  pancreatitis. 


Characteristic 

Pancreatitis 

No  Pancreatitis 

(n=27) 

P value 
(n=172) 

Age  (mean,  years) 

36 

35 

NS* 

Sex  (male) 

26  (96%) 

167  (97%) 

NS 

Race  (white) 

24  (89%) 

159  (92%) 

NS 

Homosexual 

25  (93%) 

160  (93%) 

NS 

Diagnosis  of  AIDS 

24  (89%) 

81  (47%) 

< .001 

Biliary  tract  disease 

5 (19%) 

7 (4%) 

.013 

Hypertriglyceridemia 

4 (15%) 

6 (3%) 

.032 

Alcohol  (>6  drinks/wk) 

2 (9%) 

44  (28%) 

NS 

* NS=not  significant,  P >.05. 

Table  2.  Clinical  and  laboratory  findings 

of  most  severe  episode  of  pancreatitis. 

Finding 

Number  With  Finding 
(%  of  those  measured) 

Nausea 

26  (96%) 

Vomiting 

22  (82%) 

Abdominal  pain 

15  (56%) 

Abdominal  tenderness 

9 (33%) 

Elevated  amylase 

19  (70%) 

Elevated  lipase 

1 5 (60%) 

Elevated  urine  amylase 

8 (89%) 

Positive  radiologic  test* 

2 (33%) 

* Computed  tomographic  scan  and/or  abdominal  ultrasound. 
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creatitis  were  often  mild,  characterized 
by  nausea  and  vomiting,  occasionally 
abdominal  pain  and  tenderness,  and 
mild-to-moderate  elevations  in  serum 
amylase  or  lipase.  Because  many  pa- 
tients had  multiple  bouts  of  pancreati- 
tis requiring  hospitalization,  total 
parenteral  nutrition,  and  pancreatic 
rest,  pancreatitis  was  an  important 
cause  of  morbidity  in  our  population. 

We  attempted  to  control  lor  known 
causes  of  pancreatitis  (biliary  tract  dis- 
ease, alcohol  consumption,  and  elevated 
serum  triglyceride  levels)  by  matching 
and  logistic  regression,  and  we  still 
found  significant  associations  with 
cryptosporidiosis,  intravenous  pentami- 
dine, and  isoniazid.  Cryptosporidiosis  is 
a common  cause  of  gastroenteritis  in  pa- 
tients with  AIDS,  causing  prolonged 
episodes  of  watery  diarrhea  and  cramp- 
ing. The  organism  is  found  primarily  in 
the  upper  small  intestine  but  may  also 
be  seen  in  the  colon,  gastric  mucosa, 
extra-  and  intrahepatic  bile  ducts,  and 
pancreatic  ducts  (4,30,31).  Pancreatitis 
has  been  reported  previously  in  patients 
with  Cryptosporidium  diarrhea  (6,7). 
Pancreatic  findings  on  biopsy  have  in- 
cluded squamous  metaplasia  of  the  duc- 
tal epithelium  as  well  as  parenchymal 
edema  and  inflammation  (4). 

Pentamidine  has  also  been  associ- 
ated previously  with  episodes  of  pan- 
creatitis, including  fatal  hemorrhagic 
(16)  and  edematous  pancreatitis 
(15,17).  As  in  the  present  study,  the 
intravenous  form  has  been  more  com- 
monly implicated,  but  aerosol  pen- 
tamidine has  also  been  reported  to 
cause  severe  pancreatitis  in  patients  on 
prophylactic  regimens  (19).  Isoniazid 
is  one  of  a large  number  of  other  med- 
ications associated  previously  with 
pancreatitis  without  the  establishment 
of  a firm  causal  relationship  (32).  Be- 


cause of  the  small  number  of  patients 
treated  with  isoniazid  in  this  study, 
our  confidence  intervals  are  large,  and 
the  association  should  be  evaluated 
further  in  larger  investigations. 

Many  other  opportunistic  pathogens 
and  medications  to  which  patients  with 
AIDS  are  exposed  may  cause  pancreati- 
tis. Not  prescribed  at  the  time  of  this 
study,  2',3'-dideoxyinosine  has  been  re- 
ported to  cause  pancreatitis  in  up  to 
23%  of  patients,  including  fatal 
episodes  (22-24).  Also,  CMV  has  been 
associated  repeatedly  with  pancreatitis, 
although  the  significance  of  the  finding 
of  CMV  in  pancreatic  tissue  is  contro- 
versial. The  CMV,  cryptococci,  and.  My- 
cobacterium avium-intracellulare  were 
the  most  common  pathogens  infiltrat- 
ing the  pancreas  in  a single  autopsy  se- 
ries (3)  but  not  others  (2,5)  and  were 
not  confirmed  here.  The  lack  of  a statis- 
tically significant  association  between 
pancreatitis  and  these  infections  in  this 


study  may  be  a result  of  low  statistical 
power  and  should  not  be  taken  to  mean 
that  such  associations  do  not  exist. 

The  clinical  definition  of  acute 
pancreatitis  is  not  generally  agreed 
upon,  and  no  laboratory  test  is  ac- 
cepted clearly  as  the  "gold  standard.” 
Our  working  definition  was  designed 
to  be  sensitive,  even  at  the  cost  of 
specificity.  We  required  both  clinical 
and  laboratory  evidence  of  disease, 
and  this  definition,  arrived  at  through 
practical  experience,  is  felt  to  be  the 
most  useful  for  the  clinical  care  of  the 
patients  in  the  practice.  If  pancreatitis 
had  been  defined  conservatively,  re- 
quiring elevations  of  serum  enzymes 
to  greater  than  twice  the  upper  limit 
of  normal,  10  patients  (10%)  would 
have  been  included.  The  degree  of 
amylase  elevation,  however,  does  not 
correlate  well  with  severe  disease.  Ran- 
son,  in  developing  criteria  for  predict- 
ing severe  pancreatitis,  found  a weak 


Table  3.  Infections  and  medications  associated  with  pancreatitis. 


Odds  Ratio  (95%  Cl) 

P value 

Medication 

Intravenous  pentamidine 

8 (1.3-50.4) 

0.027* 

Aerosolized  pentamidine 

0.7  (0. 1-6.3) 

NSt 

Acyclovir 

1.7  (0.5-5. 2) 

NS 

Ketoconazole 

4 (1.3-12.7) 

.018 

Rifampin 

6 (0.8-43.7) 

NS 

Zidovudine  (AZT) 

0.3  (0.1-1. 5) 

NS 

Clofazimine 

4 (0.4-36.8) 

NS 

Isoniazid 

11  (1.9-63.8) 

.008* 

Infection  or  Cancer 

Cytomegalovirus 

5 (1.1-21.9) 

.033 

Cryptococcus 

2 (0.3-13.7) 

NS 

Cryptosporidium 

8 (1.3-50.4) 

.027* 

MAI 

0.7  (0.1 -3.3) 

NS 

Kaposis  sarcoma 

0.8  (0.2-3. 8) 

NS 

* Logistic  regression  confirmed  significance, 
t NS=not  significant,  P>. 05. 

CI=confidence  interval,  MAl=Mycobacterium  avium-intracellulare. 
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trend  towards  higher  amylase  in  severe 
cases,  but  amylase  was  not  included  in 
the  nine  best  predictors  of  severe  dis- 
ease (33). 

We  believe  that  pancreatic  inflam- 
mation was  the  best  explanation  for 
the  combination  of  clinical  findings 
and  serum  enzyme  elevations  ob- 
served. We  had  no  evidence  for 
parotid  or  other  organ  involvement, 
but  in  the  absence  of  isoamylase  assays 
and  imaging  studies,  we  could  not 
rule  out  conclusively  salivary  or  other 
origins  for  the  amylase. 

Since  tests  for  pancreatic  enzymes 
were  done  only  if  pancreatitis  was  sus- 
pected clinically,  the  clinicians  se- 
lected the  population  to  be  tested, 
thus  introducing  potential  bias.  This 
was  minimized,  however,  because  only 
two  physicians  cared  for  the  patients 
in  this  study,  and  their  routine  prac- 
tice is  to  test  amylase  and  lipase  in  any 
patient  with  persistent  nausea  and 
vomiting  with  or  without  abdominal 
pain  without  regard  to  other  diag- 
noses. All  seropositive  patients  or  pa- 
tients at  risk  for  HIV-1  infection  who 
were  seen  in  this  practice  for  more 
than  3 months  were  included  in  the 
chart  review  and  eligible  for  the  case- 
control  study.  While  selection  bias 
from  within  this  population  was  min- 
imized, the  study  results  may  not  be 
generalizable  to  all  patients  with  HIV- 
1 infection  because  87%  of  patients 
we  studied  were  gay  white  males. 

In  this  population,  the  diagnosis  of 
AIDS  was  by  far  the  most  significant 
risk  factor  for  pancreatitis,  which  af- 
flicted more  than  one  fifth  of  the  pa- 
tients diagnosed  with  AIDS.  This 
high  rate  of  pancreatitis  is  consistent 
with  two  recent  studies  using  method- 
ologies similar  to  ours,  which  docu- 
mented pancreatitis  in  17%  of 
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pediatric  (27)  and  14%  of  adult  pa- 
tients with  AIDS  (26).  These  findings 
contradict  earlier  impressions  that 
clinical  evidence  of  pancreatitis  is  un- 
common, although  pancreatic  lesions 
may  be  found  frequently  at  autopsy 
(21,34).  The  episodes  of  pancreatitis 
in  our  patients  were  usually  mild  but 
were  persistent  and  were  a significant 
cause  of  continuing  morbidity.  Based 
on  our  observations,  the  patient  with 
HIV-1  infection  who  develops  nausea 
and  vomiting,  with  or  without  ab- 
dominal pain,  may  have  pancreatitis 
and  deserves  laboratory  testing  for 
pancreatic  enzymes.  The  episodes  of 
pancreatitis  reported  here  occurred 
before  the  availability  of  ddl,  under- 
scoring the  importance  of  considering 
other  possible  etiologies  for  pancreati- 
tis, even  in  patients  exposed  to  ddl. 
Pentamidine,  isoniazid,  and  cryp- 
tosporidiosis  were  independently  asso- 
ciated with  episodes  in  this  study; 
CMV  and  mycobacteria  have  been 
clearly  associated  in  other  studies. 
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Perinatal  tuberculosis  and  its  public  health  impact: 
a case  report 


Tuberculosis  was  initially  unrecognized 
in  a pregnant  26-year-old  woman  from 
Mexico.  The  diagnosis  was  first  consid- 
ered in  this  mother  24  days  postpartum, 
when  her  newborn  was  admitted  in 
shock  with  congenital  tuberculosis.  Had 
a high  index  of  suspicion  for  tuberculosis 
been  present  during  the  early  course  of 
the  patient’s  care  or  had  she  been  tested 
on  a routine  basis  because  she  was  a 
member  of  a high-risk  group,  the  con- 
tinued exposure  of  7 family  members 
and  the  acute  exposure  of 293  health- 
care workers  and  newborns  in  three  ter- 
tiary-care centers  could  have  been 
minimized  or  avoided  entirely.  We  wish 
to  emphasize  the  often  elusive  features  of 
this  diagnostic  setting  and  the  public 
health  consequences  of  delayed  recogni- 
tion resulting  in  a massive  recall  effort. 
Unfortunately,  only  two  thirds  of  the  ex- 
posed infants  were  successfidly  recalled 
and  skin  tested.  We  identified  one  skin 
test  conversion  in  a health-care  worker. 


Dr  Spark,  Department  of  Pathology;  Drs 
Pock  and  Pedron,  Departments  of  Obstetrics 
and  Gynecology  and  Maternal-Fetal  Medi- 
cine, Tucson  Medical  Center  and  University 
of  Arizona  College  of  Medicine,  Tucson,  Ariz 
(Dr  Pock,  currently  in  private  practice  in 
Tyler,  Tex);  and  Ms  Fox  and  Dr  Opulski, 
Pima  County  Health  Department,  Tucson, 
Ariz.  Send  reprint  requests  to  Dr  Spark,  Lab- 
oratory, Tucson  Medical  Center,  Box  42195, 
Tucson,  AZ  85733. 


Ronald  P.  Spark,  MD 
Neal  A.  Pock,  DO 
Stephen  L.  Pedron,  MD 

Estimates  suggest  that 

between  10  million  and  15  mil- 
lion persons  in  the  United  States 
are  infected  with  Mycobacterium  tuber- 
cidosis  and  that  about  1 0%  of  otherwise 
healthy  persons  who  have  latent  tuber- 
culosis will  develop  active  tuberculosis 
sometime  during  their  lives  (1).  Re- 
cently the  incidence  of  new  tuberculo- 
sis cases  in  the  United  States  has 
increased  while  the  average  age  of  a tu- 
berculosis patient  in  the  United  States 
has  declined  (2).  In  1990,  the  Centers 
for  Disease  Control  and  Prevention 
(CDC)  reported  that  the  age  group  of 
25  to  44  years  had  the  largest  increase 
(44%)  in  incidence  (2).  Although  rare 
in  the  United  States,  at  least  145  cases 
of  female  genital  tuberculosis  cases  were 
reported  to  the  CDC  in  women  aged 
15  to  44  years  during  1985  through 
1991  (CDC,  unpublished  data).  Geni- 
tal tuberculosis  is  seen  most  in  the  sec- 
ond and  third  decades  and  can  run  a 
chronic,  relatively  asymptomatic  course 
(3).  While  most  women  with  genital 
tuberculosis  are  infertile  (4),  Carter  and 
Mates  (5)  report  that  in  their  series,  one 
third  ol  women  aged  21  to  32  years 
with  tuberculosis  had  the  diagnosis 
made  during  pregnancy.  In  fact,  preg- 
nant women  with  tuberculosis  are  more 
often  symptom-free  than  are  nonpreg- 
nant women  with  this  disease  (6). 

Although  universal  screening  has 
not  been  adopted  because  of  its  ex- 
pense and  the  fact  that  43%  of  Amer- 
ican counties  report  no  cases  of 
tuberculosis  (7),  public  health  prenatal 
clinic  screening  has  a proven  value  to 
not  only  the  patient  but  to  community 
control  efforts  (8).  We  report  a patient 
with  asymptomatic,  unsuspected 
pelvic  tuberculosis  disease  complicat- 
ing the  postpartum  period  and  causing 
a delayed-onset,  life-threatening  infec- 
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tion  in  her  newborn.  Some  of  the  con- 
genital aspects  of  this  case  have  been 
published  previously  (9);  however,  we 
would  like  to  emphasize  the  diagnostic 
elusiveness  and  consequent  tubercu- 
lous exposure  that  involved  301  indi- 
viduals and  three  hospital  settings. 

Case  report 

A 26-year-old  woman,  gravida  2,  para 
1,  with  a prior  cesarean  delivery  in 
Mexico  presented  to  a community 
hospital  in  Arizona  at  34  weeks  with 
recurrent  preterm  labor.  Past  medical 
history  was  remarkable  only  for  al- 
lergy to  penicillin.  The  patient  denied 
substance  abuse  and  exposure  to  tu- 
berculosis. She  had  lived  with  an  ex- 
tended family  in  southern  Mexico 
until  2 months  prior  to  delivery. 

The  patient  was  transferred  to  a ter- 
tiary-care center.  Vital  signs  at  the  time 
of  admission  were  normal.  In  spite  of 
48  hours  of  tocolytic  attempts,  she  de- 
livered vaginally  a 4 lb  1 2 oz  boy  with 
an  Apgar  score  of  6/9  at  1 and  5 min- 
utes. Gross  inspection  of  the  placenta  at 
the  time  of  delivery  suggested  a partial 
placental  abruption  with  a small  mar- 
ginal hematoma.  Microscopy  revealed  a 
well-developed  acute  chorioamnionitis 
and  early  diffuse  acute  inflammation  of 
the  maternal  floor,  which  extended  fo- 
cally  to  peripheral  villi.  No  areas  sug- 
gested granulomatous  inflammation. 
Retrospectively,  auramine-rhodamine 
Huorochrome  stains  identified  rare  foci 
of  mycobacterial  rods  in  the  fetal  mem- 
branes, along  the  maternal  floor,  and  in 
the  peripheral  villi. 

Immediately  postpartum,  the  pa- 
tient developed  fever,  rigors,  and 
sweats.  A therapeutic  regimen  of  gen- 
tamicin and  clindamycin  was  begun 
for  presumptive  endomyometritis,  and 
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heparin  was  added  on  the  second  post- 
partum day.  The  patient  continued  to 
have  erratic  fevers.  Computed  tomo- 
graphic scan  and  ultrasound  of  the  ab- 
domen and  pelvis  were  normal.  Chest 
radiograph  revealed  mild  chronic  fi- 
brosis or  atelectasis  at  the  left  pul- 
monary base.  All  routine  blood,  urine, 
and  stool  cultures  were  negative. 

The  patient  eventually  defervesced 
and  was  discharged  to  the  family  home 
with  her  infant  on  the  1 1th  postpartum 
day.  During  her  initial  hospitalization, 
she  had  been  permitted  unrestricted 
visits  with  her  newborn.  At  their  resi- 
dence, the  infant  was  cared  for  by  the 
mother  and  other  family  members  but 
no  outsiders.  On  the  24th  day  of  life, 
the  newborn  suddenly  became  severely 
ill  and  was  admitted  to  another  tertiary- 
care  center  with  severe  respiratory  dis- 
tress and  shock.  For  the  first  24  hours, 
the  baby  was  cared  for  in  a nursery 
without  isolation.  The  diagnosis  of  con- 
genital tuberculosis  was  established 
from  bronchial  wash  specimens,  and 
cultures  grew  M tuberculosis,  sensitive 
to  all  drugs  tested.  The  infant  re- 
sponded to  isoniazid,  rifampin,  and 
pyrazinamide  therapy  and  was  dis- 
charged after  2 weeks.  He  remained 
well  throughout  6 months  of  check-ups 
but  was  subsequently  lost  to  follow-up. 

A tuberculin  skin  test  placed  on  the 
mother  produced  an  induration  of  18 
mm.  A repeat  chest  film  was  un- 
changed. To  ascertain  the  source  of  in- 
fection, the  patient  underwent  suction 
dilation  and  curettage  of  the  uterus  and 
laparoscopy.  During  laparoscopy,  bilat- 
eral salpingitis  and  extensive  miliary  im- 
plants along  the  inferior  vena  cava  at  the 
aortic  bifurcation  and  the  entire  peri- 
toneal surface  were  noted.  Microscopy 
of  the  endometrial  tissues  removed  by 
curettage  exhibited  numerous  caseating 


granulomas,  often  confluent,  with  little 
intervening  intact  endometrium.  Stains 
identified  4+  mycobacterial  rods.  Subse- 
quently, an  induced  maternal  sputum 
produced  acid-fast  bacillus-positive  or- 
ganisms. Endometrial,  sputum,  and 
urine  cultures  all  grew  M tuberculosis, 
sensitive  to  all  drugs  tested.  Therapy 
consisted  of  isoniazid,  rifampin,  pyrazi- 
namide, and  ethambutol.  The  patient 
remained  asymptomatic  for  6 months 
but  was  also  lost  to  follow-up  when  she 
returned  to  Mexico. 

All  seven  additional  household 
members  were  evaluated,  including 
the  incarcerated  father  of  the  infant. 
Positive  skin  tests  were  found  in  one 
adult  and  in  an  11-month-old  sibling 
of  the  index  case.  Among  the  293  hos- 
pital-exposed infants  and  medical  per- 


sonnel (Table  1),  only  1 conversion 
was  documented,  in  an  individual 
who  had  performed  an  initial  tracheal 
intubation  on  the  infant  without  tak- 
ing respiratory  precautions.  Of  the 
136  medical  personnel,  all  were  tested 
initially  within  3 weeks  of  exposure; 
1 1 9 were  retested  at  1 2 weeks  postex- 
posure, with  only  1 conversion  found. 
The  effort  to  recall  exposed  infants 
consisted  of  letters  to  parents,  local 
newspaper,  and  electronic  media  an- 
nouncements, and  health  department 
outreach  workers  making  home  visits. 
Many  of  the  mothers  had  returned  to 
Mexico  and  others  had  moved  with- 
out leaving  a forwarding  address.  Of 
the  157  children  exposed,  only  100 
responded  to  a recall  effort  for  skin 
testing  and,  of  these,  only  57  were 


Table  1.  Results  of  skin  testing  for  tuberculosis  within  3 weeks  and  at  12  weeks  postexposure. 


Number  Tested 

Number  Positive 

First  skin  test,  n=243 

Household  members 

7 

2 

EMT  transport  personnel 

2 

0 

Hospital  Staff  A 

6 

o • 

Hospital  B 

Staff 

95 

0 

Newborns 

93 

0 

Hospital  C 

Staff 

33 

0 

Pediatrics 

7 

0 

Initial  positive  total 

2 

Second  skin  test,  n=180 

Household  members 

4 

1 

EMT  transport  personnel 

2 

0 

Hospital  Staff  A 

6 

0 

Hospital  B 

Staff 

78 

0 

Infants 

57 

0 

Hospital  Staff  C 

33 

1 

New  positives  on  second  test 

2 
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retested  3 months  after  their  exposure. 
Thus,  despite  an  intensive  recall  ef- 
fort, 35  % of  the  exposed  infants  were 
never  screened. 

Discussion 

Pregnancy  per  se  should  not  apprecia- 
bly impede  the  diagnosis  of  tuberculo- 
sis (10).  The  challenge  is  that  up  to 
two  thirds  of  antepartum  women  in- 
fected with  M tuberculosis  are  asymp- 
tomatic and  appear  healthy  (10).  In 
patients  who  do  have  symptoms, 
cough,  weight  loss,  fever,  malaise,  and 
hemoptysis  are  seen  in  order  of  de- 
creasing frequency  (11).  Pregnancy 
does  not  appear  to  alter  the  prognosis 
of  the  symptomatic  patient  with  tu- 
berculosis in  that  both  pregnant  and 
nonpregnant  women  with  tuberculo- 
sis respond  similarly  well  to  antituber- 
culosis therapy  (11). 

Appropriate  treatment  of  tubercu- 
losis in  pregnancy  also  results  in  a good 
perinatal  outcome  (12).  The  official 
statement  of  the  American  Thoracic 
Society  and  the  CDC  (13),  endorsed 
by  the  American  Academy  of  Pedi- 
atrics, recommends  treatment  with 
isoniazid  in  doses  of  5 mg/kg  per  day 
(maximum  300  mg)  and  with  ri- 
fampin in  doses  of  10  mg/kg  per  day 
(maximum  600  mg).  Treatment  with 
ethambutol,  15  mg  to  25  mg/kg  per 
day  is  added  if  isoniazid  resistance  is 
suspected.  Resistance  is  relatively  un- 
common except  in  Asian  immigrants. 
Pyridoxine  in  daily  doses  of  50  mg  is 
given  with  isoniazid  (INH)  therapy 
because  of  the  enhanced  pyridoxine  re- 
quirements during  pregnancy  (14). 
When  M tuberculosis  drug  sensitivities 
are  known  and  the  isolate  has  been 
found  to  be  sensitive,  drug  therapy  can 
be  reduced  to  twice  weekly  (13).  The 
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effects  of  pyrazinamide  in  pregnancy 
are  unknown,  although  Davidson  re- 
ports its  use  without  any  adverse  ef- 
fects (8).  The  duration  of  the  short 
course  of  combined  therapy,  without 
pyrazinamide,  is  9 months  (13).  Inso- 
far as  only  low  drug  concentrations  are 
obtained  in  breast  milk,  breastfeeding 
should  not  be  discouraged  for  toxicity 
concerns  (15).  Treatment  failures  usu- 
ally result  from  noncompliance  (16). 

Indications  for  prophylaxis  in  preg- 
nancy are  the  same  as  in  the  nonpreg- 
nant state:  INH  is  given  for  a positive 
skin  test  and  negative  chest  film  (13). 
One  study  has  raised  the  concern  of  an 
increased  risk  of  INH  hepatitis  (17). 
The  decision  to  delay  treatment  until 
the  postpartum  period  rests  upon  pa- 
tient compliance:  One  public  health 
clinic  noted  a 90%  failure  to  return 
and,  of  the  returnees,  many  were  preg- 
nant (8).  Patients  with  human  immun- 
odeficiency virus  are  given  prophylaxis 
after  exposure  to  active  infection  even 
in  the  absence  of  a positive  skin  test 

(18) .  The  tuberculin  intracutaneous 
test  (Mantoux  technique  or  PPD  [0.1 
mL  of  5 tuberculin  unit  strength  puri- 
fied protein  derivative])  is  considered 
the  best  means  of  detecting  infection, 
especially  in  light  of  the  prevalence  of 
asymptomatic  tuberculosis  in  preg- 
nancy. A reaction  of  5 mm  or  more  in- 
duration is  considered  positive  in 
women  positive  for  human  immunod- 
eficiency virus,  those  with  recent  tuber- 
culous exposure,  and  patients  with 
chest  films  suggesting  past  tuberculosis 

(19) .  A reaction  of  10  or  more  is  con- 
sidered positive  for  patients  with  other 
risk  factors,  such  as  immigrant  groups, 
underserved  low-income  populations, 
and  drug  users  (19).  Induration  of  15 
mm  or  more  is  considered  a positive  in 
any  patient  (19). 
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The  immediate  postpartum  period 
is  the  time  when  tuberculosis  often  be- 
comes active  and  a life-threatening  ill- 
ness can  develop  (12).  As  in  the  present 
case,  a protracted  postpartum  febrile 
illness  that  is  unresponsive  to  conven- 
tional therapy  often  characterizes  tu- 
berculosis (6).  M tuberculosis  should  be 
in  the  differential  diagnosis  of  any 
postpartum  fever  of  unknown  origin, 
particularly  in  high-risk  populations. 
In  one  report,  nearly  1 0%  of  pregnant 
women  with  tuberculosis  had  extrapul- 
monary  disease  (3).  Pelvic  tuberculosis 
accounts  for  only  0.6%  of  tuberculosis 
cases  reported  in  the  United  States 
from  1985  through  1991  (9). 

Transmission  to  the  infant  is  re- 
ported infrequently,  and  the  criteria  for 
differentiating  congenital  from  neona- 
tal tuberculosis  is  controversial  (9). 
This  is  true  in  this  case,  where  the 
mother  had  continuous  close  proxim- 
ity to  the  infant  over  a 24-day  period. 
Additional  placental  sections  and 
timely  acid-fast  staining  could  have  re- 
sulted in  an  earlier  diagnosis.  However, 
according  to  Benirschke  and  Kauf- 
mann,  the  placenta  in  presumptive 
cases  of  congenital  tuberculosis  has 
rarely  been  examined  and  most  reports 
describe  a grossly  normal  organ  (20). 
While  some  cases  have  florid  tubercle 
formation  in  the  villi  and  intervillous 
spaces,  others  require  exhaustive  micro- 
scopic sections  to  identify  a single  gran- 
uloma (20).  A case  similar  to  ours 
consisted  of  focal  areas  of  decidual  in- 
volvement without  granuloma  forma- 
tion and  of  sparse  involvement  of  the 
chorion  (20).  Tubal  infection  is  present 
in  all  women  with  genital  tract  tuber- 
culosis (12).  Endometrial  involvement 
can  be  demonstrated  in  50%  to  80% 
of  cases  (12).  Our  case  demonstrated 
early  placental  involvement  of  the 


membranes,  decidual  maternal  Boor, 
and  focal  peripheral  villi,  and  supports 
the  diagnosis  of  a congenital  infection. 
In  one  study,  only  2 of  33  placental 
cultures  were  positive  despite  the  pres- 
ence of  pelvic  tuberculosis  disease  (20). 

The  diagnosis  of  maternal  tubercu- 
losis was  not  suspected  until  the  in- 
fant’s hospitalization  and  was 
established  only  after  a diagnostic  la- 
paroscopy with  dilatation  and  curet- 
tage. Despite  a prolonged  course  of 
postpartum  fever,  a tuberculin  skin 
test  and  sputum  samples  were  not  ob- 
tained. We  failed  also  to  elicit  the  pa- 
tient’s risk  factors  for  tuberculosis, 
including  residency  in  Mexico  and  her 
husband’s  imprisonment.  Delay  in  the 
diagnosis  and  treatment  of  active  ma- 
ternal tuberculosis  may  lead  to  a 30% 
risk  for  the  newborn  to  develop  the 
disease  during  the  first  year  of  life  (21). 

Congenital  tuberculosis  such  as  that 
in  the  present  case  is  much  less  com- 
mon than  postnatal  infection  (9).  Fac- 
tors that  may  contribute  to  this 
phenomenon  include  the  infertility  as- 
sociated with  pelvic  infection,  the  fetal- 
placental  barrier,  the  lower  oxygen 
tension  of  the  fetal  circulation,  and  un- 
derreporting (9).  Although  tuberculous 
infants  are  thought  not  to  represent  a 
significant  infectious  source  because  of 
their  small  vital  capacity,  a case  of  four 
hospital  workers  infected  by  two  in- 
fants has  been  reported  (22). 

In  the  case  of  our  patient,  the  delay 
in  diagnosis  had  a significant  public 
health  impact.  First,  301  persons  were 
exposed  to  two  cases  of  active  tubercu- 
losis. Second,  more  than  1000  hours 
of  health-personnel  time  were  devoted 
to  follow-up,  yielding  four  additional 
infections.  And  third,  the  fear  of  con- 
tracting tuberculosis  became  a reality 
for  hundreds  of  exposed  individuals, 


their  families,  and  close  contacts. 

As  in  other  settings  of  tuberculosis, 
the  problem  of  achieving  adequate 
contact  investigation  continues  to 
hamper  efforts  to  control  the  disease. 
We  never  were  able  to  reach  35%  of  the 
exposed  infants  for  screening.  Clearly 
the  freedom  of  the  exposed  population 
to  move  across  the  US/Mexico  border 
and  to  use  each  of  the  three  involved 
hospitals  had  an  adverse  impact  on 
ability  to  locate.  With  an  expanding  tu- 
berculous pool  among  our  high-risk 
populations,  we  must  maintain  a high 
index  of  suspicion  in  every  patient-care 
setting,  including  obstetrics. 
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Home  monitoring  to 
manage  babies  perceived  to 
be  at  risk  for  death  from 
apnea  has  become  popular.  The  chil- 
dren most  often  identified  are  those 
with  unexplained  apnea  of  infancy, 
subsequent  siblings  of  infants  with 
sudden  infant  death  syndrome  (SIDS), 
and  premature  infants  with  apnea.  The 
National  Institutes  of  Health  has  is- 
sued a consensus  statement  regarding 
infantile  apnea  and  home  monitoring 
(1).  This  carefully  researched  state- 
ment covers  the  types  of  infants  at  risk, 
the  safety  of  existing  monitors,  the  ev- 
idence for  the  effectiveness  of  moni- 
tors, the  recommendations  for  use  of 
monitors,  and  avenues  for  future  re- 
search. The  risk  factor  that  was  identi- 
fied lor  sudden  death  or  SIDS  was  an 
apparent  life-threatening  event,  which 
may  be  associated  with  increased  mor- 
bidity. Except  for  a few  incidents, 
home  monitors  appear  to  be  safe. 

No  randomized  studies  of  adequate 
size  have  addressed  the  effectiveness  of 
home  monitoring  for  any  category. 
The  published  clinical  reports  purport- 
ing to  assess  mortality  among  moni- 
tored infants  are  presented  without 
appropriate  control  groups.  These  re- 
ports address  apnea  with  successful  in- 
tervention, deaths  iollowing  apnea 
where  compliance  has  been  question- 
able, and  deaths  in  spite  of  appropriate 
parental  response  to  monitored  alarms 
(2,3).  Cardiorespiratory  monitoring  or 
an  alternative  therapy  for  certain 
groups  of  infants  at  high  risk  for  sud- 
den death  (infants  with  one  or  more  se- 
vere apparent  life-threatening  events, 
symptomatic  preterm  infants,  siblings 
of  two  or  more  SIDS  victims,  and  in- 
fants with  certain  diseases  or  condi- 
tions such  as  central  hypoventilation) 
was  recommended.  The  controversy 


that  exists  regarding  home  apnea  mon- 
itoring reflects  an  inadequate  fund  of 
knowledge.  The  hypothesis  that  apnea 
is  the  major  cause  of  sudden  death  has 
not  been  substantiated;  this  hypothesis 
needs  to  be  tested  further.  Causal  hy- 
potheses for  SIDS  other  than  apnea 
should  receive  more  attention. 

After  more  than  10  years  of  wide- 
spread home  monitoring  of  infants, 
neither  the  cause  nor  the  mechanism 
of  death  of  SIDS  is  known.  Rates  for 
SIDS  have  declined  slightly,  but  this 
syndrome  remains  the  No.  1 medical 
cause  of  death  during  the  first  year  of 
life  after  the  neonatal  period  (4). 

Many  authors  remain  committed 
to  the  concept  that  most  monitored 
infants  will  survive  and  avert  serious 
complications  with  proper  monitor- 
ing and  resuscitation  (2,5).  About 
45,000  babies  are  monitored  annually. 

It  has  been  very  difficult  to  make  any 
recommendations  that  differ  from  the 
National  Institute  of  Health  (NIH) 
Consensus  Report,  1986,  because  no 
major  new  information  has  been 
brought  to  light.  The  Fetus  and  New- 
born Committee  of  the  Canadian  Paedi- 
atric Society  issued  a position  statement 
for  the  infant  home  monitoring 
dilemma  that  largely  echoes  the  NIH 
Consensus  Report  (6).  They  stated  that 
no  conclusive  evidence  supports  the  ef- 
fectiveness of  home  monitoring  in  re- 
ducing the  risk  of  death  and  disability 
from  SIDS.  The  continual  decline  in  the 
incidence  rates  of  SIDS  in  Canada  since 
the  1960s  is  attributed  to  factors  other 
than  home  monitoring.  Meadow  et  al 
found  that  only  a minority  of  fellow- 
ship-associated neonatology  programs 
would  use  home  monitoring  for  prema- 
ture infants  with  no  or  mild  apnea  and 
that  no  consensus  existed  for  home 
apnea  monitoring  in  the  context  of  the 
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premature  infant  with  moderate  apnea 
or  home  oxygen  therapy  (7).  One  report 
of  a randomized  trial  of  apnea  monitors 
or  weighing  scales  in  subsequent  siblings 
of  infants  with  SIDS  has  been  pub- 
lished. The  study  included  general  sup- 
port measures  such  as  keeping  symptom 
charts  and  weekly  visits  by  health  visi- 
tors. Both  systems  gave  parents  confi- 
dence. Parents  of  children  being 
weighed  daily  reported  11%  more 
symptoms  than  parents  of  children  on 
monitors.  All  parents  commented  on 
the  value  of  the  weekly  visits  and  the 
symptom  diary.  More  parents  were  will- 
ing to  give  up  use  of  the  scales  than  the 
monitors  in  spite  of  the  high  rate  of  false 
alarms.  Only  one  SIDS  death  occurred; 
that  child  died  3 weeks  after  being  with- 
drawn from  his  apnea  monitor  (8). 

Guidelines  for  use  of 

APNEA  MONITORS 

1.  Cardiorespiratory  monitoring  or 
an  alternative  therapy  is  medically 
indicated  for  certain  groups  of  in- 
fants at  high  risk  lor  sudden  death. 
These  groups  include  iniants  with 
one  or  more  severe  apparent  life- 
threatening  events  requiring 
mouth-to-mouth  resuscitation  or 
vigorous  stimulation,  symptomatic 
preterm  infants,  siblings  of  two  or 
more  SIDS  victims,  and  infants 
with  certain  diseases  or  conditions 
such  as  central  hypoventilation. 

2.  Cardiorespiratory  monitoring  is 
not  medically  indicated  lor  normal 
infants. 

3.  Routine  monitoring  ol  asympto- 
matic preterm  infants,  particularly 
those  whose  apnea  of  prematurity 
has  resolved  by  36  weeks  postcon- 
ceptional  age,  is  not  warranted. 

4.  For  several  groups,  currently  avail- 


able evidence  on  the  benefits  and 
risks  of  monitoring  and  alternative 
treatment  is  inconclusive.  These 
include  siblings  oi  SIDS  victims, 
infants  with  less  severe  apparent 
life-threatening  event  episodes,  in- 
fants with  tracheostomies,  and  in- 
fants of  opiate-  or  cocaine-abusing 
mothers. 

5.  The  pneumogram  should  not  be 
used  as  a screening  tool. 

6.  Decisions  to  discontinue  home 
monitoring  should  be  based  on 
clinical  criteria. 

7.  Decision  making  with  respect  to 
home  monitoring  is  a collaborative 
enterprise  between  clinician  and 
parents  or  guardians  of  the  infants. 
Information  on  alternative  treat- 
ments, benefits,  and  limitations  of 
the  monitors  should  be  disclosed 
to  the  family.  Resuscitation  should 
be  taught  to  the  caregivers. 

8.  Documented  monitoring,  if  avail- 
able, should  be  used.  The  informa- 
tion recorded  should  be  downloaded 
periodically  and  examined  by  an  ap- 
propriate physician.  A monitor  is 
not  warranted  in  situations  where 
noncompliance  is  evident.  Families 
who  are  overusing  the  monitor  (ie, 
24  hours  per  day)  need  to  be  coun- 
seled about  their  excessive  concern. 

9.  For  home  monitoring  to  work 
properly,  an  adequate  monitoring 
support  system  is  needed  that  en- 
compasses medical,  technical,  psy- 
chosocial, and  community  services. 
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Breastfeeding  is  the 

preferred  method  of  infant  feed- 
ing. The  benefits  of  breast  milk 
have  been  documented  extensively  in 
literature,  and  organizations  around 
the  world  have  supported  breast  milk 
as  the  ideal  form  of  infant  nutrition. 
Studies,  however,  from  industrialized 
nations  indicate  that  while  approxi- 
mately 80%  of  new  mothers  intend  to 
breastfeed,  half  fail  to  achieve  their  de- 
sired duration.  In  1983,  the  incidence 
of  breastfeeding  in  the  United  States 
was  reported  as  61.4%,  with  only  40% 
of  these  women  still  breastfeeding  at  3 
months  postpartum  and  only  29%  at  6 
months  postpartum. 

Commercial  discharge  packs  as  a 
cause  of  diminished  breastfeeding  dura- 
tion have  been  examined  in  several 
studies.  Unfortunately,  none  of  these 
studies  was  sufficiently  randomized  and 
controlled  to  yield  a clear  answer.  In 
most  investigators’  experience,  however, 
a mother  who  receives  such  a commer- 
cial pack  is  usually  at  high  risk  for  early 
termination  of  lactation.  Therefore, 
giving  such  a discharge  pack  to  any 
mother  and,  in  particular,  to  a vulnera- 
ble mother  who  is  young,  less  well  edu- 
cated, single,  and  with  a poor  family 
support  system  may  send  a message 
that  pediatricians  do  not  wish  to  give. 

Several  studies  have  investigated 
the  role  of  discharge  packs  in  reducing 
the  duration  of  breastfeeding. 
Bergevin  and  associates  (1)  reported 
that  well-educated  white  women  in 
Montreal,  Canada,  were  more  likely 
to  be  breastfeeding  at  1 month  if  they 
did  not  receive  additional  samples  of 
infant  formula  than  were  women  who 
received  samples  of  infant  formula. 
Frank  and  colleagues  (2)  evaluated  the 
effects  of  breastfeeding  counseling  and 
the  contents  of  the  discharge  pack  on 


the  duration  of  breastfeeding  in  pre- 
dominately low-income  nonwhite 
women  living  in  Boston,  Mass.  None 
of  the  participants  received  infant  for- 
mula. The  results  indicated  that 
women  who  received  the  discharge 
pack  containing  breast  pads  and  edu- 
cational material  were  more  likely  to 
prolong  exclusive  breastfeeding  and 
were  more  likely  to  be  at  least  partially 
breastfeeding  at  4 months. 

However,  the  study  of  Evans  and 
associates  (3)  of  a group  of  predomi- 
nately white  women  living  in  Seattle, 
Wash,  and  the  report  of  Feinstein  (4) 
of  a group  of  ethnically  mixed,  mostly 
black  women  living  in  Chicago,  111, 
failed  to  demonstrate  an  effect  of  dis- 
charge samples  on  duration  of  breast- 
feeding. Further,  Neifert  (5)  compared 
the  duration  of  breastfeeding  among 
low-income  adolescent  mothers  who 
received  a discharge  pack  containing  a 
breast  pump  and  other  items  but  no 
formula  with  mothers  who  received  a 
discharge  pack  containing  infant  for- 
mula. No  significant  differences  in  du- 
ration of  breastfeeding  were  observed 
between  the  two  groups  of  teenage 
mothers.  Dungy  (6)  reported  that  the 
inclusion  of  a breast  pump  in  the  dis- 
charge pack  increased  the  duration  of 
breastfeeding  in  a predominately 
white,  middle-class,  and  well-educated 
rural  population  of  146  women  who 
received  at  random  either  a specially 
prepared  pack  containing  a manual 
breast  pump  and  no  infant  formula  or 
a commercial  discharge  pack  contain- 
ing infant  formula. 

In  summary,  the  impact  of  commer- 
cial discharge  packs  containing  infant 
formula  on  the  infant  feeding  practices 
of  breastfeeding  women  has  been  the 
subject  of  recent  debate.  Breastfeeding 
mothers  may  perceive  the  provision  of 
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Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
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PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
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3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
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Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
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R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth.  Texas  76104;  (817)  335-4316,  (800)  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 
Phillip  E.  Flansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  (214)  661-7010 


METROPLEX  ORTHOPEDICS  and  SPORTS  MEDICINE,  P.A. 

ANNOUNCES 

Stephen  Ozanne,  MD 
Orthopedic  Surgeon 

F.A.A.O.S.  Spinal  Disorders  & Related  Surgeries 
9262  Forest  Ln..  Ste.  101  Dallas,  Texas  75243;  (214)  340-5090 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 


Donald  Mauldin,  MD 
Richard  Jones,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
William  Burns,  MD 
Eric  Coligado,  MD 


Philip  Graehl,  MD 
Joseph  Jacko,  MD 
Charles  Cook,  MD 
Kenneth  Driggs,  MD 
Samuel  Bierner,  MD 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal,  MD 


Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061 , (214)  254-8000 

Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  (214)  492-1334 


Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX75150,  (214)  682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 
Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  (214)  265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 
Kevin  Gill,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 


Allergy  and  Asthma 


ALLERGIST:  Exciting  opportunity  tor  an  ambitious 
individual  to  join  a growing  allergy  practice  seeing  adult 
and  pediatric  patients  in  booming  Houston.  Immediate 
opening.  Please  send  C.V.  to:  Allergy  Center,  Inc.  902 
Frostwood  #222,  Houston,  Texas  77024,  Attn:  Ruth.  Fax 
(713)  932-1636. 


Emergency  Medicine 

/ ★ 


METROPLEX  EMERGENCY  PHYSICIAN  ASSOCIATES 

TEXAS : 

WE  ARE  A MULTI-HOSPITAL 
GROUP  committed  to  providing 
extraordinary  medical  care  and  lead- 
ership in  the  field  of  emergency 
medicine.  Several  opportunities 
available  in  the  Dallas/Fort  Worth 
area  as  well  as  North  and  East  Texas. 
Annual  ED  volumes  range  from 
1 1,000  to  30,000.  Compensation: 
$150  - $200K/year  plus  productivity 
incentive  and  paid  malpractice  insur- 
ance. Medical  Directorship  training 
and  ownership  options  available. 
CONTACT:  Metroplex  Emergency 
Physician  Associates.  PA,  14651 
Dallas  Parkway  Ste.  # 700,  Dallas, 
Texas  75240:  800/346-6687  or 
214/774-8238;  or  FAX  CV  to: 
214/789-0339. 

" ★ 


Need  doctors  to  cover  weekends  in  rural  hospitals.  Call  Jerry 
at  The  Lewis  Group  for  more  information.  (800)  460-8159. 


r ; x 


JOHNSON  COUNTY,  TX 


Newly  acquired  EM  contract  50  minutes 
south  of  Dallas/Ft.  Worth  Metroplex  area  has 
a need  for  Full  Time  EM  Physician  and 
Director  candidates.  Qualifications:  BC- 
Primary  Care,  ACLS  and  ED/Directorship 
experience  preferred.  This  relatively  new  hos- 
pital is  part  of  a large  and  well  respected  hos- 
pital group.  ED  physicians  enjoy  a strong  and 
supportive  nursing  staff  and  back-up  panel. 
Call:  JOHN  TORRES  at  800-227-2092  for 
more  information.  For  immediate  considera- 
tion, fax  your  c.v.  to  510-484-4107  or  mail  it  to 
^PO  Box  788,  Pleasanton,  CA  94566. 


Physician  Leadership  Opportunities! 

Medical  Director  Opportunities  in  Emergency 
Medicine  exist  nationwide!  Openings  feature 
variable  volumes  and  compensation  packages 
plus  malpractice  insurance  and  full  benefits 
including  401 K.  For  more  information  on  avail- 
able opportunities,  call  Jill  Stevens  at 
(800)  325-2716  or  fax  your  CV  to  (314)  919-8920. 


Call  Toll  Free 

1 -888-DOCS -91 1 

TEXAS:  Regional  emergency  group  has 
held  20-year  contract  to  staff  nationally 
recognized  ED.  Contracts  range  from 
12,000-60,000  pt  visits.  Earn  the  industry’s 
maximum  compensation  as  an  indepen- 
dent contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


WEST  TEXAS 

EMERGENCY  MEDICINE  PHYSICIAN  (Full  Time) 
needed  for  our  Level  2 Trauma  Center  in  Odessa, 
Texas.  This  new  33  bed  emergency  department 
sees  51k+  patients  annually  with  a Fast  Track 
and  overlapping  coverage.  Increased  volume  has 
created  a new  position.  Excellent  medical  spe- 
cialty back-up  and  an  experienced  and  support- 
ive nursing  and  administrative  staff.  Fee  for  ser- 
vice/independent contractor.  Qualifications:  BC- 
EM,  Texas  licensed.  Please  call  John  Torres  at 
800-227-2092  x255  for  more  information.  For 
immediate  consideration,  please  fax  vour  CV  to 
510-484-4107  or  mail  to  P.O.  Box  788, 
Pleasanton,  CA  94566.  


PRACTICE  IN  PARIS! 

New,  private  urgent  care  clinic  in  Paris, 
Texas  is  looking  for  a full/part  time  Primary 
Care  Physician.  Low  Volume,  Excellent  Pay. 
Contact  ANDREW  BLANKENAU,  M.D. 
(903)  739-9191. 


Family/General  Practice 

FP’S  BEST  OPPORTUNITY!  BEST:  location,  demand, 
schools,  recreation,  metro/cultural  access,  S140K+,  earn 
$ 1 80K+.  Call  Mary  Latter  (800)  520-2028.  Job 
#M297FAF. 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attractive  FP 
group  openings  in  Denton,  Dallas,  Plano, 
Corpus  Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply  confi- 
dentially to  Phil  Kelbe,  Fox  Hill  Associates, 
250  Regency,  Brookfield,  Wisconsin  53045 
(800)338-7107  Fax  (414)  785-0895 


FAMILY  PHYSICIANS 

Employment  Opportunities  with: 

City  of  Austin/Travis  County 
Health  and  Human  Services  Department 
Primary  Care  Division 

Opening  for  BC/BC  IM  to  deliver  health 
care  to  the  underserved  population  of 
Austin/Travis  County.  This  position 
includes:  malpractice  coverage,  12 
vacation  days/year,  1 1 holidays/year, 

CME  allowance  and  paid-time  off,  plus 
memberships  paid  for  TMA,  TCMS. 

Contact:  Philip  Brown 
Health  and  Human  Services  Department 
2100  E.  St.  Elmo 
Austin,  TX  78744 
(512)  707-3288 
(800)  299-0265 
Fax  (512)  707-5403 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  suarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  . . . The  TEXAS  Specialists 


Academic  Positions  (in 
FP,  IM  and  Pediatrics) 
Correctional  Medicine 
Family  Practice 
Geriatrics 
Internal  Medicine 
Obstetrics/Gynecology 


Physician 
Resource 
Network 


Otolaryngology 
Pediatrics 
Psychiatry  - Adult 
Surgery  - Cardiothoracic 
Surgery  - Critical  Care 
Surgery  - Plastic 
Surgery  - Trauma 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 
PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


MEDICAL  DIRECTOR/ 
PRIMARY  CARE  PHYSICIAN 


to  serve  as  Health  Authority  for  Smith  County 
Public  Health  District  in  Tyler,  Texas. 

One  full-time  or  two  half-time  opportunities  in  local 
public  health  with  adult  primary  care  responsibility. 
Require  Texas  license  and  current  competencies. 
Outstanding  community,  professional  staff,  minimal 
administrative  tasks,  full  benefits  with  retirement 
plan,  and  malpractice  fee  reimbursement. 

Contact  D.E.  Sciarrini,  FAAMA,  Director  at  (903)  535-0036. 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth 
and  Houston.  Low  stress,  office  based  practice.  No  nights, 
no  emergencies,  and  no  hospital  work.  Paid  malpractice. 
M-F.  Lucrative  salary  and  benefits.  Call  Lisa  Cole  at  (800) 
254-6425,  or  fax  CV  to  (214)  256-1882. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 
Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 

Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


Spanish-speaking  PR’s  needed  throughout  Texas  (Beau- 
mont, Laredo,  Corpus  Christi,  McAllen  and  Brownsville 
area,  El  Paso),  Oklahoma,  Florida,  Arizona,  Ohio,  and 
Chicago.  High  income  guarantees,  $120-$140K+  produc- 
tion. Full  benefits,  call  coverage.  Call  Mary  Latter  — (800) 
520-2028.  Job  #M381FAF. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301 . An  Equal  Opportunity  Employer. 

BC/BE  Family  Physician  wanted  for  part-time  (10  hours  a 
week,  no  call)  position.  Stimulating  atmosphere,  wonderful  staff, 
flexible  hours.  Community  clinic  serving  the  working  poor  of 
Austin.  Please  contact  Anne  Cooper,  MD,  (512)  323-4940. 

Part-time  opportunity  in  conjunction  with  State  agency. 
1 day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to 
$1,500  per  day.  No  overnight  travel  required.  Send  C.V.  to 
ad  reply  attn:  David,  PO  Box  1454,  Leander  TX  78646 
(note  corrected  address). 
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Family/General  Practice 


The  University  of  Texas  Medical  Branch  - Conroe  Family  Medicine  Residency 
Program  needs  an  experienced  board-certified  family  medicine  faculty  member. 
Experience  should  include  obstetrics,  teaching  and  a minimum  of  two  years  practice  expe- 
rience. Must  have  a Texas  license.  UTMB  is  an  EO/AA  employer,  M/F/DA/.  UTMB  is  a 
smoke-free/drug-free  workplace.  UTMB  hires  only  individuals  authorized  to  work  in  the 
United  States.  Please  respond  by  contacting  Joseph  G.  Ewing,  MD,  Program  Director, 
University  of  Texas  Medical  Branch,  701  E.  Davis,  Suite  C,  Conroe,  Texas  77301. 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  qualified  physicians  to  work  in  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or 
group  medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent 
benefit  package  including  liability  coverage.  Refer  to  Job  #960321  and 
send  resume,  letter  of  interest  with  list  of  three  references  to: 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


FAMILY  PRACTICE  OPPORTUNITY 


Located  in  the  Texas  Hill  Country,  Hill  Country  Medical  Associates 
is  the  largest  Family  Practice  group  in  New  Braunfels.  HCMA  is 
seeking  a high  quality  Family  Practice  physician  to  join  our 
practice  of  seven  physicians.  Excellent  opportunity  to  practice 
obstetrics  in  an  actively  growing  rural  community  conveniently 
located  near  Austin  and  San  Antonio.  Good  salary  and  benefits. 
Professional  liability  coverage  included.  Possible  opportunity  to 
become  a partner.  Currently  building  a new  $1.5  million  dollar 
clinic.  Interested  candidates  should  call  or  send  a CV  to  Randal  K. 
Jacks,  MD,  President,  or  John  Morey,  Administrator. 

7 1 1 N.  Walnut,  Suite  C Phone  (210)  625-0305 

PO  Box  31 1627  Fax  (210)625-0298 

New  Braunfels,  TX  78131  E-mail  jbmorey@aol.com 


Ml  Methodist 

JltJ  Hospitals  of  Dallas 

FAMILY  PRACTICE 

Exciting  opportunity  for  BC/BE  Family 
Practitioners  to  join  newly-opened  Family 
Health  Centers  in  rapidly-growing  suburban 
communities.  Competitive  salary  with  com- 
prehensive benefit  package  and  bonus 
incentive.  Appointment-based  and  walk-in 
urgent  care.  Fee-for-service  with  participa- 
tion in  managed  care  plans.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  two  BC  Internists. 
A progressive,  five-person  Methodist  affili- 
ated IM  group  will  establish  a second  office 
in  a nearby  community.  Competitive  salary 
with  comprehensive  benefits,  bonus  incen- 
tive and  1:4  rotating  call  coverage.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

PEDIATRICS 

Two  established  "solo"  pediatricians  each 
seek  a full-time  or  part-time  pediatrician  to 
join  them  in  their  busy  practices.  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art.  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 

DERMATOLOGY 

Well-respected,  Methodist-affiliated 
Dermatologist  retires,  leaving  great  opportu- 
nity for  incoming  Dermatologist  to  quickly 
establish  a thriving  practice  in  an  area  where 
there  is  already  a shortage  of  Dermatologists. 
An  incoming  Dermatologist  could  probably 
justify  the  addition  of  an  associate  within  a 
relatively  short  period  of  time. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947-4579, 
fax  (214)  947-4502. 
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Internal  Medicine 


Are  you  aware  of 
how  to  become 
happy,  wealthy 
and  wise???? 


WE  WILL  SHOW  YOU! 


CALL  NOW  FOR: 

Excellent  job  opportunities  Nationwide. 

>Superior  compensation  packages  with 
incentives 

> Complete  stress  free  relocation 
> Total  support  for  your  recruitment  needs! 
OPENINGS  INCH  IDF- 

• Primary  Care  - FP-  IM  - PED 

• Ob/Gyn  and  • Oncology 

• Most  Board  Certified  Specialties 


CALL:  800-289-5902  or  FAX  713-790-9333 

Professional  FlealthCare  Insource 


BC/BE  Family  Practice  or  Internal  Medicine  to  join 
5-member  multi-specialty  group  in  San  Antonio,  TX. 
Mild  weather,  good  benefits.  Contact:  Mr.  Leroy  Kitch 
(210)  224-1771. 


SAN  ANTONIO  - BC/BE  Family  Physicians  needed. 
Excellent  practice  opportunities  available  in  a variety  of 
practice  structures  and  locations.  Salary,  plus  bonus  leading 
to  shareholder  status.  Call  or  send  C.V.  with  cover  to:  Jane 
Vogt,  (800)  546-0954,  I.D.  #4426TX,  222  S.  Central,  Ste. 
700,  St.  Louis,  MO  63105,  fax  (314)  726-3009. 


INTERNAL  MEDICINE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpatient 
services,  depending  on  physician  prefer 
ence  for  hospital  or  office  practice.  Other 
attractive  opportunities  in  suburban  areas 
of  Dallas/Fort  Worth  and  Houston  area. 
Very  attractive  compensation  package 
includes  salary,  plus  benefits  to  include  pro- 
fessional liability  insurance,  major  medical 
and  term  life  insurance,  paid  vacation,  one- 
week  paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incentives 
to  promote  individual  achievement  and 
group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712-2018 
or  800/527-2 1 45,  or  fax  214/71 2-2444 


| CLASSIFIED  ADVERTISING  CATEGORIES  0 

Allergy  ond  Immunology 

Internal  Medicine 

Otolaryngology 

Positions  Wanted 

Anesthesiology 

Locum  Tenens 

Pathology 

Entertainment 

Cardiology 

Neonatology 

Pediatrics 

Equipment 

Dermatology 

Nephrology 

Physical  Medicine/ 

Office  Space 

Emergency  Medicine 

Neurology 

Rehabilitation 

Practices 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Property 

Family/General  Practice 

Obstetrics/Gynecology 

Preventive  Medicine 

Travel 

Gastroenterology 

Occupational  Medicine 

Psychiatry 

Vacation  Homes 

General  Surgery 

Oncology 

Radiology 

Wanted  to  Buy 

Geriatrics 

Ophthalmology 

Rheumatology 

Business  and  Financial 

Hematology 

Orthopedics/Orthopedic 

Urology 

Services 

Surgery 

Other  Opportunities 

Locum  Tenens 


Staff 


the  staffing  solution 
a DSI  company 

(tormerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  itsconsid- 
erable  resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  in  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 


Equal  Opportunity  Employer 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 


ISSUE 

November  1996 
December  1996 


DEADLINE 

October  1, 1996 
November  1, 1996 
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Locum  Tenens 


Intrim 

Physicians® 


* 

In  Texas  since  1982' 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

\Sf  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 


IStaff  Care.  Inc. 


] Endorsed  by  the  Texas  Medical 
1 Association 


Your 

Best 

Move 

For 


LOCUM  TENENS 

TEXAS  BASED  * TEXAS  BEST! 

• Nationwide  opportunities 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 

(800)  685-2272 

http:llwww.locumsnet.com 


Occupational  Medicine 

OCCUPATIONAL  MEDICINE  MDs  NEEDED  tor 

Houston  area,  national  company.  Excellent  career  opportu- 
nities. Full  time  and  part  time.  Call  Ned  at  (713)  797-6106. 


DALLAS/FORT  WORTH,  TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 
Dallas,  TX  75235. 


Orthopedics 


ORTHOPAEDICS 


Rapidly  expanding  five  man  group  establish- 
ing a regional  network  that  has  a unique 
opportunity.  Group  is  perfectly  positioned 
with  its  expansion  to  manage  managed  care, 
not  be  managed  by  it.  This  opportunity  has  all 
the  advantages  of  orthopaedic  group  practice 
and  all  the  advantages  of  being  autonomous. 
Call  coverage,  income  guarantee  and  full 
benefit  package  with  the  opportunity  to  work 
at  your  own  pace  and  be  your  own  boss. 
Lakeside  living,  nearby  major  metro  plus  the 
ocean  31/2  hours  away  make  this  an  excep- 
tional situation  to  go  where  your  skills  are 
truly  needed  in  a state  of  the  art  facility.  For 
immediate  consideration  send  your  C.V.  to 
Bob  deRoode  at  H & F Medical  Inc.  - fax 
(31 4)  453-9530  or  call  (800)  264-9300. 


Pathology 

Experienced  AP/CP  Pathologist  needed  in  North  Cen- 
tral Texas  for  part-time  and  locum  tenens  coverage.  For 
immediate  consideration,  send  C.V.  to  Ad  Box  910,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701. 

Pediatrics 

JOIN  US  IN  THE  EASTTEXAS  PINEYWOODS! 

Exceptional  career  opportunity  for  BE/BC  pediatrician  to 
join  an  established  progressive  practice  looking  to  expand. 
Unlimited  potential  with  a continually  growing  patient 
base.  Low  penetration  of  managed  care.  Guaranteed  income 
of  $160,000+  and  relocation  package,  all  negotiable  to  meet 
your  personal  and  financial  satisfaction.  Lufkin,  an  attrac- 
tive safe  city  of  30,000,  is  a family  oriented  community 
with  excellent  schools,  plus  numerous  recreational  options 
for  the  whole  family.  It  is  home  to  the  #2  rated  golf  course 
in  Texas  and  is  surrounded  by  National  Forests.  Numerous 
area  lakes  offer  fishing,  camping,  and  water  sports.  Enjoy 
fishing  for  record  breaking  bass  or  stunning  sunsets  on  Lake 
Sam  Rayburn  only  minutes  away.  Lufkin  is  located  120 
miles  northeast  of  Houston  and  175  miles  southeast  of  Dal- 
las. Forward  C.V.  to  Doran  Gipson,  Recruiter,  Memorial 
Health  System  of  East  Texas,  P.O.  Box  1447,  Lufkin,  Texas 
75902-1447.  (409)  639-7783. 

AUSTIN, TX  - BC/BE  PEDIATRICIANS  needed  ASAP! 
Excellent  practice  opportunities  available  in  a variety  of 
practice  structures  and  locations.  Call  1:4  or  better.  Com- 
petitive salary/benefits.  Call  or  send  C.V.  with  cover  to  Jane 
Vogt  (800)  546-0954,  I.D.  #4423TX,  222  S.  Central,  Ste. 
700,  St.  Louis,  MO  63105.  Fax:  (314)  726-3009,  e-mail: 

careers@cejka.com. 
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Other  Opportunities 

TEXAS  DEPARTMENT  OF  CRIMINAL  JUSTICE 
HUNTSVILLE/AUSTIN,  TEXAS 


CORRECTIONAL  MEDICAL  DIRECTOR 
ADMINISTRATIVE  HEADQUARTERS 
$1 36,347.50  ANNUALLY 


Minimum  Qualifications:  Current,  valid  and  unrestricted  license  to  practice  medicine 
in  Texas;  certified  by  American  Board  of  Medical  Specialties  (ABMS)  approved 
Board.  Must  maintain  licensure  and  Board  certification  throughout  tenure.  Five  years 
full-time,  wage-earning  experience  in  a large  healthcare  organization  such  as  a 
federal  or  state  agency,  institution,  hospital,  academic  health  science  center  or 
managed  care  organization;  at  least  two  years  of  which  must  have  involved  man- 
agerial duties  incorporating  responsibility  for  administration,  supervision  and  fiscal 
oversight.  Correctional  health  care  or  academic  healthcare  institution  experience 
preferred.  Training  in  cultural  diversity/sensitivity  preferred. 

Applicants  must  submit  a state  of  Texas  application  for  employment  to  Kelly  Young, 
Employment  Section,  TDCJ,  2503  Lake  Rd.,  Ste  17,  Huntsville,  TX  77340 
(PH:  409  293-3 1 50)  by  09/27/96  at  5:00  pm.  A complete  job  description 
and  all  application  forms  may  be  obtained  at  the  above  address. 

*Equal  Opportunity  Employer.* 


University  of  North  Texas 
Health  Science  Center  at  Fort  Worth 

Physician  Moonlighting 
Opportunity 

• Night,  weekend  and  holiday 
House  Officer  coverage  in  an 
in-patient  facility  at  two  federal 
medical  centers  in  Fort  Worth 

• No  critical  care  responsibility 

• Medical  license  required; 
experience  as  House  Officer 
preferred 

• Please  call  (817)  735-2332  for 
an  application 


Bariatrics  Physician  needed  for  new  clinic  in 
Austin  area.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  no  hospital  work,  paid 
malpractice  insurance,  PT/FT,  lucrative  salary  and 
benefits.  Send  CV  w/  cover  to: 

C.  Peets,  2607B  Hanes,  Midland, TX  79705 
Fax  to:  (915)  682-6219  or  call:  (915)  570-7023 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  7 1 3-493-2797 

Or  send  CV  to:  Reuben 

POBox  42314 
Houston,  TX  77242-2314 
FAX  71  3-493-2234  & Associates 


B r o n s t e i n 


siv 

HENDRICK 

MEDICAL 

CENTER 


Leading  medical  center  in 
Texas  Midwest  offers  you  an 
exciting  opportunity  in  the 
following  specialties: 


• Family  Practice 

• Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 
■ Nephrology 

• Urology 

• Endocrinology 


Send  C.  V to  Laura  Minor 
Physician  Recruitment  Coordinator 
Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)670-3528 
Fax  (9 15)  670-2293 
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Other  Opportunities 

TEXAS  AND  THROUGHOUT  THE  SUNBELT:  Family 
Practice,  Internal  Medicine,  Dermatology,  Nephrology, 
Oncology,  Cardiology,  Pediatrics,  OB/GYN,  Neurosurgery, 
Urology,  Ophthalmology.  Excellent  packages;  income  guar- 
antees. Metropolitan  and  smaller  communities.  Call  Quest 
Healthcare,  (800)  556-2718;  or  fax  a C.V.,  (214)  250-9354. 


(faun,  next 
ccvteen  move  — 

Q C Jfh'+tC'h*  % \+*c. 

Immediate  positions  available  for: 

• primary  care  physicians 

• non-invasive  cardiologists 

• medical  hematologists/oncologists 
Positions  offer  a variety  of  practice  options, 
excellent  compensation  packages,  and 
attractive  locations. 

Contact:  GLENDA  CANTU  JOHNSTON 

PO  Box  682184  • Houston,  Texas  77268 
Phone  713-440-0636  • Fax  713-587-1 147 
Toll  Free  888-638-3106 


Positions  Wanted 

BOARD-CERTIFIED  MD  DIAGNOSTIC  RADIOLO- 
GIST, 26  years  of  practice  experience,  available  for 
LOCUM  TENENS  after  January  1,  1997.  MRI,  CT, 
Angio-interventional,  nuclear,  ultrasound,  general. 
Lawrence  D.  Brotman,  M.D.,  (210)  421-3147  or  toll-free 
(888)  363-3266. 

Diagnostic  Radiologist  seeking  position  in  Houston  or 
Dallas  and  surrounding  50  mile  areas.  Will  consider  full- 
time, part-time  and  locums.  Call  (210)  318-4634. 

FOR  SALE  OR  LEASE 

Equipment 

FOR  SALE:  2 Ritter  Electric  Examining  tables;  1 Mar- 
quette MC  PC  Ekg.,  self  reporting;  1 Binocular  Leitz 
Microscope;  4 Horizontal  steel  wall  filing  systems  for  6,000 
charts.  Contact:  Lita  (210)  922-6231,  fax  (210)  927-4554. 


FOR  SALE 


GOLDMANN  PERIMETER  940 

visual  field  equipment.  $2,950. 
Margaret/Austin  EEG  Lab.  (512) 
458-5223;  fax  (512)  458-4846. 


Automobiles 

Suburbans,  luxury  cars,  sports  cars  - all  makes  and 
models  - personal  or  commercial  — delivered  to  your  door. 
Perfect  credit  rewarded,  but  not  required.  Jones  Leasing, 
Inc.,  (800)  657-8910. 

Practices  For  Sale 

FAMILY  CLINIC  & MINOR  EMERGENCIES:  New 

clinic  with  x-ray  along  the  IH-10  corridor  of  northwest  San 
Antonio.  Call  Dr.  Pinkleyat  (210)  690-5599. 

MEDICAL  PRACTICES  FOR  SALE.  Houston,  Pasadena, 
Baytown,  Conroe,  La  Grange,  Brenham.  Various  gross 
incomes  from  $1,700,000  to  $200,000.  Family  practice, 
internal  medicine,  pediatrics.  Detailed  appraisals  available. 
Independent  attorneys  referred  for  your  closing.  Financing 
available.  Call  Lowell  Davis  at  American  Medical  Practice 
Services,  Inc.,  (713)  550-5793. 


FP  FOR  SALE 

Copperas  Cove,  pop.  35,000.  8 mi.  to  2ndary  hospital 
and  Ft.  Hood  Base.  35  mi.  to  tertiary  hospital.  1500  sq. 
ft.,  x-ray/lab.  Available  immediately.  Includes  land, 
building,  parking,  records,  equipment.  Group  affiliation 
avail,  thru  hosp.  Call  Ann  Maddux  at  (817)  547-7355 
or  write  2526  E.  Hwy.  1 90,  Copperas  Cove,  Tx.  76522 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Guenther 

(214)  868-9085 


Office  Space 


MEDICAL  SUITE  AVAILABLE 


Copperfield  area  of  Northwest 
Houston  - 1652  NRSF.  Former 
OB/GYN  space  as  low  as  $8.40  psf 
first  year.  Call  Vickie  at  (713)  558-001  1 . 


BUSINESS  AND  FINANCIAL  SERVICES 


PHYSICIAN’S  SIGNATURE  LOANS 


Borrow  up  to  $50,000  unsecured  through 
Physicians  Service  Association,  a division 
of  SunTrust  Bank,  Atlanta.  Since  1891, 
SunTrust  Bank,  Atlanta  has  continued  its 
heritage  of  steady  growth  by  extending 
consistently  prompt,  courteous  and  profes- 
sional service  to  our  customers.  Simply 
call  to  check  the  features  of  our  Physicians 
Signature  Loan  Program.  (Special  interest 
only  payments  for  in-training  and  new 
practitioners-may  qualify  for  up  to  6 years 
to  repay.)  (800)  241-6905  Atlanta,  GA 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don’t  delay,  call  today! 

HI-GROWTH  INVESTMENTS 
(214)  868-9085 


MD  MONEY  ADVISORS,  INC. 
& 

KANTI  S.  PATEL,  M.D;  M.B  A 

Registered  Principal 

Securities  Offered  Through 

NORTHEAST  SECURITIES,  INC. 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  • Bonds  • Mutual  Funds  * Pension  • 
Plans  • IRA’s  * Trusts  • Keogh’s  * 
Professional  Money  Management 


805  West  Wadley  (800)  9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 
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BUSINESS  AND  FINANCIAL  SERVICES 


MEDCON  GROUP,  INC.  will  provide  expert 
Diagnostic  Radiology  second  opinions  on  all 
diagnostic  radiology  imaging,  including  MRI,  CT 
for  defense,  plaintiff,  insurance  purposes,  HMO 
quality  issues,  medical  malpractice,  depositions 
and  testimony.  Board  certified  M.D.  Radiologist, 
Free  initial  telephone  consultation,  hourly  or  case 
rates  TOLL  FREE:  1-888-3MEDCON  or  1-888-363-3266 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 


Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads.  Discounts 
are  available  for  display  classified  ads  5 inches  and  larger. 

5 to  9 1/2  inches  $85/inch 

10  to  19i/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  For  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Melissa  McAdoo,  Advertising  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service  41 
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Scott  & White Back  Cover 
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Healthy  Patient  2000  21 
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Inside  Back  Cover 
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Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Texas  Medicine 


Educational 


Opportunities 


ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8502  Tybor 
Street,  Houston,  TX  77074.  Visit  our  website  at 
www.ahec-inc.com! 


CME  IN  DALLAS 


Diagnostic  Radiology 
Update 

October  25-27,  1996 
F riday-Saturday-Sunday 

This  21st  annual  program  focuses 
on  practical  advances  applicable  in 
everyday  practice. 

Accredited  for  18  hours  Cat.  1 AMA, 
and  ASRT  approved  credit. 

Tuition:  $370.00  physicians, 
$200.00  residents  or  technologists. 

American  Assocation  of  Physician 
Specialists 

Jointly  sponsoring  with  Parkland 
Radiology  Residents’  Alumni 
Association 

For  information  and  brochure,  contact: 
Dolly  Christensen  (214)  648-8013 
or (214) 648-8018 
Fax  (214)  648-2678 


Texas  Geriatrics  Society  will  co-host  the  Annual  Geri- 
atrics Educational  Symposium  in  Irving  at  the  Omni  Man- 
dalay Hotel  at  Las  Colinas  on  September  7-8.  Explore  the 
relevant  issues  surrounding  elder  care  with  seminars  on 
Osteoporosis,  Evaluation  and  Prevention  of  Falls,  Behav- 
ioral Management  of  Dementia,  Preparing  Your  Practice  for 
the  Senior  Boom,  Considerations  in  the  Management  of 
MRSA,  and  more.  For  more  information,  contact  the 
Office  of  Continuing  Education  at  UT  Southwestern  at 
(214)  648-2166  or  (800)  688-8678.  Fax  (214)  648-2317. 


Announcing  the  Third  in  the  1996 
Series  of  Advanced  Seminars: 

Ophthalmology  Update  for  Primary 
Care  Physicians:  a Didactic  & 

SKILLS  SYMPOSIUM  dames  McCulley, 
JVLD.,  Shelley  Roaten,  dr.,  JV1.D., 

Albert  Roberts,  M.D.  — Course  Directors 
CiVIE,  Credit  offered 

September  28,  1996  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Education 
214/648-2166;  1-800/688-8678;  FAX  2 14/648-231 7 

Southwestern 

An  equal  opportunity  institution 


TEX  AS  IH  ED1CAL  ASSO  C I A T I O IM 

SEIIJMARS 

501(a) 

Opportunities 
and  Pit/i/4 

The  5.01(a),  a physician/hospital  organization 
(PHO),  is  named  after  a section  of  the  Medical 
Practice  Act.  An  exception  to  the  prohibition  of 
the  corporate  practice  of  medicine,  5.0 1 (a)s  offer 
Texas  physicians  sources  of  capital  to  meet  the 
challenges  of  managed  care.  The  number  of  these 
healthcare  corporations  has  more  than  quadru- 
pled in  Texas  during  the  past  five  years. 

Saturday,  September  21 
Renaissance  Austin  Hotel 
9721  Arboretum  Blvd. 

Call  TMA  Practice  Management 
at  (800)  880-1300,  ext.  1421 
for  more  information. 


TMA  LIBRARY 


Beginning  an  Exploration  of  the 
Internet:  World  Wide  Web 
Up  ro  2 hours  AMA/PRA  Category 
1 credit 

TMA  Library,  Austin,  4-6  p.m. 
(800)  880-1300,  ext.  1552 
Wednesday,  October  9 
Wednesday,  November  6 
Wednesday,  December  1 1 

Grateful  Med:  Computer  Access  to 
Information 

Up  to  4 hours  AMA/PRA  Category 
1 credit 

TMA  Library,  Austin,  1-5  p.m. 
(800)  880-1300,  ext.  1552 
Saturday,  October  5 
Saturday,  November  23 
Saturday,  December  7 


The  Texas  Dermatological  Society  hosts  its  fall  meeting 
in  conjunction  with  the  Mexican  Academy  of  Dermatology 
and  the  Nuevo  Leon  Academy  of  Dermatology  at  the 
Arlington  Hilton  on  October  18-20.  CME  credit  available 
through  AAD.  For  details,  call  theTDS  at  (512)  370-1502. 
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In  honor  of  Women  in  Medicine  Month,  we  ashed  female  physicians  the  followins  question: 

How  has  being  a woman 

affected  your  experience  as  a physician? 


***  he  battles  I fought  during  surgical  residency  and 
I the  obstacles  I had  to  overcome  to  establish 
mysell  in  clinical  practice  have  shaped  my  perspective  and 
appreciation  of  a woman's  problems.  This  experience  has 
made  me  more  dedicated,  sensitive,  and  truly  more  caring 
to  my  patients.” 

Alison  L.  Laidley,  MD,  40 

general  surgery,  Dallas 


^eing  a woman  has  given  me  extra  motivation  to 
B^ensure  a high-quality  Pap  smear  service.  I have 
to  provide  the  same  quality  I demand  for  myself.” 

Rosemary  E.  Detweiler,  MD,  39 

pathology,  Fort  Worth 


s an  obstetrician-gynecologist,  I think  it  has 
helped  me  be  more  empathetic  to  my  patients, 
especially  when  it  comes  to  ‘minor’  nonpathologic  prob- 
lems. But  I also  think  I was  even  less  prepared  for  the  ‘busi- 
ness’ of  medicine  than  many  male  colleagues.” 


Carolyn  S.  Fruthaler,  MD,  46 

obstetrics  and  gynecology,  Sherman 


££^Hhe  experience  of  being  the  mother  of  three  boys 
H has  given  me  a wealth  of  information  I could 
never  have  obtained  from  books.” 

Kathleen  E.  Ethridge,  MD,  39 

pediatrics,  Seguin 


^41  think  that  as  a female  MD,  I am  more  in  touch 
fl  with  my  patients’  feelings  and,  therefore,  they  per- 
ceive me  as  more  sympathetic  to  their  personal  concerns 
and  more  genuinely  interested  in  their  well-being.” 

Evangeline  T.  Cayton,  MD,  49 

physical  medicine  and  rehabilitation,  Dallas 


eing  a woman  has  affected  me  positively  and 
W9  negatively.  On  the  positive  side,  most  patients 
consider  women  physicians  to  be  thorough  in  their  medical 
evaluations.  Negatively,  women  physicians  are  considered 
pushy  and  aggressive  as  compared  to  their  male  counter- 
parts if  they  are  vocal  about  a difference  of  opinion  or  point 
of  view.” 

Leah  Raye  Mabry,  MD,  58 

family  practice,  Pleasanton 


think  being  a woman  enhances  my  life,  in  general, 
as  well  as  my  experience  as  a physician.  Balancing 
marriage,  parenthood,  and  a busy  practice  is,  I think,  more 
challenging  for  women  because  of  personal  and  societal 
expectations  and  can  be  frustrating,  sometimes  overwhelm- 
ing, but,  when  met  with  success,  wonderful!” 

Darletta  J.  Kincaid,  MD,  39 

pediatrics,  Lewisville 


think  patients  find  me  more  accessible,  which  is 
usually  positive.  Some  patients  try  to  take  advan- 
tage, though.  And  one  of  my  older  patients  on  the  hospital 
service  told  his  nurse  that  he  hadn’t  seen  a doctor  since 
admission  (he’d  been  hospitalized  7 days).” 

Leigh  Anne  Fredholm,  MD,  27 

family  practice,  Taylor 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions  for 
future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701;  fax 
them  to  (512)  370-1632;  or  e-mail  them  to  johanna _f@texmed.org 
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INDICATION  AND  USAGE:  ADALAT  CC  is  indicated  for  the  treatment  of  hyperten- 
sion. It  may  be  used  alone  or  in  combination  with  other  antihypertensive  agents 
CONTRAINDICATIONS:  Known  hypersensitivity  to  nifedipine. 

WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive 
effect  of  nifedipine  is  modest  and  well  tolerated,  occasional  patients  have  hod  excessive 
and  poorly  tolerated  hypotension.  These  responses  have  usually  occurred  during  initial 
titration  or  at  the  time  of  subsequent  upward  dosage  adjustment,  and  may  be  more 
likely  in  patients  using  concomitant  beta-blockers. 

Severe  hyaotension  and/or  increased  fluid  volume  requirements  have  been  reported  in 
patients  wno  received  immediate  release  capsules  together  with  a beta-blocking  agent 
and  who  underwent  coronary  artery  bypass  surgery  using  high  dose  fentanyl  anesthe- 
sia. The  interaction  with  hign  dose  fentanyl  appears  to  oe  due  to  the  combination  of 
nifedipine  and  o beta  blocker,  but  the  possibility  that  it  moy  occur  with  nifedipine  alone, 
with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic  anal 
aesics  cannot  be  ruled  out.  In  nifedipine-treated  patients  where  surgery  using  high  dose 
Fentanyl  anesthesia  is  contemplated,  the  physician  should  be  aware  of  these  potential 
problems  and,  if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours) 
should  be  allowed  for  nifedipine  to  be  washed  out  of  the  body  prior  to  surgery 
Increased  Angina  and/or  Myocardial  Infarction:  Rarely,  patients,  particularly 
those  who  have  severe  obstructive  coronary  artery  disease,  have  aevelopea  well  docu 
mented  increased  frequency  duration  and/or  severity  of  angina  or  acute  myocardial 
infarction  upon  starting  nifedipine  or  at  the  time  of  dosage  increase  The  mechanism  of 
this  effect  is  not  established 

Beta-Blocker  Withdrawal:  When  discontinuing  a beta-blocker  it  is  important  to  taper 
its  dose,  if  oossible  rather  than  stopping  abruptly  before  beginning  nifedipine  Patients 
recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  increased 
angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of  nifedipine 
treatment  will  not  prevent  this  occurrence  and  on  occasion  has  been  reported  to  increase  it. 
Congestive  Heart  Failure:  Rarely,  patients  (usually  while  receiving  a beta-blocker) 
have  developed  heart  failure  after  beginning  nifedipine  Patients  with  tight  aortic  steno 
sis  may  be  at  greater  risk  for  such  an  event,  as  the  unloading  effect  of  nifedipine  would 
be  expected  to  be  of  less  benefit  to  these  patients,  owing  to  their  fixed  impedance  to 
flow  across  the  aortic  valve. 

PRECAUTIONS:  General  - Hypotension:  Because  nifedipine  decreases  peripheral  vas- 
cular resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and 
titration  of  ADALAT  (C  is  suggested  dose  observation  is  especially  recommended  for  patients 
already  taking  medications  that  are  known  to  lower  blood  pressure  (See  WARNINGS) 
Peripheral  Edema:  Mild  to  moderate  peripheral  edema  occurs  in  a dose-dependent 
manner  with  ADALAT  CC  The  placebo  subtracted  rate  is  approximately  8%  at  30  mg,  12% 
at  60  mg  and  19%  at  90  mg  daily  This  edema  is  a localized  ahenomenon,  thought  to  be 
associated  with  vasodilation  of  dependent  arterioles  and  small  blood  vessels  ana  not  due 
to  left  ventricular  dysfunction  or  generalized  fluid  retention.  With  patients  whose  hyper 
tension  is  complicated  by  congestive  heart  failure,  care  should  be  taken  to  differentiate 
this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction. 
Information  for  Patients:  ADALAT  CC  is  an  extended  release  tablet  and  should  be 
swallowed  whole  and  taken  on  an  empty  stomach.  It  should  not  be  administered  with 
food  Do  not  chew,  divide  or  crush  tablets. 

Laboratory  Tests:  Rare,  usually  transient,  but  occasionally  significant  elevations  of 
enzymes  such  as  alkaline  phosphatase,  CPK,  LDH,  SGOT,  and  SGPT  have  been  noted.  The 
relationship  to  nifedipine  tnerapy  is  uncertain  in  most  cases,  but  probable  in  some.  These 
laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms,  however, 
cholestasis  with  or  without  jaundice  nas  been  reported  A small  increase  (<5%)  in  mean 
alkaline  phosphatase  was  noted  in  patients  treated  with  ADALAT  CC.  This  was  an  isolated 
finding  and  it  rarely  resulted  in  values  which  fell  outside  the  normal  range.  Rare  instances 
of  allergic  hepatitis  have  been  reported  with  nifedipine  treatment.  In  controlled  studies, 
ADALAT  CC  dia  not  adversely  affect  serum  uric  acid,  glucose,  cholesterol  or  potassium. 
Nifedipine  like  other  calcium  channel  blockers,  decreases  platelet  aggregation  in  vitro. 
Limited  clinical  studies  have  demonstrated  a moderate  but  statistically  significant 
decrease  in  platelet  aggregation  and  increase  in  bleeding  time  in  some  nifedipine 
patients.  This  is  thought  to  oe  a function  of  inhibition  of  calcium  transport  across  the 
platelet  membrane.  No  clinical  significance  for  these  findings  has  been  demonstrated. 
Positive  direct  Coombs'  test  with  or  without  hemolytic  anemia  has  been  reported  but  a 
causal  relationship  between  nifedipine  administration  and  positivity  of  this  laboratory 
test,  including  hemolysis,  could  not  be  determined. 

Although  nifedipine  has  been  used  safely  in  patients  with  renal  dysfunction  and  has  been 
reported  to  exert  a beneficial  effect  in  certain  cases  rare  reversible  elevations  in  BUN  and 
serum  creatinine  have  been  reported  in  patients  witn  pre-existing  chronic  renal  insufficien- 
cy. The  relationship  to  nifedipine  therapy  is  uncertain  in  most  coses  but  probable  in  some 
Drug  Interactions:  Beta-adrenergic  blocking  agents:  (See  WARNINGS) 


ADALAT  CC  was  well  tolerated  when  administered  in  combination  with  a beta  blocker  in 
187  hypertensive  patients  in  a placebo-controlled  clinical  trial.  However  there  have 
been  occasional  literature  reports  suggesting  that  the  combination  of  nifedipine  and 
beta-adrenergic  blocking  drugs  may  increase  the  likelihood  of  congestive  heart  failure, 
severe  hypotension,  or  exacerbation  of  angina  in  patients  with  cardiovascular  disease. 
Digitalis:  Since  there  have  been  isolated  reports  of  patients  with  elevated  digoxin  levels 
and  there  is  a possible  interaction  between  digoxin  and  ADALAT  CC,  it  is  recommended 
that  digoxin  levels  be  monitored  when  initiating,  adjusting,  and  discontinuing  ADALAT  CC 
to  avoid  possible  over-  or  under-digitalization. 

Coumarin  Anticoagulants:  There  have  been  rare  reports  of  increased  prothrombin  time 
in  patients  taking  coumarin  anticoagulants  to  wnom  nifedipine  was  administered. 
However,  the  relationship  to  nifedipine  therapy  is  uncertain. 

Quinidine:  There  have  been  rare  reports  of  on  interaction  between  quinidine  and 
nifedipine  (with  a decreased  plasma  level  of  quinidine). 

Gmetidine:  Both  the  peak  plasma  level  of  nifedipine  and  the  AUC  may  increase  in  the  pres- 
ence of  cimetidine.  Ranitidine  produces  smaller  non  significant  increases.  This  effect  of  cime- 
tidine may  be  mediated  by  its  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  nifedipine.  If  nifedipine  thera- 
py is  initiated  in  a patient  currently  receiving  cimetidine,  cautious  titration  is  advised. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Nifedipine  was  adminis- 
tered orally  to  rats  for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to 
rats  prior  to  mating,  nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times 
the  maximum  recommended  human  dose.  In  vivo  mutagenicity  studies  were  negative. 
Pregnancy:  Pregnancy  Category  C.  In  rodents,  rabbits  and  monkeys,  nifedipine  has 
been  shown  to  have  a variety  of  embryotoxic,  plocentotoxic  and  fetotoxic  effects, 
including  stunted  fetuses  (rats  mice  and  rabbits)  digital  anomalies  (rats  and  rabbits), 
rib  deformities  (mice)  deft  palate  (mice),  small  placentas  and  underdeveloped  chorion- 
ic villi  (monkeys),  emaryonic  and  fetal  deaths  (rats,  mice  and  rabbits),  prolonged  preg- 
nancy (rats;  not  evaluated  in  other  species),  and  decreased  neonatal  survival  (rats;  not 
evaluated  in  other  species).  On  a mg/ka  or  mg/m2  basis,  some  of  the  doses  associated 
with  these  various  effects  are  higher  than  the  maximum  recommended  human  dose 
and  some  are  lower,  but  all  are  within  an  order  of  magnitude  of  it. 

The  digital  anomalies  seen  in  nifedipine-exposed  rabbit  pups  are  strikingly  similar  to 
those  seen  in  pups  exposed  to  phenytoin,  and  these  are  in  turn  similar  to  the  pha- 
langeal deformities  that  are  the  most  common  malformation  seen  in  human  children 
with  in  utero  exposure  to  phenytoin. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ADALAT  CC  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers:  Nifedipine  is  excreted  in  human  milk.  Therefore,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother 

ADVERSE  EXPERIENCES:  The  incidence  of  adverse  events  during  treatment  with 
ADALAT  CC  in  doses  up  to  90  mg  daily  were  derived  from  multi-center  placebo-controlled 
clinical  trials  in  370  hypertensive  patients  Atenolol  50  mg  once  daily  was  used  concomi- 
tantly in  187  of  the  370  patients  on  ADALAT  CC  and  in  64  of  the  126  patients  on  placebo 
All  adverse  events  reported  during  ADALAT  CC  therapy  were  tabulated  independently  of 
their  causal  relationship  to  medication. 

The  most  common  adverse  event  reported  with  ADALAT®  CC  was  peripheral  edema.  This 
was  dose  related  and  the  frequency  was  18%  on  ADALAT  CC  30  mg  daily,  22%  on 
ADALAT  CC  60  mg  daily  and  29%  on  ADALAT  CC  90  mg  daily  versus  10%  on  placebo 
Other  common  adverse  events  reported  in  the  above  placebo-controlled  trials  include: 
Headache  (19%,  versus  13%  placebo  incidence);  Flushing/heat  sensation  (4%,  versus 
0%  placebo  incidence);  Dizziness  (4%,  versus  2%  placebo  incidence);  Fatigue/asthenio 
(4%,  versus  4%  placebo  incidence),  Nausea  (2%,  versus  1%  placebo  incidence); 
Constipation  (1%,  versus  0%  placebo  incidence). 

Where  the  frequency  of  adverse  events  with  ADALAT  CC  and  placebo  is  similar,  causal 
relationship  cannot  be  established. 

The  following  adverse  events  were  reported  with  an  incidence  of  3%  or  less  in  daily 
doses  up  to  90  mg: 

Body  os  a Whole/Systemic:  chest  pain,  leg  pain  Central  Nervous  System: 
paresthesia,  vertigo  Dermatologic:  rash  Gastrointestinal:  constipation 
Musculoskeletal:  leg  cramps  Respiratory:  epistaxis,  rhinitis  Urogenital:  impo- 
tence, urinary  frequency 

Other  adverse  events  reported  with  an  incidence  of  less  than  1.0%  were: 

Body  as  a Whole/Systemic:  cellulitis,  chills,  facial  edema,  neck  pain,  pelvic  pain, 
pain  Cardiovascular:  atrial  fibrillation,  bradycardia,  cardiac  arrest,  extrasystole, 
hypotension,  palpitations,  phlebitis,  postural  hypotension,  tachycardia  cutaneous  ang- 
iectases  Central  Nervous  System:  anxiety,  confusion,  decreased  liaido,  depression, 
hypertonia,  insomnia,  somnolence  Dermatologic:  pruritus,  sweating 
Gastrointestinal:  abdominal  pain,  diarrhea,  dry  mouth,  dyspepsia  esophagitis,  flatu- 
lence, gastrointestinal  hemorrhage,  vomiting  Hematologic:  lymohaaenopathy 
Metabolic:  gout,  weight  loss  Musculoskeletal:  arthralgia,  arthritis,  myalgia 
Respiratory:  dyspnea,  increased  cough,  rales,  pharyngitis  Special  Senses:  abnor 
mal  vision,  amblyopia,  conjunctivitis,  diplopia,  tinnitus  Urogenital/Reproductive: 
kidney  calculus,  nocturia,  breast  engorgement 


The  following  adverse  events  have  been  reported  rarely  in  patients  given  nifedipine  in 
other  formulations  allergenic  hepatitis,  alopecia  anemia,  arthritis  with  ANA  (+), 
depression,  erythromelalgia,  exfoliative  dermatitis,  fever,  gingival  hyperplasia,  gyneco- 
mastia, leukopenia,  mood  changes,  muscle  cramps,  nervousness,  paranoid  syndrome, 
purpura,  shakiness,  sleep  disturbances,  syncope,  taste  perversion,  thrombocytopenia, 
transient  blindness  at  the  peak  plasma  level,  tremor  and  urticaria. 
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The  time.  The  place 


The  ways  and  means. 


Opening  the  door  to  opportunity 
is  easier  when  you  have  the  key. 

We  know,  because  for  more  than 
75  years  we’ve  been  helping  people 
find  the  way  to  invest  in  land  for 
recreation,  weekend  escapes,  or  a 


country  home.  We’re  your  locally- 
owned  and  operated  Federal  Land 
Bank  Association. 

You  won’t  find  a better  under- 
standing of  the  value  of  land,  or  a 
deeper  appreciation  of  your  desire  to 


own  a piece  of  it. 

In  the  end,  we  provide  more 
than  just  the  means  to  buy  property. 
We  help  people  open  the  door  when 
opportunity  knocks. 


LAND BANK 


Part  of  the  fabric  of  rural  life. 


1-800-922-5263  Call  now  for  information,  or  to  apply  for  a loan  to  buy  or  reflna 

land,  make  improvements,  or  to  build  or  buy  a home. 
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Texas  Medicine 


Editor’s  Mote 


Symposium 


on  Immigrant  Health 


A special  Texas 


Medicine  issue 


thors  and  papers  were  chosen  with  the 
expectation  of  helping  physicians  un- 
derstand the  challenges  ol  providing 
care  to  immigrants.  Those  challenges 
include  not  only  variations  in  disease 
type  and  frequency  among  immigrant 
populations,  but  also  the  barriers  that 
cultural  differences  impose  between 
doctor  and  patient. 

Understanding  the  culture  of  His- 
panic immigrants  and  its  effects  on 
medical  care  is  the  subject  of  a fasci- 
nating article  by  Robert  P.  Carlson, 
beginning  on  p 36.  The  article’s  title, 
“Flour  from  another  sack,”  is  the 
translation  of  a Mexican  folk  saying 
that  describes  how  people  are  the 
same  but  also  have  differences. 

The  milagros , which  translates  “mir- 
acles,” illustrating  the  article  are  part  of 
an  ancient  Hispanic  custom.  These 
small  silver  or  golden  charms,  usually 
in  the  shapes  ol  heads,  arms,  legs,  or 
other  body  parts,  are  worn 
>und  the  neck  or  nailed  to 
altars  to  petition  favorite 
saints.  A man  with  a bro- 
ken leg,  for  example, 
would  wear  a small  silver 
leg  around  his  neck  to 
hasten  healing. 

One  of  the  most  vex- 
ing problems  facing 
Texas  physicians  is  how 
to  provide  adequate 


When  the  Texas  Medicine 

Editorial  Committee  began 
work  on  this  symposium  issue 
more  than  a year  ago,  it  could 
not  have  predicted  immigrant  health 
would  be  in  the  political  hot  seat  today. 
With  welfare  reform  potentially  threat- 
ening Medicaid  funding  and  other 
governmental  aid  for  legal  immigrants, 
Texas  urgently  needs  information 
about  the  health  status  ol  its  immigrant 
residents.  The  Editorial  Committee 
hopes  that  the  articles  presented  here 
can  be  useful  in  that  endeavor. 

In  his  introduction  to  the  clinical 
section  (p  46),  Guest  Editor  John  C. 
Jennings,  MD,  explains  that  the  au- 


medical care  to  immigrants  and  others 
living  on  the  US-Mexico  border.  Lau- 
rance  N.  Nickey,  MD,  of  El  Paso,  a 
longtime  champion  of  border  health  is- 
sues, spoke  with  us  recently  about  that 
region’s  challenges  in  light  of  the  possi- 
ble withdrawal  of  federal  assistance  for 
legal  immigrants. 

“It  is  difficult,  having  lived  all  my 
life  and  practiced  medicine  for  nearly 
40  years  on  the  border  between  the 
United  States  and  Mexico,  to  under- 
stand the  attitudes  that  lie  behind  the 
calls  to  deny  health  care  to  immi- 
grants in  our  country,”  Dr  Nickey 
said.  “Here,  we  have  learned  a lesson 
about  the  interdependence  of  people: 
II  I help  my  neighbor,  I have  helped 
myself.  If  I deny  medicine  to  a sick 
child  today  because  her  parents  have 
come  here  from  another  land  to  seek  a 
better  way  of  life,  perhaps  tomorrow  it 
is  my  child  who  will  be  sick.” 

Disease  pays  no  heed  to  political 
boundaries.  From  a public  health  per- 
spective, the  border  is  one  blended 
community.  Said  Dr  Nickey,  “As  a na- 
tion whose  roots  stretch  throughout 
the  world,  to  every  people  of  the 
world,  surely  we  must  find  a better 
way.  The  health  of  all  our  children  de- 
pends on  it.” 

JEAN  PIET  RO  BONO 
Managing  Editor 
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About  Frontier 

Frontier  Insurance  Company  of  New  York  is 
a member  of  the  Frontier  Insurance  Group, 
Inc.  We  are  a licensed  and  admitted  carrier 
in  Texas. 


■ SUPERIOR  POLICY 

■ COMPETITIVE  RATES 

■ FINANCIAL  STABILITY 


Frontier’s  financial  stability  can  be  demon- 
strated by  our  ratings  of  A-  (Excellent)  by 
A.M.  Best  and  A+  by  Standard  & Poor’s 
for  our  claims  paying  ability. 


What  Makes  Frontier  Different? 

■ Consent  to  Settle  Provisions 


Frontier  has  been  recognized  by  Forbes 
Magazine  8 years  in  a row.  We  are  one  of 
only  6 companies  in  the  country  to  have 
that  distinction. 


■ Occurrence  & Claims  Made  Policies 

■ Discounts  for  longevity,  loss  history,  risk 
management  courses  and  board  certification 


Frontier  has  an  office  in  Houston  dedicated 
to  managing  the  Texas  medical  malpractice 
insurance  program.  This  office  provides 
support  to  our  agents  and  policyholders. 


■ True  Incident  Reporting 

■ Coverage  for  Contractual  Liability, 
HMO  & PPO  Contracts 

■ Defendants  Reimbursement 


•rantier 

INSURANCE  COMPANY  OF  NEW  YORK 


■ National  panel  of  defense  experts  working  in 
conjunction  with  local,  experienced,  established 
medical  malpractice  defense  firms 

■ A network  of  independent  insurance  agents 
experienced  in  medical  professional  liability 


11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046  • (800)  853-9502 

insurance 

Contact  one  of  our  agents  for  more  information. 

National  Health  Services 

Houston:  (800)  634-9513 

Aberdeen  Medical 

Insurance  Services 

Houston:  (800)  622-9296 

Tom  Baker  Insurance  Agency,  Inc. 
Houston:  (713)  467-4491 

Eichlitz,  Dennis,  Wray 
& Westheimer 

San  Antonio:  (210)  223-9171 

Insurance  Associates  of  Texas 
Conroe:  (409)  756-2222 

J.S.  Edwards  & Sherlock 
Beaumont:  (409)  832-7736 

Texas  American  Insurers 

Ft.  Worth:  (800)  856-3101 

Madeley  & Company 

Dallas:  (800)  382-7741 

Ehrman,  Murphy  & Company 
Houston:  (71 3)  464-6291 

Benefit  from  your 
membership  in 

Texas  Medical  Association  and  let  Avis  be  your  guide  to  savings, 
value  and  safety!  The  journey  begins  with  savings  of  10%  off 
Avis  SuperValue  Weekly  rates,  5%  off  promotional  rates  and  5% 
off  Avis  Mini-Lease  rate  long-term  rentals  at  all  participating 
locations.  Shop  around.  You’ll  find  Avis  has  some  of  the  lowest 
rates  in  the  industry.  And  with  the  Avis  Wizard  System,  you  can 
receive  our  best  available  rate  when  you  mention  your  Avis 
Worldwide  Discount  (AWD)  number:  A729800. 

We’ve  mapped  out  some  safety  measures  for  you,  too.  Our 
in-car  Satellite  Guidance®  System,  available  in  many  Avis  cars, 
will  help  you  pinpoint  where  you’re  going  and  how  to  get  there. 
And  to  make  your  rental  experience  even  more  pleasureable, 
we  just  introduced  two  new  innovative  services.  The  Avis 
Travelers  Network™  broadcasts  valuable  travel  tips  and  other 
useful  information  at  Avis  locations  in  select  cities.  And  the 
Avis  Cares®  Concierge™  Service,  a unique  800  number  service 
exclusively  for  Avis  customers,  offers  everything  from  advice  on 
restaurants  to  hotel  reservations  and  flight  information. 

So  remember,  you  can  always  count  on  Avis  to  steer  you  in 
the  right  direction.  For  more  information  or  reservations,  call 
an  employee-owner  of  Avis  at:  1-800-831-8000.  And  be  sure 
to  mention  your  Avis  Worldwide  Discount  (AWD)  number: 

A729800 


Especially  For  Texas  Medical 
Association  Members 

$15  Off  Avis  Weekly  Rates! 

Reserve  an  Avis  Intermediate  through  a Full  Size  4-door  car. 
Then  present  this  coupon  at  a participating  Avis  location  in 
the  U.S.  and  receive  $15  off  a weekly  rental.  Subject  to 
complete  Terms  and  Conditions.  For  reservations,  call 
your  travel  consultant  or  an  employee-owner  of  Avis  at: 
1-800-831-8000. 

TERMS  AND  CONDITIONS 

Offer  valid  on  an  Intermediate  (Group  C)  through  a Full  Size  4-door  (Group  E)  car  for 
a 5-day  rental.  Coupon  must  be  surrendered  at  time  of  rental;  one  per  rental.  May  be 
used  in  conjunction  with  your  Association  rates  and  discounts.  May  not  be  used  in 
conjunction  with  any  other  coupon,  promotion  or  offer.  Coupon  valid  at  Avis 
corporate  and  participating  licensee  locations  in  the  continental  U.S.  Offer  may  not 
be  available  on  all  rates  at  all  times.  Cars  subject  to  availability.  Taxes,  local 
government  surcharges,  and  optional  items,  such  as  LDW,  additional  driver  fee  and 
refueling,  are  extra.  Renter  must  meet  Avis  age,  driver  and  credit  requirements. 
Minimum  age  is  25.  See  below  for  expiration  date. 

Rental  Sales  Agent  Instructions 
At  Checkout: 

In  AWD,  enter  number  printed  below. 

In  CPN,  enter  number  printed  below. 

Complete  this  information: 


RA#_ 

Attach  to  COUPON  tape. 
©1996  Wizard  Co.,  Inc. 
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Offer  Expires  12/31/96 
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Avis  features  GM  cars. 


Letters 


There  is  more  to  medicine 


I READ  WITH  GREAT  INTEREST 
the  article  in  the  August  issue  ot 
Texas  Medicine  titled  “The  Strongest 
Heart  in  Texas,”  by  Richard  B. 
Weinberg,  MD  (pp  48-50).  I am  glad 
to  see  that  there  are  still  some  doctors 
who  realize  that  there  is  more  to  the 
practice  of  medicine  than  ordering 
blood  tests  and  x-rays,  and  following 
HMO  guidelines. 

I want  to  thank  Dr  Weinberg  lor 
sharing  his  experience  with  us  and  il- 
lustrating that  medicine  is  as  much  an 
art  as  it  is  a science.  I hope  that  Texas 
Medicine  will  continue  to  publish  such 
articles  in  the  future. 

J.S.  Heny,  MD 

903  W 24th  St 

San  Antonio,  TX  78207 

Grandson  seeks 
cowboy  doc  memoir 

IT  WAS  WITH  A GREAT  DEAL 
of  pleasure  that  I received  the  July 
issue  of  Texas  Medicine.  Cindi  My- 
ers’ article,  “Cowboy  Docs”  (pp 
38-43),  was  of  great  interest  to  me  be- 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  jean  _p@texmed.org.  Please  type  letters  you  submit 
for  publication,  and  keep  the  length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor 
and  editorial  advisors,  and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


cause  one  of  the  cowboy  docs  was  my 
grandfather,  RC.  Coleman!  I rode 
horses  with  him  and  also  traveled  in 
the  horse  and  buggy  on  different  oc- 
casions with  him.  I also  tried  to  in- 
duce him  into  using  an  automobile, 
but  he  continued  to  carry  his  pliers  for 
fences  and  some  kindling  inasmuch  as 
on  several  occasions  he  needed  to  have 
a hre  for  some  purpose  or  other. 

You  mentioned  in  your  article  a 
number  of  the  things  he  told  me 
about;  however,  you  referred  to  an  au- 
tobiographical sketch  titled  Experi- 
ences of  a Pioneer  Doctor.  Incredibly,  I 
do  not  have  a copy  of  this  sketch,  nor 
have  I read  it.  If  you  have  access  to  this 
sketch,  I would  be  forever  grateful  if 
you  could  send  me  a copy  or  advise 
me  where  I could  obtain  one. 

I am  in  the  process  of  donating  the 
original  diploma  of  my  grandfather  to 
the  Museum  of  Texas  Tech  University 
in  Lubbock.  I would  like  to  be  able  to 
include  this  biographical  sketch  as  well. 

W.  Maxwell  Thomas 

3628  McFarlin 
Dallas,  TX  75205 

Editor’s  note:  Experiences  of  a Pioneer  Doctor 
is  housed  at  the  Barker  Texas  History  Center,  The 
University  of  Texas  at  Austin. 

Lobby  group  clarifies  mission 

I read  Ken  Ortolon’s  recent 
article,  “Who  Will  Manage 
Change?”  ( Texas  Medicine,  August 
1996,  pp  22-27),  with  great  inter- 
est. The  article  contains  an  interesting 


description  of  our  organization,  Tex- 
ans for  Quality  Health  Care  (TQHC). 

I wanted  to  take  this  opportunity  to 
clarify  and  correct  some  of  the  infor- 
mation in  your  article  about  TQHC. 

Texans  for  Quality  Health  Care  is  a 
broad-based  coalition  of  consumers, 
health-care  providers,  small  and  large 
businesses,  and  health-care  plans  that 
are  dedicated  to  ensuring  the  availabil- 
ity of  high-quality,  affordable,  accessi- 
ble health  care  for  all  Texans.  Some  of 
our  members  include  Small  Business 
United  of  Texas,  Texas  Business  Group 
on  Health,  Texas  Association  of  Busi- 
ness and  Chambers  of  Commerce, 
Texas  Public  Employees  Association, 
the  Texas  HMO  Association,  and  more 
than  2,500  individuals,  companies 
(from  large  companies  such  as  3M  and 
General  Motors  to  small  businesses 
such  as  Schuman  Auto  Supply  in 
Houston),  providers,  and  governmen- 
tal entities  throughout  Texas. 

The  coalition  supports  a set  of  prin- 
ciples that  will  further  our  mission  of 
ensuring  high-quality,  affordable,  and 
accessible  health  care.  These  princi- 
ples, which  even  the  Texas  Medical  As- 
sociation admits  it  supports,  are: 

• Preventive  care  and  wellness  pro- 
grams are  critical  tools  for  improv- 
ing the  health  of  Texans. 

Fair  and  equitable  regulation  is 
necessary  to  protect  Texas  health- 
care consumers. 

Consumers  and  purchasers  of 
health  care  should  decide  what 
they  want  and  can  afford,  and  the 
market  will  meet  that  demand. 
Health-care  reform  that  is  market- 
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FREEMAN  E>  COCKERELL 


DERMA  TO  PATHOLOGY 


ORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


■ Frozen  Sections 

■ Diagnostic  Consultation 

® Slide  Processing 

m Rush  2 Hour 

Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 

CLAYJ.  COCKERELL,  M.D. 


based  and  seeks  to  maximize  peo- 
ple’s choices  should  proceed  without 
government  regulations  designed  to 
protect  special  financial  interests. 

• Quality  care  through  personal 
health-care  networks  is  cost-effec- 
tive, and  public  health  programs 
can  benefit  from  the  success  of  mar- 
ket-based reform,  increasing  access 
to  quality  care  for  more  Texans. 

Contrary  to  your  article’s  con- 
tention, these  principles  do  not  mask 
some  “deeper”  agenda.  Our  mission  is 
straightforward  and  clear:  to  support 
efforts  that  preserve  and  expand  rights 
to  quality  health  care  at  an  affordable 
price,  and  to  oppose  efforts  that  do 
not.  The  members  of  TQHC  feel 
strongly  that  people  deserve  the  right 
to  choose  coordinated  health  care,  and 
any  attempts  to  interfere  with  that 
freedom  must  be  fought. 

The  members  of  TQHC  recognize 
that  coordinated  health  care  is  one  vi- 
able approach  to  preserving  access  to 
the  high  quality  of  health  care  in  this 
state  while  keeping  the  cost  of  that  care 
affordable  to  all  Texans.  We  under- 
stand that  managed  care  is  not  perfect, 
and  given  the  rapidly  changing  nature 
of  the  health-care  field,  the  system  will 
have  to  change  to  remain  a viable  op- 
tion for  health-care  consumers. 

We  also  understand  that  government 
regulation  is  not  always  an  appropriate 
way  to  make  those  changes.  Consumers 
and  purchasers  of  care  can  and  should 
choose  the  health-care  plan  that  is  best 
and  most  affordable  for  them. 

While  there  are  many  areas  where 
TQHC  may  disagree  with  some  mem- 
bers of  TMA,  I think  we  can  find  many 
areas  of  mutual  agreement.  We  openly 
invite  members  of  your  organization  to 
discuss  these  issues  and  join  TQHC  in 
these  endeavors.  We  recognize  that 
market-based  health-care  reform  needs 
the  support  of  many  individuals  and 
organizations  if  it  is  to  succeed. 

To  the  extent  that  the  TMA  legisla- 
tive agenda  for  the  next  session  mirrors 
our  goals,  we  can  be  mutually  support- 


ROBERT  G.  FREEMAN,  M.D. 


2330  BUTLER  STREET 


SUITE  115 


DALLAS,  TEXAS  75235 
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Don’t  miss  a beat 
on  one  of  our 
Ultrasound  deals. 


If  you  have  your  heart  set  on  a new 
ultrasound,  but  your  checkbook  seems  to 
lack  the  same  enthusiasm,  then  you  need  to 
check  out  one  of  our  many  reconditioned 
Ultrasounds.  Custom  configured  to  meet 
your  specific  needs. 


Keep  your  mind  and  your  pocket  healthy: 
stop  by  or  call  for  a complete  listing 
on  all  our  quality  preowned  medical  equipment. 


quality  pretnened  medical  equipment 

founding  member  I.A.M.E.R 


3835  San  Jacinto,  Dallas,  TX  75204 
214-824-5040  • Fax:  823-9428 
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ive.  We  urge  all  of  your  physician  mem- 
bers to  continue  an  open  dialogue  with 
us  on  these  issues. 

Alan  “Bud”  Shivers,  Jr 

President,  Texans  for  Quality  Health  Care 
1209  Nueces  St 
Austin,  TX  78701 


Thanks  for  support 
of  medical  mission 

In  June,  I spent  10  days 

traveling  with  and  photographing 
the  Flying  Doctors  of  America  on 
their  medical  mission  to  Peru.  The 
Flying  Doctors  of  America  is  a non- 
profit organization  that  sends  volun- 
teer physicians,  nurses,  dentists,  and 
nonmedical  support  teams  into  devel- 
oping countries  to  bring  basic  medical 
care  to  the  poorest  of  the  poor. 

Our  team  treated  more  than  1 ,200 
patients  in  and  around  Huiloq,  a re- 
mote village  in  the  Andes  Mountains. 
The  primary  people  served  there  were 
the  Quechuan  Indians,  descendants  of 
the  Incas,  who  live  in  primitive  adobe 
homes  with  dirt  floors  and  no  running 
water  or  electricity. 

The  mission  was  an  extraordinary 
experience  for  me.  I would  like  to 
thank  the  following  physicians  for 
their  generous  donations,  which 
helped  make  this  trip  possible:  Jamie 
Elizabeth  Terry,  MD;  Dorothy  Over- 
man, MD;  Chantal  Harrison,  MD; 
Lan  Nguyen,  MD,  Audelio  Rivera,  Jr, 
MD;  Don  Gustafson,  MD;  Edward 
Furst,  MD;  and  Carlos  Campos,  MD. 

Susan  Gaetz 

1135  Barton  Hills  Dr,  #320 
Austin,  TX  78704 

Editor’s  note:  Photojoumalist  Susan  Gaetz  is  a 
regular  contributor  to  Texas  Medicine.  An  ex- 
hibit of  her  photographs  of  Texas  physicians  will 
be  on  display  starting  in  November  in  the  Texas 
Medical  dissociation  History  of  Medicine  Gallery, 
on  the  first  floor  of  the  TMA  headquarters  build- 
ing in  Austin. 


Excellent  Facilities 

1 Some 

Board  Certified  Colleagues 

Vacation,  Recreation,  Education 

1 Choices 

Physician  Owned  and  Operated 

I Really 

The  Austin  Diagnostic  Clinic,  a multi-specialty  group  of  140 
physicians  with  24  specialties,  has  been  in  Central  Texas  for 
more  than  40  years.  We're  seeking  BC/BE  physicians  to  join 
our  Austin,  Texas  offices.  We'd  like  to  add  physicians  in  the 

1 Are 

following  specialties  by  year-end  1997: 

■ Family  Practice  ■ Internal  Medicine 

■Pediatrics  ■ OB/GYN 

I Black 

■ Pediatric  Neurology  ■ General  Surgery 

■ Hematology/Oniology  ■ Nephrology 

1 and 

If  you'd  like  more  information  about  physician  positions, 
contact  Mary  Lou  Herring,  Director  of  Physician  Relations,  at 

1-800-203-2710  during  day,  evening,  or  weekend  hours. 

I White 

Or  send  your  CV  in  confidence  to: 

The  Austin  Diagnostic  Clinic 

1 2221  N.  MoPac  Expressway  /IPv 

Austin,  TX  78758  fj|Q 

FAX:  1-512-901-3994  lLy 

Sick  Over  Malpractice 
Insurance  Premiums? 

Rejected,  cancelled  or  non-renewed? 

In  a high-risk  specialty? 
El  Dorado  has  the  cure! 

Licensed  and  admitted  carrier  with 
S&P  rating  of  A+  for  claims  paying  ability. 

Cost-saving  policy  with  premium 
financing  available. 

m Risk  Management  Program  to  help 
you  return  to  a standard  policy. 

Coverage  for  all  specialties  and 
an  alternative  to  the  Jl7A  program. 

El  Dorado  is  dedicated  to  the  unique 
needs  of  the  medical  professional. 
For  more  information, 
call  Claudia  Cox  or  Boh  Ring  at 
(800)  221-3386  or  (713)  521-9251, 
or  Fax  (713)  521-0125. 

EL  DORADO 

INSURANCE  AGENCY,  INC. 


“INSURANCE  PLUS".  . . SINCE  1968 

P.O.  Box  66571  • Houston,  Texas  77266-6571 

© 1996,  El  Dorado  Insurance  Agency,  Inc. 
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The  Screening  You  Won’t  Want  to  Miss 


Keep  abreast  of  the  latest  information  on  cancer  prevention, 
screening  and  early  detection  while  earning  CME  hours.  The 
TMA  Physician  Oncology  Education  Program,  Texas’  premiere 
physician  education  program  on  cancer  prevention,  now  offers 
AMA/PRA  Category  1 credit  through  eight  modules. 

0 Modules  are  available  on  cancer  topics  at  a nominal  fee: 
Breast,  Cervix,  Colorectal,  Head  and  Neck,  Lung,  Prostate, 
Skin  and  Nutrition  and  Cancer  Risk  Reduction 

0 Through  self-study,  each  module  provides  one  horn-  of  Cate- 
gory 1 in  the  AMA/PRA  at  only  $10  an  hour 

M POEP  modules  also  serve  as  lecture  tools  for  educating 
physicians,  medical  students  and  other  health  care  profes- 
sionals 


for  information: 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 
(800)  880-1300  Ext. 
1672 
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MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc., 
will  provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  with  a reputa- 
tion for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of 
a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

Bill  Canipe,  Vice  President 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


Letters 

Liability  and  firearms 
in  the  waiting  room 

UPON  READING  Dr  ROB- 
erto  Restrepo’s  letter  ( Texas  Med- 
icine, June  1996,  p 7)  regarding 
my  potential  liability  for  not  al- 
lowing my  patients  to  come  armed  for 
self-defense  into  my  waiting  room, 
my  hand  struck  my  forehead.  “Great 
Scott!”  I exclaimed.  I had  no  idea  the 
situation  was  so  extreme.  Then  I 
thought,  “When  was  the  last  time  an 
armed,  violent  criminal  threatened 
someone  in  my  waiting  room  only  to 
be  cut  down,  in  a hail  of  legal  gunfire, 
by  the  other  ‘thoroughly  checked  and 
licensed,  decent  citizen’  in  my  waiting 
room?”  The  answer?  Never. 

Then  I thought  of  the  innocent 
and  not-so-innocent  victims  of  gun- 
fire I’ve  seen  during  my  career  and 
training  (as  so  many  of  us  have)  who 
have  been  maimed  or  killed  as  a result 
of  their  proximity  to  a firearm  which, 
had  their  assailant  been  able  to  access 
only  a less  lethal  weapon,  would  have 
been  alive  or  less  maimed.  Then  I 
thought,  further,  about  the  minuscule 
number  of  times  a legal  firearm  has 
been  used  to  actually  prevent  or 
clearly  deter  a crime  versus  the  egre- 
gious number  of  deaths  and  injuries 
brought  about  accidentally  through 
the  use  of  legally  possessed  firearms. 

I then  realized  that  Dr  Restrepo’s 
letter  is  a prime  example  of  National 
Rifle  Association-inspired  phony 
baloney  and  serves  only  to  illustrate 
the  utter  lack  of  responsibility  those  in 
love  with  their  guns  demonstrate  in 
response  to  the  massive  problem  of 
poorly  controlled  access  to  firearms 
by,  essentially,  anyone  who  wants  to 
have  them. 

Rael  Nidess,  MD 

618  S Grove 
Marshall,  TX  75670 
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Temple  family  practice  resident  Eric  D. 
Beshires,  MD,  and  Houston  larnily 
practice  resident  Frank  M.  Lockwood, 
MD.were  recognized  for  their  contribu- 
tions to  community  service  as  2 of  40 
honorees  of  the  American  Medical  As- 
sociation/Glaxo Wellcome  Inc  Lead- 
ership Award  Program  for  resident 
physicians. 

Dallas  emergency  medicine  specialist 
A.  Compton  Broders  III,  MD,  was  cho- 
sen 1 of  the  50  most  positive  physicians 
in  the  United  States  after  a yearlong 
search  by  the  Positive  Medicine  Project 
based  in  Philadelphia,  Pa. 


Eric  D.  Beshires,  MD 


S.Ward  Casscells  III,  MD 


Victor  A.  Levine,  MD 


Frank  M.  Lockwood,  MD 


Samuel  Ward  Casscells  III,  MD,  was 

named  the  first  holder  of  the  Theodore 
R.  and  Maureen  O’ Driscoll  Levy  En- 
dowed Professorship  in  Cardiology 
Research  at  The  University  of  Texas- 
Houston  Medical  School. 

Clifford  C.  Dacso,  MD,  was  named  to 
the  John  S.  Dunn  Sr  Research  Chair 
in  Internal  Medicine  at  Baylor  College 
of  Medicine  and  The  Methodist  Hos- 
pital of  Houston. 

Dallas  orthopedic  surgeon  Mark  A. 
Doyne,  MD,  was  elected  president  of 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632;  e-mail  johanna_f@texmed.org 


the  American  College  of  Physician 
Executives  for  1996-1997. 

Paul  Dreyfuss,  MD,  Tyler,  was  granted 
the  Richard  & Hinda  Rosenthal  Lec- 
tureship Award  by  the  American 
Academy  of  Physical  Medicine  and 
Rehabilitation  for  his  scholarly  level  of 
teaching  and  outstanding  perfor- 
mance in  patient  care  activities. 

Houston  emergency  medicine  special- 
ist Diana  Fite,  MD,  received  the  1996 
Toby  Myers  Statewide  Leadership 
Award  from  the  Texas  Council  on 
Family  Violence. 

Carole  Gordon,  MD,  Waco,  was  reap- 
pointed chair  of  the  American  Urologi- 
cal Association  Young  Urologists 
Committee.  She  also  serves  on  the  asso- 


Carole Gordon,  MD  Robert  L.  Johnson,  Jr,  MD 


Janet  Squires,  MD  Patricia  Suppes,  MD 


ciation’s  Strategic  Planning,  Health  Pol- 
icy, and  Women’s  Issues  committees. 

Austin  pediatrician  Richard  Holt,  MD, 
was  named  the  winner  of  the  1996 
Robitussin  and  Dimetapp  Miracle 
Maker  Award  for  his  significant  con- 
tributions to  children’s  health  care. 

Houston  ophthalmologist  Barry  N. 
Hyman,  MD,  was  appointed  to  the 
Board  of  Directors  of  the  American 
Diabetes  Association,  Texas  Affiliate, 
for  a 3-year  term  and  will  chair  the 
Professional  Educational  Committee. 

Dallas  pulmonary  disease  specialist 
Robert  L.  Johnson,  Jr,  MD,  received  the 
American  Thoracic  Society’s  Recogni- 
tion Award  for  Scientific  Accomplish- 
ment. 
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FRAUD 
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Douglas  C.  McNabb 
Federal  Criminal  Defense  Attorney 


Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys,  Dou- 
glas C.  McNabb  has  earned  a reputation 
for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or  Cus- 
toms. 

Mr.  McNabb  has  been  involved  in  nu- 
merous high  profile  cases  that  have  been 
the  subject  of  several  books  and  movies. 
He  is  licensed  to  practice  before  the  U.S. 
Supreme  Court  and  other  federal  courts 
throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 

•Mail /Wire  Fraud  Crimes 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export/Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 65th  Hoor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of 
Legal  Specialization  for  a Certificate  of  Special  Compe- 
tence in  these  areas. 


Victor  A.  Levine,  MD,  Houston,  was 
elected  the  first  president  of  the  newly 
formed  Society  for  Neuro-Oncology. 

Stanley  Pomarantz,  MD,  Dallas,  re- 
ceived the  1996  Leadership  Award 
from  the  North  Central  Texas  Health 
Plan  Employer  Data  and  Information 
Set  (HEDIS)  Coalition.  Dr  Pomarantz 
is  a senior  managed  care  consultant  lor 
Sweetwater  Health  Enterprises,  Inc, 
and  serves  as  a surveyor  for  the  Na- 
tional Committee  for  Quality  Assur- 
ance (NCQA). 

Lubbock  nephrologist  Sandra  Saba- 
tini,  MD,  PhD,  was  named  one  of  the 
nine  councillors  of  the  Southern  Soci- 
ety for  Clinical  Investigation. 

Dallas  pediatrician  Janet  Squires,  MD, 


received  the  first  Children’s  Hope  for 
Health  Award  from  the  Children’s 
Hope  Foundation  and  the  Homeless 
Outreach  Medical  Services  program, 
which  is  affiliated  with  the  Parkland 
Health  System  and  Hospital  System. 

Dallas  psychiatrist  Patricia  Suppes, 

MD,  received  a 1996  young  investiga- 
tor award  from  the  National  Alliance 
for  Research  on  Schizophrenia  and 
Depression. 

Surendra  K.Varma,  MD,  Lubbock,  was 
appointed  a member  of  the  national 
Residency  Review  Committee  on  Pe- 
diatrics, a nine-member  committee  re- 
sponsible for  the  accreditation  of  all 
pediatric  residency  programs  and  sub- 
specialty fellowship  programs  in  the 
country. 


DEATHS 


Charles  Ernest  Baker,  MD,  75;  Austin; 
University  of  Oklahoma  College  of 
Medicine,  1 951;  died  July  4,  1996. 

Stephen  Elliot  Blackwelder,  MD,  61; 

McAllen;  University  of  Oklahoma 
College  of  Medicine,  1964;  died  July 
21,  1996. 

Carlin  Velde  Chenoweth,  MD,  73; 

Tyler;  University  ol  Illinois  College  of 
Medicine,  1947;  died  July  17,  1996. 

Henry  Wong  Cheu,  MD,  36;  San  Anto- 
nio; Boston  University  School  of 
Medicine,  1983;  died  July  23,  1996. 

Gilberto  Diaz,  DO,  46;  Edinburg;  Uni- 
versity of  North  Texas  Health  Science 
Center  at  Fort  Worth,  1980;  died  July 
3,  1996. 

Edgar  Douglas  Fyke,  MD,  84;  Fort 
Worth;  University  ol  Colorado  School 
oi  Medicine,  1952;  died  July  19,  1996. 

TEXAS  MEDICINE  ★ OCTOBER  1996 


Joseph  Calvin  Holsomback,  MD,  90; 

Baytown;  Baylor  College  of  Medicine- 
Dallas,  1932;  died  July  14,  1996. 

James  Edward  Mathis,  MD,  66;  Hous- 
ton; Baylor  College  of  Medicine, 
1955;  died  July  26,  1996. 

Walter  Harold  Patton,  MD,  74;  Dallas; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1950;  died 
June  26,  1996. 

Ernest  Ray  Seitz,  MD,  76;  Lufkin;  Uni- 
versity of  Louisville  School  of  Medi- 
cine, 1945;  died  July  1,  1996. 

Hilton  R. Wilhite,  MD,  79;  Victoria;  The 
University  of  Texas  Medical  Branch  at 
Galveston,  1942;  died  June  22,  1996. 

Emmett  Newton  Wilson,  Jr,  MD,  71; 

Pearsall;  The  University  ofTexas  Med- 
ical Branch  at  Galveston,  1954;  died 
July  30,  1996. 
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Chinese  surgeon 
broadens  expertise 
while  studying  in  Texas 

By  Rachael  Jones 
Editorial  intern 


n 1970,  when  Qiao  Qun 
was  a young  woman,  the 
Cultural  Revolution  in 
China  forced  her  family 
out  of  their  hometown  of 
Shenyang  and  into  the 
countryside  to  live  as  farm- 
ers. Her  parents,  both 
physicians,  had  to  abandon 
their  careers  as  a result  of 
the  revolution. 

With  poor  medical  fa- 
cilities in  rural  China, 
Qiao’s  mother  was  called 
upon  one  day  to  help  a 
pregnant  neighbor  who  be- 
gan hemorrhaging  during 
labor.  Qiao’s  mother  trans- 
fused the  woman  with 
Qiao’s  blood  and  saved  the 


Qiao  Qun,  MD,  of  Beijing,  came 
to  Austin  to  study  plastic  surgery 
techniques. 


lives  of  the  new  mother 
and  baby.  That  woman  and 
her  child  are  still  alive  to- 
day, and  Qiao  says  they  are 
the  reason  she  decided  to 
follow  in  her  parents’  foot- 
steps and  study  medicine. 

The  political  climate  in 
China  stabilized  in  the  late 
1970s,  and  Qiao’s  parents 
were  able  to  resume  their  ca- 
reers in  medicine  while 
Qiao  was  just  beginning 
hers.  She  was  admitted  to 
the  Chinese  Medical  Uni- 
versity in  Shenyang  in  1977. 

In  1990,  Qiao  Qun  was 
conferred  the  doctor’s  de- 
gree in  medicine  from  the 
Plastic  Surgery  Institute  of 
the  Chinese  Academy  of 
Medical  Sciences  in  Bei- 
jing. Dr  Qiao  is  the  first 
woman  in  China  to  receive 
this  degree. 

Today,  on  leave  of  ab- 
sence from  a prestigious 
position  with  the  Plastic 
Surgery  Hospital  in  Bei- 
jing, Dr  Qiao  is  in  Austin 
studying  technical  ad- 
vances and  research  into 
improved  materials  for  use 
in  plastic  surgery  with 
Robert  Ersek,  MD. 

Dr  Qiao  first  learned  of 
Dr  Ersek’s  work  after  read- 
ing a paper  published  in  the 
April  1993  Asian  Journal  of 
Surgery  titled  “Minimally 
Invasive  Injection  Surgery 
with  Textured  Particles.” 
Through  mutual  friends, 
Dr  Ersek  became  aware  of 
Dr  Qiao’s  interest  in  his 
work  and  arranged  an  op- 
portunity for  her  to  spend 
several  months  working  and 
studying  with  him  in 
Austin. 

Dr  Qiao  is  interested  in 
radiolucent  prosthetic  gel- 
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Dr  Qiao  observes  Robert  Ersek,  MD,  during  surgery. 


filled  breast  implants  and  a 
material  called  Bioplastique 
that  Dr  Ersek  is  developing 
for  use  in  soft-tissue  aug- 
mentation. Already  used  in 
Europe,  Bioplastique  is 
waiting  for  approval  from 
the  US  Food  and  Drug  Ad- 
ministration. 

Dr  Qiao  says  Bioplas- 
tique may  be  useful  in 
some  of  the  procedures  she 
frequently  performs  at  the 
Plastic  Surgery  Hospital  in 
Beijing.  Especially  com- 
mon among  Chinese 
women  is  the  desire  to  have 
a more  prominent  nasal 
bridge,  or  “American”  nose. 

“Most  noses  we  do  here 
are  made  smaller,  but  in 
Oriental  society  it’s  differ- 
ent. They  want  a higher, 
more  prominent  bridge,” 
Dr  Ersek  said.  He  and  Dr 
Qiao  feel  Bioplastique 
may  be  a more  permanent 
solution  to  this  problem 
than  previously  available 
materials  or  techniques. 

At  home,  Dr  Qiao  is  an 
expert  in  the  field  of 
mammaplasty.  Her  clinical 
research  in  the  estimation  of 
appropriate  breast  volume 
from  patient  height  and 
weight  resulted  in  the  de- 
rivation of  the  first  Table  of 
Calculating  Breast  Volume, 
as  well  as  several  linear 
equations  used  in  estimat- 
ing breast  volume  in  Chi- 
nese women.  This  research 
greatly  aided  the  precision 
with  which  she  and  her  fel- 
low plastic  surgeons  per- 
formed mammaplasty  and 
made  the  procedure  more 
suitable  to  Chinese  women. 

Despite  the  fact  that  sil- 
icone-gel-filled breast  im- 
plants are  still  acceptable  in 


China,  Dr  Qiao  is  search- 
ing for  ways  to  provide  bet- 
ter options  for  her  patients. 
She  says  the  hydrogel,  with 
its  radiolucence,  may  be  su- 
perior to  silicone  gel  and 
physiologic  saline  because 
the  gel  promises  a lower 
leakage  rate  than  saline  and 
offers  enhanced  x-ray  trans- 
mission compared  with 
saline  and  silicone. 

While  most  procedures 
performed  in  the  United 
States  also  are  done  in 
China,  Dr  Qiao  says  that 
surgical  equipment  is  often 
lower  in  quality  compared 
with  what  is  available  in  the 
United  States.  Dr  Qiao’s 
visit  provides  an  opportu- 
nity to  observe  firsthand 
the  equipment  and  tech- 
niques used  in  the  most  ad- 
vanced surgical  facilities. 


Her  goal  is  to  open  her 
own  private  practice  in  Bei- 
jing soon,  perhaps  making 
some  of  the  more  advanced 
Western  technology  avail- 
able to  patients  in  China 
for  the  first  time.  Dr  Ersek 
has  expressed  an  interest  in 
Dr  Qiao’s  ideas  for  a private 
practice  and  says  he  may 
travel  to  Beijing  in  the  fu- 
ture to  provide  support  and 
expertise  for  the  venture. 

Dr  Qiao  will  be  in 
Austin  until  January,  when 
she  will  take  her  new 
knowledge  of  plastic 
surgery  and  tales  of  Texas 
kicker  dancing  back  home 
to  China.  Included  in  the 
stories  she  will  tell  her 
friends  and  family  will  un- 
doubtedly be  her  opinion  of 
Texas,  which  she  expresses 
in  two  words:  “too  hot!” 


Immigrant  benefits  cut 
by  welfare  reform 

The  sweeping  wel- 
fare-reform bill 
President  Clinton 
signed  into  law  this  Au- 
gust will  reduce  benefits  to 
legal  immigrants,  with 
Texas  and  other  border 
states  expected  to  be  hit 
hardest.  The  bill,  which 
becomes  effective  on  Janu- 
ary 1,  1997,  immediately 
cuts  off  food  stamps  and 
Supplemental  Security  In- 
come (SSI)  to  legal  aliens, 
with  a few  exceptions,  but 
includes  a 1-year  phaseout 
for  those  currently  receiv- 
ing either  or  both  benefits. 

States  will  have  the  op- 
tion to  use  their  federal  so- 
cial services  block  grants  to 
provide  Medicaid  and  Aid 
to  Families  with  Depen- 
dent Children  (AFDC)  for 
legal  aliens.  However,  new 
immigrants  will  have  a 5- 
year  waiting  period  after 
the  law’s  enactment  before 
qualifying  for  Medicaid  or 
AFDC,  and  nonlegal  aliens 
will  receive  no  welfare  ben- 
efits except  in  a few  circum- 
stances, such  as  disaster 
relief. 

Medicaid,  the  most  ex- 
pensive of  the  federal 
means-tested  benefits 
granted  legal  aliens,  cost 
Texas  more  than  $166  mil- 
lion last  year  for  the  state’s 
96,591  legal  aliens  who  re- 
ceived it.  Dianne  Stewart, 
director  of  the  Center  for 
Public  Policy  Priorities  in 
Austin,  says  that  while 
Texas  now  has  the  option 
to  deny  Medicaid  to  all  le- 
gal immigrants,  she  doesn’t 
expect  that  to  happen.  “At 
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this  point,  we  don’t  have  any  reason 
to  think  anyone  will  pursue  that  op- 
tion,” Ms  Stewart  said.  “But  that’s  not 
to  say  somebody  in  the  legislature 
won’t  look  at  those  millions  with  an 
eye  for  cutting  them.” 

Several  consumer  groups,  and  oth- 
ers, say  the  bill  places  an  unfair  bur- 
den on  states  with  high  immigrant 
populations.  “It  will  impact  border 
areas  enormously,”  said  Laurance 
Nickey,  MD,  president  ol  Paso  del 
Norte  Health  Foundation  in  El  Paso. 
Four  of  the  nation’s  poorest  cities  are 
on  the  Texas-Mexico  border,  Dr 
Nickey  says.  “You  cannot  put  the 
burden  of  this  tremendous  problem 
on  the  backs  of  poor  local  taxpayers.” 

Mike  McKinney,  MD,  chair  of  the 
Texas  Health  and  Human  Services 
Commission,  says  the  bill’s  most  im- 
mediate effect  on  health  will  result 
from  the  loss  of  food  stamps.  “You 
cannot  take  $186  million  in  lood  out 
of  the  system  and  not  have  some  im- 
pact on  the  health  of  Texans,”  Dr 
McKinney  said.  He  also  is  concerned 
that  people  who  are  entitled  to  help 
may  become  afraid  to  seek  it  because 
ol  the  citizenship  issue. 

Senate  committee  recommends 
teen  smoking  restrictions 

The  Texas  Medical  Association’s 
efforts  to  get  cigarettes  out  of 
the  hands  of  teenagers  got  a 
major  boost  in  August  when  a Sen- 
ate committee  recommended  tough 
new  restrictions  on  the  sale  of  to- 
bacco products  to  minors. 

On  August  9,  the  Senate  Health 
and  Human  Services  Committee 
unanimously  voted  to  recommend 
legislation  that  would  crack  down  on 
retailers  who  sell  tobacco  products  to 
minors.  The  legislation  will  be  intro- 
duced during  the  75th  Texas  Legisla- 
ture, which  convenes  in  January  1997. 

Austin  oncologist  John  Costanzi, 
MD,  chair  ofTMA’s  Committee  on 


Cancer,  applauded  the  efforts  of  Sen 
Judith  Zaffirini  (D-Laredo),  who 
chairs  the  committee,  and  Sen  Jane 
Nelson  (R-  Plano),  vice  chair,  in  guid- 
ing the  recommendations  through 
the  committee.  “All  Texans  owe  Sena- 
tors Zaffirini  and  Nelson  a debt  of 
gratitude  for  their  commitment  to 
this  important  health  issue,”  he  said. 

The  committee’s  recommendations 
call  for  legislation  to  license  retailers  to 
sell  tobacco  and  impose  a fee  to  pay 
for  enforcement  of  the  ban  on  sale  ol 
tobacco  to  minors.  Retailers  who  vio- 
late that  ban  could  be  fined  or  lose 
their  licenses  to  sell  tobacco  products. 

Other  recommendations  would 
require  tobacco  sales  to  be  vendor  as- 
sisted, except  in  areas  not  frequented 
by  minors;  prohibit  the  sale  of  packs 
with  fewer  than  20  cigarettes,  the 
possession  of  tobacco  by  minors,  and 
the  distribution  of  free  samples;  and 
mandate  education  and  awareness 
programs  for  minors  who  violate  cig- 
arette possession  laws. 

TMA  and  other  members  of  the 


Smokeless  Texas  coalition  have  been 
pushing  for  such  restrictions  for  sev- 
eral years.  The  coalition,  which  also 
includes  the  American  Cancer  Soci- 
ety, Texas  Division  Inc;  American 
Health  Association,  Texas  Affiliate 
Inc;  American  Lung  Association  of 
Texas;  and  Texas  Academy  of  Family 
Physicians,  immediately  praised  the 
committee’s  action. 

“We  are  delighted  the  committee 
had  the  courage  to  take  a hard  stand 
on  the  issue  of  children’s  access  to  to- 
bacco products,”  said  David 
Reynolds,  chair  of  Smokeless  Texas. 
“We  believe  that  the  recommenda- 
tions will  significantly  reduce  the 
likelihood  of  children  becoming  ad- 
dicted to  tobacco  in  Texas.” 

The  committee’s  recommenda- 
tions were  issued  just  days  before 
President  Clinton  announced  new  re- 
strictions by  the  Food  and  Drug  Ad- 
ministration on  marketing  tobacco 
products  to  young  people,  including 
a ban  on  cigarette  vending  machines 
in  locations  accessible  by  minors. 


From  left,  Sens  Jane  Nelson  (R-Plano)  and  Judith  Zaffirini  (D-  Laredo)  join  Austin  pediatrician 
Donna  Bacchi,  MD;  Catherine  Edwards , PhD,  director  ofTMA’s  Division  of  Health  and  Scien- 
tific Affairs;  and  Jim  Willman,  general  counsel  for  the  Texas  Nurses  Association,  at  an  August  9 
hearing  on  teen  smoking  issues.  Senators  Zaffirini  and  Nelson  ivere  instrumental  in  pushing  tough 
new  recommendations  to  limit  teen  smoking  through  the  Senate  Health  and  Human  Services 
Committee. 
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Vital  Stats 


Health  problems  of 
migrant  farm  workers 

While  migrant  farm  workers  play  a vital  role  for 
Texas,  they  often  have  difficulty  accessing 
health  care.  According  to  the  Migrant  Health 
Program,  US  Bureau  of  Primary  Health  Care,  unsanitary 
working  and  housing  conditions,  as  well  as  poverty  and 
frequent  mobility,  often  lead  to  health  problems.  These 
health  conditions  include  infectious  disease,  nutritional 
health  problems,  dental  disease,  diabetes,  hypertension, 
contact  dermatitis,  and  pregnancy. 

Migrants’  access  to  primary  health  care  is  impeded  by 
low  literacy  rates,  as  well  as  cultural  and  logistic  barriers. 
Economic  pressures,  lack  of  sick  leave,  and  the  possibil- 
ity of  losing  their  jobs  often  cause  migrant  workers  to 
postpone  seeking  health  care  unless  their  conditions  be- 
come severe. 

Some  provisions  for  health  care  have  been  made 
through  federal  funding.  The  Bureau  of  Primary  Health 
Care  maintains  15  federally  funded  migrant  health  cen- 
ters in  Texas,  predominately  in  South  Texas,  serving  the 
migrant  and  seasonal  farm  worker  population.  The  Bu- 
reau of  Primary  Health  Care  defines  migrant  farm  work- 
ers as  those  principally  employed  in  agriculture  in  the  past 
24  months  and  living  temporarily  in  the  United  States. 


Seasonal  farm  workers  are  similar  to  migrant  farm  work- 
ers, except  they  do  not  migrate.  Statewide  estimates  made 
in  1993  by  the  Tomas  Rivera  Center  in  California  indi- 
cate that  the  number  of  migrants  and  their  dependents  in 
Texas  (370,815)  is  second  only  to  California  (700,233). 

The  estimated  number  of  migrant  users  at  the  Texas 
migrant  health  centers  has  remained  relatively  stable  from 
1992  through  1995  (between  25,000  and  30,000  per 
year);  however,  federal  funding  earmarked  specifically  to 
Texas  migrant  health  centers  has  decreased  from  almost 
$8  million  in  1992  to  under  $6  million  in  1995.  A 1993 
report  by  the  National  Advisory  Council  on  Migrant 
Health,  Bureau  of  Primary  Health  Care,  Public  Health 
Service,  estimated  that  the  average  annual  amount  spent 
by  federally  funded  health  clinics  in  the  United  States  was 
about  $100  per  user  and  that  the  clinics  only  reach 
around  12%  of  migrants. 

These  medical  and  health  indicators  are  presented  by  the  Health  Policy 
Institute  at  The  University  ofTexas-Houston  Health  Science  Center.  For 
information,  contact  Russell  D.  Jones,  MA,  or  Anna  Fay  Williams, 

PhD,  at  (713)  500-9485,  or  consult  the  institutes  World  Wide  Web  site 
( http://utsph.sph.  uth.  tmc.  edu/www/utsph/TS/HPI.  htm). 


Migrant  Health  Centers  in  Texas 

Migrant  Users  and  Federal  Expenditures 
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Source:  Migrant  Health  Program,  Bureau  of  Primary  Health  Care, 
Health  Resources  and  Services  Administration,  Washington,  DC. 
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SPltlALTT 

By  Teri  Lee  Jones 

Orthopedic  surgery 

Snap,  crackle,  pop 


CAVE  DRAWINGS  INDICATE  SKELETAL 
surgery  was  practiced  in  neolithic  times.  And  al- 
though the  Hippocratic  treatises  are  credited 
with  contributing  the  most  to  the  specialty’s  historic 
background,  archeologists  have  found  evidence  that  an- 
cient Egyptians  practiced  extensive  orthopedic  surgery. 
“Orthopaedic”  is  derived  from  the  Greek  orthos,  meaning 
straight,  and  pais,  meaning  child,  and  originally  de- 
scribed the  study  and  treatment  of  deformities  in  chil- 
dren. In  the  United  States,  physicians  began  identifying 
themselves  as  orthopedists  as  early  as  1912,  and  many 
physicians  who  had  served  in  World  War  I came  home 
and  began  treating  orthopedic  problems  with  more  ag- 
gressive surgical  intervention. 

Number  of  orthopedic  surgeons  in  Texas:  1,715 

Number  in  the  nation:  21 ,533 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  71.8%  of  those  physicians  who  had  described  or- 
thopedic surgery  as  their  primary  specialty  between  1981 
and  1994. 

Average  earnings:  $300,000 

Key  concerns:  Patients’  access  to  specialty  care;  third- 
party  interference  with  the  quality  of  patient  care;  Texas 
Worker’s  Compensation  practice  guidelines. 


What  orthopedic  surgeons  like  most  about  their  spe- 
cialty: Ability  to  treat  with  one’s  hands  and  see  immedi- 
ate results;  relative  predictability  of  treatment;  dynamic 
nature  ol  the  specialty;  pleasure  of  using  new  technology 
and  materials;  most  diagnoses  are  obvious. 

What  orthopedic  surgeons  often  don’t  like  about  their 
specialty:  Uncertainty  in  daily  routine  because  of  emer- 
gencies; unpredictability  of  getting  paid  for  emergency 
care;  heavy  workload;  long  hours;  high  risk  of  malpractice. 

Personality  traits:  Outgoing;  action-  and  results-ori- 
ented;  objective  thinker. 

It  helps  if  orthopedic  surgeons  . . . enjoy  gadgets. 

Orthopedic  surgeon  stereotype:  Big,  eccentric,  extro- 
verted ex-jock. 


Sources:  Texas  State  Board  of  Medical  Examiners,  Texas  Orthopaedic 
Association,  American  Medical  Association,  American  Orthopaedic  As- 
sociation, American  Academy  of  Orthopedic  Surgeons. 


1887  1928  1934  ' 1935 

American  Orthopaedic  Associa-  Texas  Orthopaedic  Association  American  Academy  of  Or-  American  Board  of  Orthopaedic 

tion  formed.  Membership  now  to-  founded. Today,  membership  to-  thopaedic  Surgeons  formed.  Cur-  Surgery  approved, 

tals  856.  tals  1,034.  rent  membership  is  20,000. 
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Healthy  Patient  2000  Task  Force  chair  Sue  Rudd  Wynn,  MD,  seated,  listens  to  Katherine 
Atkinson  discuss  a patient’s  perspective  on  preventive  health  care  during  a July  press  confer- 
ence in  Austin  announcing  the  Texas  Medical  Association  initiative,  which  stresses  the  impor- 
tance of  the  physician-patient  partnership. 

PHOTO  BY  LAURA  J.  ALBRECHT 


Texas  doctors  play  Olympic  roles 

Alan  Stockard,  DO,  Fort 
Worth,  served  on  the  med- 
ical staff  at  the  Olympic 
Games  this  July  in  Atlanta.  As  a liai- 
son for  the  International  Judo  Feder- 
ation, Dr  Stockard  monitored 
athletes'  drug  tests.  Dr  Stockard  is 
chief  of  sports  medicine  at  Texas 
College  of  Osteopathic  Medicine  at 
the  University  of  North  Texas 
Health  Science  Center. 

Benjamin  Levine,  MD,  Dallas, 
presented  his  and  a colleague’s  re- 
search on  high-altitude  training  for 
athletes  to  a meeting  of  the  US 
Olympic  Committee  in  May.  Dr 
Levine  is  an  assistant  professor  of  in- 
ternal medicine  and  director  of  the 
Institute  for  Exercise  and  Environ- 
mental Medicine,  a collaboration  be- 
tween Presbyterian  Hospital  and  The 
University  of  Texas  Southwestern 
Medical  Center  in  Dallas. 

Flu-fighting  forces  unite 

Year  after  year,  Hu  complica- 
tions kill  so  many  Texans  that 
influenza  remains  1 of  the  top 
10  causes  of  death  in  this  state.  Yet, 
large  numbers  of  at-risk  Texans  do 
not  receive  the  recommended  an- 
nual doses  of  influenza  vaccine,  ac- 
cording to  Medicare  data,  even 
though  Medicare  pays  for  such  vac- 
cines for  Medicare  patients  who  are 
65  or  older. 

The  Texas  Medical  Association 
and  the  Texas  Department  of  Health 
(TDH)  have  joined  forces  to  encour- 
age physicians  to  administer  the  in- 
fluenza vaccine  to  elderly  and  other 
high-risk  patients.  For  information 
about  influenza  immunizations, 
contact  Mike  Keenan,  director  of 
TDH’s  adult  immunization  pro- 
gram, at  (512)  458-7284,  or 

Medicare  Provider  Services,  Blue 
Cross  and  Blue  Shield  of  Texas,  Inc, 
at  (214)  766-6076. 


Crime  fund  pays 

A state  program  that  helps 
crime  victims  and  their  fami- 
lies pay  for  personal  expenses 
has  improved  its  system  for  process- 
ing payments  to  medical  providers. 
The  Crime  Victims’  Compensation 
Fund,  which  is  run  by  the  Office  of 
the  Attorney  General,  helps  crime 
victims  pay  for  medical,  counseling, 
and  funeral  bills,  as  well  as  other  out- 
of-pocket  costs  resulting  from  crime, 
and  is  funded  primarily  by  court  costs 
convicted  criminals  pay. 

The  attorney  general’s  office  has 
changed  from  manual  audits  and  re- 
views of  medical  invoices  to  electronic 
processing  through  a contract  with 
CorVei  Corp.  Along  with  invoices, 
physicians  must  submit  standard 
health-care  forms  HCFA-1500  and 
UB92  to  the  Office  of  the  Attorney 
General,  Crime  Victim’s  Compensa- 
tion Division,  PO  Box  12548,  Austin, 
TX  7871 1-2548.  Call  Scott  Henry  at 
(512)  936-1247  with  questions  about 
the  program.  The  Office  of  the  Attor- 
ney General  also  has  an  Internet  home 
page  (http://www.oag.state.tx.us). 


Time  to  make  plans  for  annual  session 

t’s  not  too  soon  to  mark  your  cal- 
endar with  the  dates  of  the  130th 
Annual  Session  of  the  Texas  Med- 
ical Association,  one  of  the  largest 
and  most  comprehensive  scientific 
meetings  in  the  nation.  The  1997 
Annual  Session  will  take  place  May 
1 5-18  at  the  George  R.  Brown  Con- 
vention Center  in  Houston. 

Twenty  clinical  section  programs 
are  planned,  from  allergy  to  surgery, 
as  well  as  special  scientific  and  so- 
cioeconomic symposia,  social  and 
sports  events,  joint  installation  of  the 
TMA  and  TMA  Alliance  presidents, 
and  meetings  of  the  TMA  House  of 
Delegates.  Some  230  accredited 
hours  will  be  available  for  physicians 
to  meet  the  12  formal  CME  hour  re- 
quirement for  medical  license  re- 
newal in  Texas. 

For  more  information,  call  the 
annual  session  and  meeting  manage- 
ment department  at  (800)  880- 
1300,  ext  1452,  or  (512)  370-1452. 
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During  the  summer  months  of  1995, 
six  cases  of  primary  amoebic  meningoencephali- 
tis (PAM)  were  reported  in  Texas.  All  were  fatal. 
Two  deaths  occurred  in  San  Antonio,  one 
in  Waco,  one  in  Hempstead,  one  in  the 
Dallas  area  (Euless),  and  one  in  Texarkana. 

Thomas  S.  DeNapoli,  MD,  reports  on 
a case  ol  PAM  that  occurred  in  1994  (pp 
59-63).  Although  the  case  in  Dr  De- 
Napoli’s  report  was  attributed  to  polluted 
water  from  the  Rio  Grande,  at  least  two  of 
the  six  cases  during  the  summer  of  1995 
were  contracted  in  bodies  of  water  that  are 
not  considered  polluted  (Possum  Kindom 
Lake  and  Lake  Belton).  The  varied  nature 
of  these  exposures  demonstrates  that  the 
causative  agent,  Naegleria  fowleri,  can  be 
encountered  in  most  aquatic  environ- 
ments. In  fact,  surface  water  samples  ex- 
amined for  presence  of  Naegleria  by  the 
Texas  Department  of  Health  Laboratory 
are  almost  always  positive. 

Naegleria  is  often  described  as  ubiqui- 
tous. Most  swimming,  therefore,  espe- 
cially in  lakes,  ponds,  and  rivers,  should  be 
considered  likely  to  expose  the  swimmer 
to  this  organism.  The  risk  of  infection  is  low,  however,  be- 
ing estimated  at  less  than  1 case  per  100,000,000  exposures. 
Nevertheless,  considering  that  the  disease  caused  by  Naegle- 
ria fowleri  is  almost  certainly  fatal,  we  must  find  ways  to  re- 
duce the  risk  of  infection  as  much  as  possible. 

Education  of  the  population  at  risk  probably  will  prove 
to  be  the  most  effective  means  of  accomplishing  this  end.  In 
this  regard,  the  following  preventive  actions  are  recom- 
mended: never  swim  or  play  in  stagnant  or  polluted  water; 
do  not  dive  deeply,  even  in  fresh  water;  hold  your  nose  when 
jumping  (feet  first)  into  water;  and  swim  in  properly  main- 
tained swimming  pools  whenever  possible. 

Proper  swimming  pool  and  spa  maintenance  will  create 
an  environment  that  is  generally  unfavorable  for  the  growth 
of  Naegleria  fowleri.  Removal  of  the  organism  and  its  food 
source  are  key  factors  in  controlling  populations  of  this 
amoeba.  Naegleria  thrives  in  the  presence  of  the  Enterobac- 
teriaceae,  gram-negative  intestinal  bacilli,  and  related  organ- 
isms that  serve  as  its  primary  food  source.  Since  proper  pool 
maintenance  helps  control  many  species  of  bacteria,  it  helps 
control  the  population  of  Naegleria  as  well. 


Dale  Dingley  is  chief  of  the  Medical  Parasitology  Section,  Bu- 
reau of  Laboratories,  Texas  Department  of  Health,  in  Austin. 


Naegleria  fowleri  is  a thermophilic  organism.  Tropho- 
zoites thrive  at  water  temperatures  above  100°  F but  do  not 
multiply  at  temperatures  below  40°  F.  Pool  water  that  is 
maintained  at  temperatures  below  80°  F is 
suboptimal  for  rapid  growth  of  N fowleri. 
The  tendency  for  many  people  to  prefer 
warmer  water  temperatures,  especially  for 
spas,  makes  chemical  treatment  and  ade- 
quate filtration  especially  important. 

A continuous  free  chlorine  residual  of  at 
least  1 to  3 parts  per  million  is  recom- 
mended for  control  of  both  Naegleria  and  its 
food  sources.  The  3 ppm  level  is  advisable 
during  periods  of  heavy  pool  use.  Super- 
chlorination, which  is  the  practice  of  adding 
an  extra  large  dose  (usually  8 to  10  ppm)  of 
chlorine,  makes  swimming  pool  water  in- 
hospitable to  the  trophozoite  stage  of  N fow- 
leri. In  general,  a weekly  superchlorination, 
or  “shocking,”  of  a pool  is  advisable,  not 
only  to  increase  effectiveness  against 
pathogens,  but  also  to  reduce  the  eye  irrita- 
tion and  foul  odor  caused  by  chloramines. 

A water  filtration  system,  if  properly 
designed,  can  effectively  reduce  the 
amount  of  bacteria  and  other  contami- 
nants in  pool  water.  The  more  popular  filtration  systems  for 
swimming  pools,  however,  are  designed  primarily  for  the  re- 
moval of  debris  and  particulates  larger  than  bacteria  or 
amoebae.  These  systems  use  pleated-paper  filters,  most  of 
which  are  of  25-micron  porosity.  The  size  of  N fowleri  aver- 
ages 15  microns  in  its  vegetative  or  trophozoite  state,  and  10 
microns  in  its  encysted  form.  Since  the  bacteria  upon  which 
it  feeds  average  1 micron  or  less,  neither  are  likely  to  be  re- 
moved by  the  most  commonly  used  filtration  systems,  even 
when  they  are  operating  optimally.  Although  diatomaceous 
earth  (DE)  filters  are  capable  of  removing  these  organisms, 
they  are  not  used  often  due  to  the  more  laborious  effort  re- 
quired to  back-flush  and  clean  this  type  of  system.  All  filtra- 
tion equipment  should  be  inspected  and  maintained 
regularly  to  ensure  optimum  functioning. 

The  acceptable  range  of  pH  levels  for  swimming  pool  wa- 
ter is  7.2  to  7.8,  with  the  optimum  level  for  control  of  organ- 
isms at  the  lower  end.  Irritation  of  the  skin  and  eyes  of  pool 
users  is  common  at  pH  levels  below  7.2,  and  the  antimicro- 
bial effect  of  chlorine  is  diminished  at  pH  levels  above  7.6. 

For  at  least  two  of  the  fatalities  due  to  PAM  in  Texas  since 
1972,  swimming  pool  water  was  the  only  identified  source  of 
exposure.  Proper  swimming  pool  and  spa  maintenance  does 
not  assure  that  all  N fowleri  will  be  killed  or  removed.  A study 
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from  South  Australia  in  1972 
showed  that  even  superchlori- 
nation to  10  ppm  failed  to 
eradicate  N fowleri  from  a 
swimming  pool.  The  organism 
can  encyst  rapidly  as  conditions 
become  unfavorable,  and  the 
encysted  amoeba  is  quite  resis- 
tant to  disinfection.  It  is  possi- 
ble that  the  organism  is  offered 
a portal  of  entry  if  encysted  or- 
ganisms are  “sniffed”  into  the 
nasal  passage  where,  away  from 
chlorinated  water,  the  organ- 
ism might  successfully  excyst 
and  initiate  infection. 

For  a number  of  reasons,  it 
is  not  practical  to  monitor  all 
swimming  areas  for  the  pres- 
ence of  N fowleri.  First  of  all, 
testing  for  Naegleria  effectively 
bridges  the  clinical  and  envi- 
ronmental categories  of  labora- 
tory work,  and  few  laboratories 
of  either  type  are  set  up  for  this 
testing.  Secondly,  the  labora- 
tory regimen  for  isolation  and 
confirmation  of  this  organism 
is  laborious,  time  consuming, 
and  quite  costly.  Finally,  and 
perhaps  more  importantly,  not 
finding  the  organism  in  one 
sample  from  a natural,  envi- 
ronmental source  doesn’t  mean 
that  subsequent  samples  from 
the  same  location  will  be  simi- 
larly negative. 

For  further  information  on 
proper  maintenance  of  swim- 
ming pools  and  spas,  please 
call  the  general  sanitation  of- 
fice of  your  local  or  regional 
health  department,  or  call  the 
Texas  Department  of  FTealth, 
General  Sanitation  Division 
central  office,  in  Austin,  at 
(512)  834-6635. 

LAWSUIT  EXCEEDS  COVERAGE? 
INSURANCE  DEFENSE  UNFOCUSED? 

PHYSICIAN  — ATTORNEY  — LITIGATOR 

ALAN  J.  WINTERS,  M.D.,  J.D. 

Malpractice  defense.  Personal  counselor. 

Physician  business  matters. 

1900  West  Loop  South,  Suite  1420,  Houston,  Texas  77027 
Phone  (713)  840-7180,  Fax  (713)  840-9620 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 


• RESERVATIONS  WORLDWIDE  800-333-3333  • 


Radisson  Dallas  Park  Central  Hotel 
7750  LBJ  Freeway  at  Coit  Road 
Dallas,  Texas  75251 

This  must  Be  The  Place. 


.all  new, 
better  than 

EVER! 


From  top  to  bottom,  inside  and  out,  we've  got 
a whole  new  look... and  a proud  new 
name.  Radisson.  Not  just  a renovation, 
but  a complete  refurbishment  of  nearly 
every  aspect  of  the  hotel  including  a 
new  lobby,  guest  rooms,  business  center, 
pool  and  courtyard  area,  and  restaurant. 

r You'll  also  appreciate  our  completely  re- 
decorated function  space  including  new 
seating  and  linens.  Overall,  we  offer  over 
1 5,000  sq.  ft.  of  space,  including  16  break- 
out rooms.  About  the  only  thing  that  hasn't 
changed  is  our  ideal  North  Dallas  loca- 
tion, within  minutes  of  the  area's  premier 
business,  shopping  and  dining  areas. 

We  look  forward  to  wel- 
coming you  in  a 
grand  new  style. 


For  more 

information 

call 

(972)  233-4421 
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Future  physicians  get  taste 
of  medical  school  at  Texas  A&M 

Medical  students  at  Texas 
A&M  University  College  of 
Medicine  recently  shared  a 
slice  of  their  lives  with  89  junior  and 
senior  high  students  as  part  of  the 
National  Youth  Leadership  Forum 
on  Medicine. 

The  high  school  students  were 
given  an  overview  of  medical  school 
admission  requirements,  a taste  of 
the  lecture  hall  atmosphere,  and 
tours  that  included  hands-on  activi- 
ties in  the  gross  anatomy  lab. 

“We  want  to  give  the  students  a 
clear  look  at  what  medical  school  and 
medical  professions  entail,”  said 
Filomeno  Maldonado,  director  of  ad- 
missions at  Texas  A&M  University 
College  of  Medicine.  “With  the  proper 
information,  these  kids  will  know  what 
to  expect  and  be  able  to  set  realistic,  at- 
tainable goals.” 

More  than  350  junior  and  senior 
high  school  students  attended  the  two 
1 1-day  forums  in  College  Station. 

New  cell  discovered  at  Baylor 

Anew  type  of  intestinal  cell 
identified  by  researchers  at 
the  US  Department  of  Agri- 
culture Children’s  Nutrition  Research 
Center  at  Baylor  College  of  Medicine 
in  Houston  could  help  scientists  learn 
more  about  the  gut  in  human  infants, 
whose  gastrointestinal  tracts  are  simi- 
lar to  those  of  piglets.  Scientists  dis- 
covered the  lenten  cell,  which  is 
found  in  piglets  in  large  numbers 
during  the  first  2 weeks  of  life,  while 
studying  how  piglets  absorb  milk 
products  from  their  mothers’  milk. 
The  cell  may  play  a role  in  newborns’ 
intestines  by  making  specific  hor- 
mones or  by  responding  to  compo- 
nents in  mothers’  milk. 


UTMB  receives  award  for 
CD-ROM  home-safety  program 

Distinguished  from  more 
than  900  entries,  a home- 
safety  program  created  by 
The  University  of  Texas  Medical 
Branch  at  Galveston  won  a 1996 
NewMedia  INVISION  Award  in 
June  at  COMDEX,  a computer  con- 
ference held  in  Chicago.  UTMB's 
winning  entry  in  the  family  medical 
reference  program  category  was  an 
interactive  CD-ROM  program 
called  “Home  ‘Safe’  Home.”  It  is  one 
of  four  programs  in  the  Healthy 
Touch  Series  developed  for  patients 
in  maternal  and  child  health  clinics. 

The  program,  which  is  available 
in  English  and  Spanish,  allows  pa- 
tients to  electronically  browse 
through  the  various  rooms,  garage, 
and  yard  of  a Victorian-style  house 


and  receive  more  than  300  basic 
safety  messages.  For  example,  the 
medicine  cabinet  in  the  bathroom 
displays  the  most  common  culprits 
in  childhood  poisonings,  while  the 
narrator  explains  the  dangers  of  each 
one.  The  television  can  be  tuned  to 
nine  different  safety  programs,  the 
plumbing  runs  hot  and  cold,  and  the 
appliances  work. 

“The  multimedia  program  over- 
comes some  of  the  formidable  barri- 
ers in  providing  health  teaching  for 
underserved  patients  in  community- 
based  clinics,  such  as  language  barri- 
ers, individualized  learning  needs, 
and  differing  reading  abilities  and 
literacy  skills,”  said  Mary  Fenton, 
dean  of  UTMB’s  School  of  Nursing. 

Mary  Anne  Sweeney,  PhD,  RN, 
and  her  multimedia  project  team  in 
the  School  of  Nursing  created  the 
program. 


Counting  the  days  with 
historical  TM A calendar 

The  1997  Texas  Medical 
Association  History  of 
Medicine  Calendar, 
highlighted  by  medical  mile- 
stones and  meeting  dates,  is 
ready  to  order  in  time  for  the 
holiday  season.  Each  month 
comes  to  life  with  medical 
anecdotes  and  vintage  pho- 
tographs from  TMA’s  History 
of  Medicine  collection. 

The  cost  of  the  calendar  is 
$13,  which  includes  Texas  sales 
tax  and  shipping.  Gift  calen- 

Central  offices  of  the  State  Medical  Association  dars  will  include  a card  ac- 

of  Texas  were  housed  at  700  Guadalupe  St,  knowledging  your  gift.  To 

Austin,  Tex,  when  this  photo  was  taken  in  1948.  guarantee  holiday  delivery,  or- 
ders must  be  received  by 
November  16.  To  order  a calendar,  call  Patty  Mullins,  TMA  Library,  at 
(800)  880-1300,  ext  1543,  or  (512)  370-1543. 

The  calendar  is  a project  of  the  Friends  of  the  TMA  Library  and  the 
History  of  Medicine  Committee.  Proceeds  support  the  preservation  and 
presentation  of  medical  history. 
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By  Larry  BeSaw 

TriMed  International,  of 
Houston,  says  it  has  incor- 
porated as  the  first  na- 
tional physician-based 
total  health-care  system 
“that  creates  an  interde- 
pendence between 
providers,  payers,  and  pa- 
tients.” The  company  says 
its  strategies  include  de- 
velopment of  the  first 
wellness-based,  fee-for^ser- 
vice  health-care  network 
and  the  first  national  in- 
surance company  jointly 
controlled  by  both  payers 
and  providers. 

Jayhawk  Medical  Accep- 
tance Corp,  of  Dallas,  has 
created  a financing  pro- 
gram to  help  patients  pay 
for  elective  surgery  not 
covered  by  insurance. 
Known  as  theTrueCare 
Patient  Funding  Plan,  the 
program  allows  patients 

— even  those  with  less 
than  perfect  credit  ratings 

— to  borrow  money  at 
7.9%  interest  to  pay  for 
cosmetic  surgery  and 
other  elective  procedures. 

Oracle  Partners,  LP,  a 
New  York-based  invest- 
ment firm  specializing  in 
health  care  and  bio- 
science, has  invested  $3.5 


million  in  the  form  of  8% 
convertible  preferred 
stock  in  Austin’s  Clinicor. 
Clinicor,  a contract  re- 
search organization,  pro- 
vides Phase  I through 
Phase  IV  clinical  trials 
management. 

The  US  Department  of 
Justice  has  given  general 
surgeons  in  El  Paso  the 
green  light  to  form  a net- 
work to  contract  with 
managed  care  plans  and 
other  third-party  payers. 
General  surgical  services 
will  be  provided  by  the 
nonexclusive  network  in 
return  for  a capitated 
payment  or  compensa- 
tion on  a fee-for-service 
basis  with  at  least  20%  of 
the  fees  due  each  physi- 
cian held  back  for  a risk 
pool.  (Health  News  Daily) 

Horizon  Mental  Health 
Management,  of  Denton, 
has  signed  a letter  of  in- 
tent to  purchase  Ameri- 
can Day  Treatment 
Centers.  Horizon  has 
management  contracts 
with  more  than  1 20  hos- 
pitals in  36  states.  Ameri- 
can Day  owns  22  partial 
hospitalization  centers. 

ILEX  Oncology,  of  San 
Antonio,  a drug  develop- 


ment company  focusing 
on  anticancer  com- 
pounds, has  completed 
its  second  successful  pri- 
vate placement  financing, 
raising  $10  million.  ILEX 
is  a spinoff  of  San  Anto- 
nio’s Cancer  Therapy  and 
Research  Center. 

Selected  assets  of  Bel- 
laire  Infusion  Center,  of 
Houston,  have  been  pur- 
chased by  Option  Care, 
of  Bannockburn,  III. The 
company  will  continue 
serving  patients  from 
managed  care  plans  and 
other  commercial  payers. 

Fort  Worth’s  Harris 
Methodist  Health  System 
says  it  has  turned  around 
its  financial  picture  and 
posted  a third-quarter 
profit  of  $8.8  million, 
compared  to  a $1.6  mil- 
lion loss  during  the  same 
period  last  year.  Revenue 
increased  from  $208.4 
million  to  $250.5  million. 
(Dallas  Morning  News) 

The  Company  Doctor,  of 
Dallas,  a practice  man- 
agement company  spe- 
cializing in  managing 
occupational  health-care 
centers,  has  acquired  a 
multiline  insurance  com- 
pany. Operating  under 


the  name  Risk  Manage- 
ment Assurance  Corp,  its 
principle  activity  initially 
will  be  reinsuring  medical 
costs  and  wage-loss  in- 
demnity. 

Polly  Ryon  Memorial  Hos- 
pital in  Richmond  and  the 
Tomball  Regional  Hospital 
Authority  have  signed  a 
managed  care  network 
agreement  with  the 
Memorial  Hospital  System 
of  Houston.  (THA  News) 

Nashville-based  PhyCor, 
Inc,  has  reached  an 
agreement  to  acquire  as- 
sets of  the  Gulf  Coast 
Medical  Group,  a multi- 
specialty 38-physician 
group  in  Galveston.  Phy- 
Cor, a physician  practice 
management  company,  is 
now  affiliated  with  eight 
groups  in  Texas. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  401  W 
I 5th  St,  Austin, TX  78701;  fax 
(512)  370- 1 632;  e-mail 
larry  b@texmed.org 
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].  Menna  & Company  has  built  a 
reputation  for  our  integrity  and  strong 
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marketplace. 

Whether  you  are  in  solo  or  group 
practice,  we  have  the  solution  to  your 
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price,  regardless  of  specialty  or  loss 
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Come  to  TMA’s  free  90- 
minute  investment  planning 
seminar  and  learn: 

>-  Why  only  8%  of  doctors 
retire  financially  free  by 
age  65 

>-  How  strategically  target- 
ed investments  can  fit 
your  financial  needs 
>-  Why  even  no-load  fund 
fees  can  range  between 
1.5%  and  2.5% 

>-  How  you  can  invest 
using  the  same  Nobel 
Prize  winning,  scientific 
research  as  large 
institutions 


Seminar  presented  by 
Mercer  Global  Advisors, 
providing  intelligently 
designed,  fee-only  invest- 
ment and  financial  planning 
for  doctors.  Endorsed  by 
13  state  medical  and  dental 
associations,  MGA  manages 
over  $1.5  billion  for  more 
than  4,000  doctors. 


MGA  is  one  of  “the  nation’s 
most  powerful  financial 
planners...  out  in  front  on 
seemingly  every  major 
development  in  the  industry.  ” 
Barr 07i ’s,  April  1996 

For  a schedule  of  the  free 
evening  seminars,  call 

(800)  898-4MGA 
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Aging  Hispanics  constitute  a fast- 
growing  minority  group  in  the  United  States 
(1).  Yet,  information  about  the  needs  of  His- 
panic elderly  for  medical  and  social  services  is  scarce,  in  part 
because  of  their  historical  underutilization 
of  governmental  assistance  (2—4). 

We  surveyed  Hispanic  community 
leaders  in  Houston,  Tex,  to  attempt  to 
identify  the  principal  needs  of  the  His- 
panic elderly.  We  hoped  to  shed  light  on 
the  reasons  for  their  low  utilization  of 
medical  and  social  services,  and  also  to 
provide  documentation  that  will  enable 
policymakers  to  set  priorities  for  elder  ser- 
vices in  a climate  of  decreasing  budgets 
and  government  assistance. 

Twenty-nine  people  were  interviewed 
using  a prepared  questionnaire  of  12  open- 
ended  questions  on  topics  such  as  demogra- 
phy, health,  family,  nutrition,  education, 
economics,  security,  housing,  recreation, 
and  retirement.  Respondents  included  1 
elected  official,  2 physicians,  4 university 
professors,  and  22  Hispanic  community 
leaders.  They  identified  four  areas  of  greatest 
need  for  Hispanic  elderly:  health  education, 
economic  support,  family  unity,  and  retirement  planning. 

Health  education 

More  than  half  of  the  respondents  said  that  Hispanic  elderly 
do  not  receive  sufficient  health  benefits,  partly  because  they 
have  limited  information  regarding  these  benefits.  They  said 
elderly  Hispanics  generally  don’t  practice  preventive  health 
care  and  don’t  visit  the  doctor  except  for  illness. 

Respondents  stated  that  better  publicity  campaigns  are 
needed  to  inform  elderly  Hispanics  about  health-care  services 
available  to  them.  The  information  should  be  presented  in 
Spanish,  and  the  wording  should  be  easy  to  understand. 

Economic  support 

Respondents  stated  that  the  Hispanic  elderly  have  few  eco- 
nomic resources,  with  most  of  them  unable  to  work  because  of 
their  age.  Several  respondents  made  the  point  that  elderly  citi- 
zens can  receive  Social  Security  assistance,  but  noncitizens  lack 


Max  E.  OTINIANO  is  a senior  research  assistant  with  the  De- 
partment of  Internal  Medicine,  The  University  of  Texas-Houston 
Medical  School.  Carlos  R.  Herrera,  MD,  is  an  assistant  professor  of 
internal  medicine,  UT-Houston.  Leonel  Castillo  is  former  commis- 
sioner of  the  US  Immigration  and  Naturalization  Service. 


resources  for  preventive  medical  attention.  Some  Hispanic  el- 
derly who  are  eligible  for  Social  Security  do  not  know  about  it 
because  of  lack  of  education.  Respondents  said  economic  assis- 
tance is  better  if  children  place  their  parents  in  nursing  homes. 

Family  unity 

The  relationship  between  the  Hispanic  el- 
derly and  their  families  varies  according  to 
the  families’  social  status,  the  respondents 
said.  Some  families  care  for  the  elderly  out 
of  moral  responsibility.  Others  care  for  the 
elderly  in  their  homes  to  get  their  Social  Se- 
curity checks  or  food  stamps.  In  some  cases, 
the  elderly  are  seen  as  a family  burden. 

One  respondent  commented,  “There 
exists  an  inclination  to  adopt  the  customs 
of  Anglo-Saxons,  and  they  have  intergener- 
ational  problems.  The  younger  generation 
does  not  hesitate  to  place  the  elderly  in 
nursing  homes,  leaving  them  alone  and 
isolated.”  A few  respondents  contradicted 
that  statement,  saying  most  elderly  are  ac- 
cepted in  the  Hispanic  community. 

Retirement  planning 

Respondents  said  some  Hispanics  reluc- 
tantly place  their  parents  in  nursing  homes  because  the  eco- 
nomic assistance  is  better  or  because  no  one  in  the  family  is 
available  to  care  for  them  at  home.  Respondents  said  the 
placement  of  Hispanic  elderly  in  nursing  homes  is  a sign  of 
loss  of  Hispanic  culture. 

Respondents  said  the  Hispanic  elderly  must  consider 
various  factors  — such  as  the  state  of  their  health,  the 
strength  of  family  relations,  the  amount  of  economic  aid, 
and  their  social  situations  — in  order  to  decide  where  to  live 
the  last  days  of  their  lives. 

When  asked  where  they  would  personally  like  to  spend 
retirement,  13  respondents  said  they  would  like  to  remain  in 
the  family  home,  8 wanted  to  live  in  a retirement  home  and 
retain  some  independence,  6 would  like  to  live  alone,  and  2 
did  not  answer. 

Cost-effective  services 

Based  on  the  findings  of  our  study  and  a review  of  the  liter- 
ature, it  is  clear  that  medical  and  social  services  for  elderly 
Hispanics  must  account  for  cultural  differences  to  be  cost- 
effective.  In  particular,  alternatives  are  needed  to  avoid  forc- 
ing adult  children  to  place  their  elderly  parents  in  nursing 
homes,  which  can  cause  great  social  and  economic  disrup- 
tion in  Hispanic  families. 
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Adult  children  need  to  be  better  edu- 
cated regarding  the  potential  benefits  of 
maintaining  Hispanic  culture  during  re- 
tirement. This  will  help  children  and 
their  parents  make  better  retirement  de- 
cisions and  avoid  family  conflicts  (1,5). 
Greater  community  and  governmental 
incentives  for  the  elderly  to  stay  at  home 
and  avoid  institutional  care  may  decrease 
costs  for  governmental  agencies  and  help 
maintain  Hispanic  cultural  values  (6). 

New  methods  of  financial  assistance 
need  to  be  explored  to  assist  Hispanic 
elderly  in  meeting  their  medical  and 
cultural  needs  without  overburdening 
the  government  (7).  Retirement  alterna- 
tives for  Hispanics  may  result  from  in- 
vestment in  community  support 
networks  such  as  churches,  schools,  and 
local  businesses  (8,9). 
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50  Years  Ago 

in  Texas  Medicine  - October  1946 

Frog  Test  (Xenopus  Laevis)  For  Pregnancy 
5yC.B.  Sanders,  MD,  FACP 
Houston,  Tex 


LHogben,  H.A.  Schapiro,  H.  Zwarenstein, 
and  C.W.  Bellerly  first  experimented  with  the  African 
claw  frog  from  1930  to  1934  in  an  attempt  to  use  it  as 
a test  animal  for  pregnancy.  Later  in  the  United  States, 
Abner  I.  Weisman,  Christopher  W.  Coates,  and  their  as- 
sociates carried  on  experimental  work  with  this  frog  to  evaluate  the 
method.  The  test  is  based  on  the  original  discovery  of  Ascheim  and 
Zondek  that  gonadotropins  will  induce  ovulation  in  animals  such  as 
immature  white  mice,  rats,  and  rabbits. 

In  the  frog  test,  female  frogs,  injected  with  concentrates  of  urine 
from  pregnant  women,  will  lay  eggs  within  four  to  eighteen  hours 
depending  upon  the  amount  of  hormone  present  in  the  urine.  The 
results  of  the  test  have  been  so  excellent,  and  the  method  of  running 
the  test  so  simple  and  rapid,  it  appears  that  the  test  will  be  well 
worth  using  to  supplant  other  animal  tests  used  for  the  determina- 
tion of  pregnancy.  The  accuracy  of  the  tests  reported  to  date  where 
a large  series  have  been  carried  out,  is  greater  than  98  per  cent.  No 
false  positive  tests  have  been  reported  but  the  error  occurs  in  false 
negatives  when  the  patient  has  not  been  pregnant  long  enough  to  se- 
crete sufficient  gonadotropic  hormone  to  give  a positive  reaction.  In 
those  cases  reported  as  false  negatives,  the  interval  of  pregnancy  was 
usually  less  than  ten  days  and  when  the  tests  were  repeated  later,  pos- 
itive results  were  obtained. 

The  African  claw  frog  is  imported  from  South  Africa  and  is 
known  as  Xenopus  Laevis.  It  lives  entirely  in  water  and  only  comes 
on  land  to  feed.  Before  the  frog  can  be  used  for  pregnancy  tests  it 
must  be  examined  and  evaluated  as  to  health  and  maturity.  . . . 

(Texas  State  Journal  of  Medicine.  1946;42[6]:375) 
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supply  references  or  additional  information  at  your  request. 
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Understanding  culture 
is  key  to  treating  Hispanic 
immigrant  patients. 

By  Robert  P.  Carlson 


NO  MATTER  WHERE  IN  TEXAS  YOU  PRACTICE  MEDICINE, 
chances  are  you'll  be  seeing  more  Latin  American  immigrant  patients, 
if  you  aren't  already.  That’s  because  millions  of  Hispanic*  immigrants, 
mostly  from  Mexico  but  also  from  the  Caribbean  and  from  Central 
and  South  America,  have  made  Texas  their  home  over  the  last  two  decades. 

Many  Hispanic  immigrants  live  in  the  barrios,  or  Hispanic  neighborhoods,  of 
Houston,  Dallas,  Miami,  Denver,  Los  Angeles,  Chicago,  Detroit,  and  other  cities 
throughout  the  United  States.  Many  are  seasonal  agricultural  and  migrant  farm  work- 
ers who  follow  the  harvest  through  several  states  and  back  again  every  year.  Others  live 
in  colonias,  or  rural,  unincorporated  settlements  along  the  border,  where  disease  may 
be  rampant  because  potable  water  supplies  and  proper  sewage  disposal  are  rare. 

Border  states  are  clearly  on  the  front  lines,  but  other  areas  face  potential  pub- 
lic health  threats  because  many  migrant  workers  and  other  Hispanic  immigrants 
travel  back  and  forth  between  Mexico  and  points  throughout  the  United  States. 

Getting  health  care  can  be  difficult  for  Hispanic  immigrants  in  Texas.  Because 
the  majority  of  them  are  poor  and  undereducated,  they  face  the  obvious  barriers 
of  money,  insurance,  and  transportation,  as  well  as  not-so-obvious  barriers  such  as 
child  care,  language,  culture,  and  the  fact  that  fewer  providers  serve  the  commu- 
nities where  Hispanic  immigrants  live.  Illegal  immigrants  or  those  with  question- 
able immigration  status  are  even  less  likely  to  get  care  because  they  are  afraid  of 
discovery  and  deportation. 

With  problems  like  these  facing  their  immigrant  patients,  you  may  be  asking 
yoursell  why  physicians  should  waste  time  on  warm  and  fuzzy  stuff  like  “culture." 
By  the  time  you  get  to  the  end  of  this  article,  you  will  probably  have  formulated 
your  own  answer.  For  now,  consider 
the  following  scenarios. 


*According  to  several  sources  who  were 
consulted  for  this  article,  the  terms  “His- 
panic” and  “Latino” are  synonymous. 
“Hispanic”  is  used  in  this  article, 
except  in  direct  quotes  where  the 
speaker  uses  “Latino.  ” 


Scenario  1:  A female  patient  assures  you  she  is  taking  her 
tuberculosis  medication  every  day.  Yes,  she  says,  her  hus- 
band still  coughs  a lot,  but  he  refuses  to  come  in  for  a TB 
test. 

Scenario  2:  One  of  your  pediatric  patients  has  red  yarn  tied 
around  his  waist.  When  you  ask  his  mom  about  it,  she 
smiles  and  mumbles  something  about  abuelita. 

Scenario  3:  Earlier  this  week,  you  prescribed  an  antihyper- 
tensive for  a female  Hispanic  patient.  Now  the  emergency 
department  nurse  is  on  the  phone  telling  you  that  your  pa- 
tient fainted  and  has  just  been  checked  in. 

If  you  treat  Hispanic  patients  and  know  something 
about  their  culture,  you  probably  recognize  the  possibility 
of  a cultural  component  in  each  of  these  scenarios.  If  not, 
you  may  be  missing  opportunities  to  develop  closer  doctor- 
patient  relationships  or,  in  extreme  cases,  to  avert  serious 
medical  consequences. 

What  follows  is  a brief  introduction  to  the  cultural  atti- 
tudes, beliefs,  and  practices  that  may  influence  the  quality  of 
health  care  you  are  able  to  provide  Hispanic  immigrants  in 
Texas.  You’ll  also  find  some  basic  communication  strategies  (see 
“Talking  With  Your  Hispanic  Immigrant  Patient”  on  p 42). 

A family  affair 

There’s  no  question  that  the  His- 
panic family  structure  is  very  close,”  said  Stephen 
J.  Spann,  MD.  “My  experience  has  been  that 
you’ve  got  to  involve  the  family  in  the  decision- 
making process,  certainly  more  so  than  in  the  Anglo  cul- 
ture.” Dr  Spann  is  chair  of  family  medicine  at  The  University 
of  Texas  Medical  Branch  at  Galveston  and  has  taught  clini- 
cal medicine  in  Latin  America  during  the  last  12  years.  He 
grew  up  in  Uruguay  and  considers  himself  bicultural. 

One  consequence  of  this  close  family  structure  is  that 
two,  three,  and  sometimes  more  members  of  the  extended 
family  will  accompany  a Hispanic  patient  to  the  physician’s 
office  or  hospital.  A son  or  daughter  may  accompany  an  el- 
derly parent,  someone  else  may  drive  the  car,  and  a fourth 
family  member  may  be  there  to  translate. 

The  physician  who  includes  family  when  discussing  di- 
agnosis and  treatment  plans  helps  everyone  deal  with  a 
stressful  situation.  Patient  compliance  is  likely  to  be  much 
better,  too.  A good  example  is  a male  diabetic  patient  who 
needs  to  modify  his  diet. 

The  typical  Hispanic  immigrant  diet  is  high  in  starch 
and  saturated  fats,  the  kinds  of  food  diabetics,  and  just 

Bob  CARLSON  writes  about  health  care  for  journals  throughout  the 
United  States.  He  lives  in  Indianapolis.  “Flour  from  another  sack,  ” or 
“Harina  de  otro  costal,  ” is  a traditional  Mexican  folk  saying  conveying  the 
idea  that  people  are  the  same  but  also  have  differences. 


about  everybody  else,  should  keep  under  control.  Flour 
tortillas,  refried  beans,  and  red  meat,  for  example,  are  tra- 
ditionally prepared  with  lard. 

Because  the  female  head  of  the  household  typically  does 
the  cooking  in  the  Hispanic  immigrant  community,  advis- 
ing your  male  diabetic  patient  that  he  needs  to  switch  to 
corn  tortillas,  use  unsaturated  oils,  cut  down  on  red  meat, 
and  broil  meat  instead  of  frying  it  is  likely  to  be  more  ef- 
fective if  you  include  his  wife,  and  other  family  members 
who  prepare  meals,  in  the  discussion. 

“The  hard  part  is  to  change  their  diet  so  they  can  still  af- 
ford it,”  said  Clifton  Pearce,  MD,  a family  physician  and 
chief  of  staff  at  the  Big  Bend  Regional  Medical  Center  in 
Alpine.  Dr  Pearce  flies  himself  to  Presidio  once  a week  to 
see  patients  at  the  rural  health  clinic  there.  “It  doesn’t  do 
any  good  to  tell  them  to  eat  asparagus  three  times  a day 
when  all  they  can  afford  is  beans.” 

In  other  words,  when  you’re  working  with  low-income 
Hispanic  immigrant  patients,  affordability  is  definitely 
something  you  have  to  factor  into  your  treatment  plan. 
Prescription  drugs  can  be  a big  expense  to  families  with 
strained  financial  resources,  and  even  Medicaid  covers  only 
a limited  number  of  prescriptions.  Whenever  possible,  says 
Dr  Pearce,  he  tries  to  stretch  his  patients’  dollars  by  pre- 
scribing medications  that  do  double  duty.  A pill  that  com- 
bines an  antihypertensive  and  diuretic,  for  example,  only 
counts  as  one  prescription.  Similarly,  one  antibiotic  may 
take  care  of  both  a urinary  tract  infection  and  a sore  throat. 

The  ripple  effects  of  poverty  are  as  insidious  in  the  His- 
panic immigrant  community  as  in  other  disadvantaged  popu- 
lations. But  there  are  other,  culturally  based  barriers  to  quality 
medical  care  for  Hispanic  immigrants  in  Texas.  Fear  and  mis- 
trust may  dissuade  many  from  even  considering  a mainstream 
American  health-care  provider  or  institution;  machismo  may 
keep  females  as  well  as  males  away  from  doctors;  and  folk 
remedies,  self-administered  or  prescribed  by  folk  healers,  can 
delay  or  interfere  with  conventional  treatment. 

Cultural  myths 
and  machismo 

Not  everyone,  but  very  many  who 
come  here  from  south  of  the  border  have  had  no 
life  experience  with  an  institution,”  said  Antonio 
Zavaleta,  PhD,  a medical  anthropologist  at  The 
University  of  Texas  at  Brownsville  and  Texas  Southmost 
College.  “They  mistrust  things  official,  things  having  to  do 
with  cities,  with  stainless  steel  and  fluorescent  lights,  and 
certainly  with  modern  health  care.  Very  often,  they  bring 
with  them  fear  and  foreboding  because  of  the  cultural 
myths  they’ve  heard  that  if  you  go  into  the  hospital,  you  will 
not  come  out  alive,  that  you  will  die  there.  For  many  His- 
panic immigrants,  this  fear  is  real!” 
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The  contrast  between  the  health-care  system  we  take  for 
granted  here  in  the  United  States  and  what  many  Hispanic 
immigrants  may  be  used  to  can  be  dramatic.  For  many  His- 
panic immigrants,  health  care  back  home  was  often  delivered 
within  the  context  of  family  and  religion,  with  limited  med- 
ical resources,  explains  Dr  Zavaleta.  Here,  there’s  no  family 
and  no  religion  involved.  If  you  come  from  a different  cul- 
ture, if  you  don’t  know  the  language,  if  you  don’t  know  how 
the  system  works  and  you’re  sick,  a doctor’s  office,  a clinic,  or 
certainly  a hospital  can  seem  like  a cold,  heartless  place. 


Caida  de  mollera,  literally  “fallen  fontanelle,”  is  a folk 
illness  Pedro  Castaneda,  Jr,  MD,  encounters  often  in  his 
pediatric  practice  in  Laredo.  Severe  dehydration  from  un- 
treated gastroenteritis,  diarrhea,  and  vomiting  can  give 
the  appearance  that  the  fontanelle  has  indeed  “fallen,” 
said  Dr  Castaneda,  and  treatment  consists  of  rehydrating 
the  infant.  The  folk  remedy  takes  a different  tack.  “What 
the  grandmother  does  is  stick  her  forefinger  into  the 
baby’s  mouth  and  push  the  palate  up,”  says  Dr  Cas- 
taneda. “This  raises  the  modem  and  therefore  the  kid  is 

‘cured.  ” When  the  mother  fi- 
nally brings  in  her  child,  he  adds, 
it  usually  has  to  be  hospitalized. 

Another  common  folk  illness  in 
the  Hispanic  immigrant  commu- 
nity is  mal  ojo,  or  “the  evil  eye.’’ 
When  it  afflicts  children,  it  is 
thought  to  make  them  sick  and  cry 
a lot.  “The  belief  is  that  someone 
has  looked  at  you  with  so  much  in- 
tensity that  they’ve  made  your  spirit 


They,  mistrust  things 

qmciai,  things  haying  to1 
do  with  cities,  with  stainless 
steel  and  tliiorescent  lights, 
and,  certainly  with  modern 
health  care. 


Hispanic  immigrant  females  who  need  medical  care  may 
also  have  to  contend  with  cultural  taboos  about  being  phys- 
ically examined,  even  by  female  physicians.  In  the  context  of 
Hispanic  culture,  machismo  means  males  are  dominant,  and 
the  husbands  of  Hispanic  immigrant  women  often  do  not 
allow  their  wives  to  be  examined.  According  to  Dr  Zavaleta, 
this  applies  especially  to  obstetrical  and  gynecological  care. 

Ironically,  machismo  can  also  exact  a toll  on  the  health  of 
Hispanic  immigrant  males.  “I  walk  the  tightrope  of  stereo- 
type when  I say  this,  but  male  Latino  immigrants  sim- 
ply do  not  experience  the  health-care  delivery  system 
except  in  traumatic  or  life-threatening  situations 
like  cardiac  arrest  or  diabetic  coma,”  said  Dr 
Zavaleta.  “They  will  treat  themselves,  they  will 
seek  alternative  forms  of  treatment  and  folk 
medicine,  or  curanderismo,  before  they 
would  ever  seek  health  care  in  a legitimate 
health-care  delivery  system.” 


Folk  illnesses 
and  remedies 


Traditions  about  illnesses 
and  remedies  in  the  Hispanic 
immigrant  community  are 
handed  down  from  grandmother 
{abuedta  in  Spanish)  to  mother  to  daughter. 
Hence,  the  typical  Hispanic  immigrant  ex- 
tended family  often  looks  first  to  grand- 
mother for  help  and  advice  in  treating 
ailments,  including  many  folk  illnesses  that 
have  no  counterpart  in  modern  medicine. 
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sick,”  explains  Nestor  Rodriguez,  PhD,  director  of  the  Center 
for  Immigration  Research  at  the  University  of  Houston.  Red 
yarn  or  thread  tied  around  the  waist  or  wrist  is  used  by  some 
Hispanic  mothers  to  protect  their  children  from  mal  ojo. 

Susto,  on  the  other  hand,  calls  for  a ritualistic  “sweeping” 
and  remedies  from  the  local  yerberia  (or  botanica  in  Puerto 
Rican  and  Cuban  immigrant  communities),  a shop  that 
specializes  in  herbal  preparations  and  other  folk  remedies. 
“If  you’re  frightened  or  shocked  by  something  so  that  your 
body  or  your  spirit  is  believed  to  be  in  disequilibrium,  you’re 
in  a state  of  susto,  or  fright  sickness,”  said  Dr  Rodriguez. 
“For  us,  it  would  be  comparable  to  anxiety  or  depression.” 

The  dangers 
of  folk  medicine 

WHETHER  THEY  ARE  USED  IN  SELF- 
treatment  or  prescribed  by  a curandero,  or  folk 
healer,  some  folk  remedies  can  be  harmful, 
even  fatal.  Dr  Zavaleta  recalls  one  especially 
notorious  case  in  the  Hispanic  immigrant  community.  In  the 
early  1980s,  children  of  migrant  workers  in  the  Midwest 
were  being  admitted  to  emergency  rooms  with  symptoms  of 
severe  lead  poisoning.  Tests  in  fact  revealed  very  high  levels 
of  lead  in  their  blood,  and  some  children  died.  Public  health 
workers,  medical  anthropologists,  and  migrant  farm  worker 
organizations  eventually  traced  these  incidents  to  women 
from  northern  Mexico  and  the  Rio  Grande  Valley  who  had 
been  giving  their  infants  greta,  a folk  remedy  for  indigestion 
or  colic.  Greta  turned  out  to  be  99%  pure  lead  oxide.  It  was 
banned  in  this  country,  but  Dr  Zavaleta  says  he’s  seen  it 
many  times  since  in  yerberias  in  Mexico. 

Folk  remedies  can  also  interact  with  prescription  drugs. 
Some  herbal  remedies  are  relatively  benign,  like  chamomile 
( manzanilla  in  Spanish).  Others  have  very  definite  pharmaco- 
logic effects.  The  creosote  bush,  for  example,  also  called  Mor- 
mon tea,  grows  in  the  American  Southwest  and  the 
Chihuahuan  desert.  Gobernadora,  as  it’s  known  in  Spanish,  is 
very  commonly  taken  as  a tea  in  the  Hispanic  immigrant 
community  prophylactically  or  for  “kidney  or  liver  prob- 
lems," says  Dr  Zavaleta.  “It  acts  as  a diuretic  and  causes  a large 
number  of  physiological  changes.  You  can  get  it  in  yerberias  in 
Brownsville,  and  if  a doctor  writes  a prescription  that  has  the 
same  physiological  effects  but  doesn’t  know  that  the  patient  is 
taking  this  tea,  there  can  be,  and  have  been,  very  ill  effects.  It’s 
very  important  not  to  pass  off  herbal  remedies  as  not  having 
active  medicinal  properties,  because  we  know  they  do.” 

In  the  Hispanic  immigrant  community,  health  prob- 
lems may  be  diagnosed  and  treated  by  the  affected  individ- 
ual alone,  by  family  members  such  as  grandmother  or 
mother,  and  even  by  neighbors  or  friends  who  pass  along 
their  recommendations.  Hispanic  immigrants  may  also  si- 
multaneously consult  a conventional  physician  and  a folk 


healer  known  as  a curandero  (female,  curandera).  While  the 
curandero  often  knows  that  a patient  has  seen  a physician, 
the  patient  typically  does  not  tell  the  conventional  doctor 
that  a folk  healer  has  been  consulted. 

Curanderismo, 
spiritualism,  and  religion 

IN  THE  MORE  TRADITIONAL  COMMUNITIES, 
curanderos  play  a very  important  role,”  said  Dr  Ro- 
driguez of  the  Center  for  Immigration  Research. 
“While  we  may  think  that  folk  medicine  is  just  a su- 
perstition, for  Hispanic  communities,  it  forms  a very  inte- 
gral part  of  how  you  organize,  define,  and  maintain  a 
healthy  community.” 

For  most  Hispanic  immigrants,  curanderismo,  spiritual- 
ism, and  religion  are  all  part  of  the  same  continuum.  At  its 
core  is  the  idea  that  there  is  a spiritual  component  in  heal- 
ing. This  idea  manifests  itself  in  folk  remedies  to  ward  off 
mal  ojo.  Or,  it  may  be  a symbolic  deer-eye  amulet  made 
from  a seed  that  is  tied  to  an  infant’s  wrist  to  invoke  the 
power  of  nature  in  the  healing  process. 

Sometimes,  the  spiritual  component  is  expressed  in 
more  overtly  religious  ways,  as  in  this  example  related  by 
Carmen  Rocco,  MD,  a pediatrician  with  the  Brownsville 
Community  Health  Center.  “Let’s  say  that  a child  has  come 
out  of  the  intensive  care  unit.  Typically,  the  family  will  have 
made  a promise  to  a patron  saint,  and  as  soon  as  they  are 
able,  sometimes  even  before  they  come  back  for  their  fol- 
low-up visit,  they  will  make  a pilgrimage  to  the  saint’s 
shrine  in  Mexico,  where  they  will  take  the  child  in  thanks- 
giving. They  will  often  bring  a little  medal  back  to  the  doc- 
tor and  say,  ‘In  gratitude  to  you  and  the  saints  for  having 
given  me  my  child  back.  ” 

Dr  Rodriguez  maintains  that  folk  medicine,  the  curan- 
deros who  practice  it,  and  the  yerberias  that  sell  it  will  in- 
crease as  the  Hispanic  population,  immigrant  and 
American-born,  continues  to  increase.  As  proof,  he  points 
to  the  proliferation  of  yerberias  in  the  barrios  of  cities  in 
Texas  and  the  rest  of  the  United  States. 

Some  Texas  physicians  and  researchers  minimize  the  im- 
portance of  folk  medicine  and  curanderos  in  the  Hispanic 
immigrant  community  here. 

“There’s  an  ill-informed  belief  that  culturally  based 
health-care  delivery  systems  like  folk  healers  are  declining, 
and  that  is  absolutely  not  true,”  Dr  Zavaleta  responded. 
“What  we  find  is  these  delivery  systems  are  very  often  not 
right  out  there  for  you  to  see.  When  you  ask  people,  they 
are  not  going  to  not  tell  you  about  them.  It’s  the  kind  of 
thing  you  have  to  spend  almost  a lifetime  studying  in  order 
to  really  see  it  and  have  people  tell  you  the  truth.” 

Dr  Spann  of  UTMB  points  out  that  folk  healers  play  a 
substantial  role  in  countries  throughout  Latin  America  and 
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agrees  that  Hispanic  immigrants  consult  curanderos  here,  too, 
particularly  in  the  Lower  Rio  Grande  Valley.  That  shouldn’t 
be  too  surprising,  he  adds,  since  a large  percentage  of  middle 
class  Americans  also  use  a variety  of  alternative  providers. 


The  border  area  is 
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very  quickly. 

While  curanderismo  is  a choice  for  most  Hispanic  im- 
migrants and  is  practiced  along  with  mainstream  American 
medicine,  it  is  the  only  accessible  health  care  for  many  poor 
and  illegal  immigrants.  That  includes  most  migrant  farm 
workers  and  many  Hispanic  immigrants  living  along  the 
border  between  the  United  States  and  Mexico. 


Crisis  on  the  border 


IF  it’s  a public  health  problem  in 

Texas,  chances  are  it’s  worse,  much  worse,  on  the  bor- 
der. The  catalog  of  infectious  diseases  in  the  Rio 
Grande  Valley  includes  tuberculosis,  measles,  dengue 
fever,  cholera,  gastroenteritis,  HIV  and  other  sexually  trans- 
mitted diseases,  and  hepatitis. 

“At  the  very  least,  the  border  is  in  crisis,”  said  Laurance 
Nickey,  MD,  president  and  chief  executive  officer  of  the 
Paso  del  Norte  Health  Foundation  in  El  Paso.  “When  you 
have  hundreds  of  thousands  of  people  living  in  colonias 
without  benefit  of  a good  potable  water  supply  and  no 
proper  sewage  disposal,  you  have  a time  bomb  waiting  to  go 
off,  and  it  will.” 


When  it  does,  the  consequences  will  be  felt  on  both 
sides  of  the  border.  The  number  of  legal  border  crossings  is 
staggering.  According  to  Dr  Nickey,  there  are  between  43 
million  and  61  million  legal  border  crossings  just  between 

Juarez,  Mexico,  and  El  Paso,  Tex, 
annually.  He  says  that  makes  El 
Paso  one  of  the  largest  ports  of  en- 
try in  the  world. 

“We  can  talk  about  the  sover- 
eignty of  two  nations,  but  from  a 
public  health  perspective,  the  bor- 
der area  is  one  large  community. 
What  happens  on  one  side  hap- 
pens on  the  other,  and  it  happens 
very  quickly,”  said  Dr  Nickey. 

Texas  physicians  who  practice  in  the  Rio  Grande  Valley 
see  themselves  as  frontline  providers  in  an  area  with  unlim- 
ited needs  and  very  limited  resources.  Dr  Rocco  in 
Brownsville  used  to  become  anxious  and  frustrated  when 
she  started  practicing  there  1 0 years  ago  because  she  could 
not  find  subspecialty  care  for  her  patients.  “Now  its  become 
a way  of  life  for  me,  she  said.  “I  take  care  of  an  uncon- 
trolled seizure  myself  because  I can’t  refer  to  a neurologist 
for  2 or  3 months.  But  it’s  been  like  that  for  so  long  that  I 
have  sort  of  learned  what  the  people  here  have  learned,  that 
you  survive  and  do  the  best  you  can  with  what  you  have.” 

Part  of  the  problem  is  not  enough  physicians.  Dr  Cas- 
taneda says  the  physician-to-patient  ratio  in  Laredo  has 
never  been  very  high,  and  it’s  getting  lower  because  it’s  hard 
to  recruit  physicians  to  the  border  area.  He  estimates  that 
for  pediatricians,  the  statewide  ratio  is  1 physician  per  600 
people,  whereas  in  Laredo,  it’s  1 per  1,500.  “Even  if  people 
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Talking  with  your 
Hispanic  immigrant 
patients 


Experts  interviewed  for  our  feature  article 

offered  the  following  tips  for  improving  communication 
with  Hispanic  immigrant  patients.  Some  of  their  sugges- 
tions might  work  wonders  with  other  patients,  as  well. 

Learn  Spanish. 

Speaking  the  same  language  is  an  obvious  prerequisite  to  communi- 
cating effectively  and  establishing  a good  doctor-patient  relationship. 
As  you  are  learning  Spanish,  you’ll  also  be  absorbing  Hispanic  cul- 
ture more  quickly. 

Until  you  speak  Spanish  well  enough  to  talk  with  your  Hispanic  pa- 
tients, make  sure  you  have  several  fluent  Spanish  speakers  on  your  staff. 

If  you  use  a translator,  Dr  Castaneda  advises  that  you  speak  di- 
rectly to  your  patient,  not  to  the  translator.  Directing  your  words  to 
the  translator  is  considered  impolite.  Do  not  use  a child  as  a transla- 
tor. Not  only  can  this  be  uncomfortable  for  the  child,  it  also  violates 
cultural  norms  of  how  child  and  adult  are  supposed  to  relate  to  one 
another. 

Include  family. 

Especially  grandmother,  if  she’s  there. 

Listen  and  explore. 

Dr  Spann  says  Harvard  medical  anthropologist  Arthur  Kleinman’s 
work  about  the  patient’s  explanatory  model  can  be  especially  valuable 
in  a cross-cultural  context. 

“Kleinman  says  that  when  patients  come  to  a physician,  they 
have  in  their  own  minds  a model  of  what’s  wrong  with  them,  and  fre- 
quently their  explanation  is  very  different  from  the  physician's  bio- 
medical explanation,”  said  Dr  Spann.  “If  we  don’t  learn  to 
understand  the  patient’s  explanatory  model  and  somehow  find  a way 
to  mesh  the  biomedical  explanation  with  that,  then  it’s  very  unlikely 
that  the  patient  will  comply  with  our  therapy.” 

“You  have  to  be  very  willing  to  listen  to  patients  and  to  explore 
with  them  what  they  think  is  wrong,  what  they’re  worried  about. 
Kleinman  says  you  should  ask  the  patient,  ‘What  do  you  think  is 
wrong?  Why  do  you  think  you  became  ill?  Why  do  you  think  you 
became  ill  at  this  time?  What  kind  of  therapy  do  you  think  you 
need?’  Not  that  we’re  going  to  accept  the  patient’s  model  or  comply 
with  his  or  her  specific  thoughts  about  therapy,  but  it  helps  us  un- 
derstand where  the  patient  is  coming  from.” 

Be  nonjudgmental. 

Listen  in  a nonthreatening,  accepting  manner,  and  do  not  act 
shocked  or  surprised.  Respond  gently.  Don’t  say  that  a patient’s  idea 
is  crazy  or  silly.  Instead,  say  that  there  may  be  another  explanation 
and  that  you  think  this  therapy  might  work  better.  I think  you  just 
have  to  find  a way  within  the  realities  of  scientific  medical  practice  to 
try  to  adapt  to  the  patient’s  explanatory  model.” 

Consider  how  cultures  somatize. 

Based  on  his  firsthand  experience  as  a clinician  and  teacher  in  Latin 
America,  Dr  Spann  points  out  that  somatization  varies  from  one  cul- 
ture to  another.  Somatization,  which  is  the  expression  of  psycholog- 
ical or  psychosocial  problems  as  physical  complaints,  accounts  for  as 


much  as  50%  of  what  primary  care  physicians  see,  Dr  Spann  says. 
And  different  cultures  somatize  to  different  areas  of  the  body. 

For  example,  in  the  United  States,  when  we  get  stressed,  we  often 
get  headaches  or  feel  it  in  our  backs.  “In  the  southern  cone  of  Latin 
America  — Argentina,  Uruguay,  Paraguay  — people  frequently  so- 
matize to  the  liver,”  Dr  Spann  said.  “If  they  have  a headache,  they  say 
the  liver  is  bothering  them.  If  you  understand  that,  then  you  know 
that’s  a nonspecific  way  of  describing  discomfort  or  disease.” 

Take  careful  histories. 

Finding  out  if  your  Hispanic  immigrant  patient  has  been  exposed  to 
certain  pathogens,  toxins,  or  drugs  can  be  difficult.  Your  patient  may 
not  know,  for  example,  that  greta  is  toxic,  or  that  gobernadora  is  a 
powerful  pharmaceutical  agent.  Or  your  patient  may  he  hesitant  to 
tell  you  for  fear  of  disapproval. 

An  important  line  of  inquiry  with  Hispanic  immigrant  patients 
involves  antibiotic  use.  Many  antibiotics  that  require  prescriptions  in 
the  United  States  are  available  over  the  counter  in  Mexico. 

Educate  your  patient. 

As  with  all  your  patients,  take  the  opportunity  to  help  new  immi- 
grant patients  not  only  with  immediate  health  problems,  but  also  to 
begin  the  long-range  process  of  educating  and  building  credibility. 
For  immigrant  patients,  it’s  important  to  make  the  transition  from 
the  old  to  the  new  as  easy  and  culturally  palatable  as  possible. 

“You  want  your  patients  with  you,  not  against  you,”  said  Dr  Cas- 
taneda. “If  you  start  by  saying,  ‘You  should  not  have  taken  that  tea;  you 
should  not  have  listened  to  grandmother,’  you’ve  lost  the  patient  be- 
cause he  or  she  is  going  to  believe  grandmother  more  than  you.” 

A better  approach,  Dr  Castaneda  suggested,  is  to  say,  ‘“I  have  no 
problems  with  the  tea,  but  at  that  time  maybe  we  should  have  done 
something  a little  bit  different.’  Then  enlist  grandmother’s  help  in 
implementing  your  therapy.” 

Respect  cultural  differences. 

“If  you’re  going  to  understand  how  to  take  care  of  Hispanic  patients, 
you  need  to  understand  that  healing  is  a concept  rooted  in  spiritual- 
ism and  faith,”  said  Dr  Rocco.  “I  try  to  respect  the  beliefs  that  the 
earth  and  native  roots  and  spiritualism  play  a very  important  role  in 
healing.  If  you  exclude  that  and  only  give  your  Hispanic  patients  pre- 
scriptions, then  there’s  going  to  be  a huge  communication  gap.” 

Physicians  have  to  accept  patients  as  they  are,  in  the  environment 
that  makes  them  patients,  Dr  Rocco  said.  “Just  as  you  would  listen  to 
a patient  that  is  very  academically  oriented  and  has  a precise  set  of 
questions,  you’ve  got  to  listen  to  patients  that  may  be  driven  not  by 
academia  but  by  the  beliefs  and  practices  of  their  culture.  If  it  doesn’t 
hurt  the  patients,  respect  their  right  to  pursue  their  cultural  beliefs.” 

Learn  from  your  patient. 

“There  is  so  much  about  medicine  that  we  don’t  understand,”  said  Dr 
Rocco.  “When  I find  patients  who  are  willing  to  educate  me  about 
why  or  how  they  are  doing  certain  practices,  I will  take  the  time  if 
they  will  take  the  time  with  me.  I have  tried  to  learn  from  my  patients 
along  the  way,  and  it  certainly  has  helped  me.  I have  found  it  to  be  a 
tremendous  educational  experience.” 
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have  Medicaid,"  he  said,  “there’s  just  not  enough  of  us  to 
see  them  all.” 

To  be  sure,  Texas  Department  of  Health  clinics,  federally 
funded  community  health  centers,  and  other  public  health 
initiatives  along  the  border  are  making  a difference. 

Project  Juntos  is  a binational  tuberculosis  control  project 
partly  funded  by  the  Centers  for  Disease  Control  and  Pre- 
vention. Local  health  authorities  in  El  Paso,  Tex,  and  in 
Juarez  on  the  Mexican  side  collaborate  to  find,  treat,  and 
track  individuals  with  tuberculosis.  Since  its  inception,  Pro- 
ject Juntos  has  grown  to  include  partnerships  between  three 
other  pairs  of  US  and  Mexican  border  cities. 


Laredo-CATCH,  part  of  the  American  Academy  of  Pe- 
diatrics’ national  Community  Access  to  Child  Health  pro- 
gram, and  the  state’s  Texas-CATCH  program  conduct 
health  fairs  in  colonias,  where  volunteers  perform  immu- 
nizations, children’s  physical  examinations,  and  dental  ex- 
aminations. They  also  check  blood  pressure,  blood  sugar, 
vision,  hearing,  height,  and  weight,  and  provide  informa- 
tion and  counseling  on  nutrition,  illness  prevention,  Pap 
smears,  and  breast  self-examinations. 

Nuestros  Ninos  is  an  immunization  education  project  in- 
volving the  states  of  Texas,  New  Mexico,  and  Chihuahua. 

In  response  to  the  unusually  high  incidence  of  neural 
tube  defects,  including  anencephaly,  in  the  Brownsville 
area,  the  One  Border  Foundation  provides  prenatal  care 
and  counseling  to  Hispanic  immigrant  women. 

But  the  health  problems  along  the  border  are  binational 
in  scope,  says  Dr  Nickey,  and  only  a coordinated  effort  by  the 
United  States  and  Mexico,  along  with  the  resources  to  do  the 
job,  will  make  a long-term  solution  possible.  The  United 
States-Mexico  Border  Health  Commission,  designed  to 
study  the  situation  and  recommend  what  such  a binational 
effort  should  entail,  was  signed  into  law  by  President  Clinton 
in  1994.  “And  that’s  where  it  stands,”  said  Dr  Nickey,  who  is 
an  active  proponent  of  the  commission.  “It’s  gotten  no  fund- 
ing, and  I think  there  has  been  extraordinary  bureaucratic 
stalling  on  this.  Why  that  is,  I’m  not  sure.  If  there  are  prob- 
lems with  the  content  or  the  intent  of  the  commission,  they 
could  all  be  negotiated  by  men  and  women  of  good  will  con- 
cerned with  the  populations  on  both  sides.” 

Until  both  governments  decide  to  act,  providers  on  both 
sides  of  the  border  — and  the  nearly  1 0 million  people  who 
live  there  — will  have  to  make  do  with  what  they  have. 


Acculturation,  class, 
and  stereotypes 

The  second  generation  in  a His- 
panic immigrant  family  is  less  likely  than  the  first 
generation  to  rely  on  folk  remedies  and  curan- 
derismo  and  more  likely  to  become  consumers  in 
the  mainstream  American  health-care  system. 

That’s  probably  a reasonable  assumption,  in  general.  Af- 
ter all,  as  Dr  Zavaleta  put  it,  “Acculturation  kicks  in,  edu- 
cation kicks  in.” 

In  reality,  it’s  not  quite  that 
neat  and  simple. 

“What  you  have  is  not  an  aban- 
donment of  the  old,  ” suggested  Dr 
Rodriguez.  “You  have  a continua- 
tion of  the  old  but  also  experimen- 
tation with  the  new.  In  Corpus 
Christi,  my  own  home  town,  I see 
many  third-  and  fourth-generation 
Mexican  Americans  still  reaching 
out  to  yerberias  and  traditional  folk  medicine.”  Which 
brings  up  other  issues  such  as  ethnic  stereotyping  and  the 
role  of  socioeconomic  class. 

Does  machismo  mean  all  Hispanic  immigrant  males 
avoid  mainstream  health  care  until  they’re  carried  into  the 
emergency  department?  Again,  it’s  not  that  simple. 

“Hispanic  immigrants  in  the  emergent  middle  class  and 
the  upper  classes  have  no  problem  with  the  health-care  de- 
livery system  in  the  United  States,”  said  Dr  Zavaleta.  “In 
fact,  they  seek  it  out.” 

Granted,  most  discussions  about  practicing  medicine  in 
an  Hispanic-Anglo  cross-cultural  context,  including  this 
one,  focus  on  immigrants  from  the  lower  socioeconomic 
strata  because  they  are  in  the  overwhelming  majority.  But 
even  here,  some  preconceptions  may  not  apply. 

When  the  Laredo-CATCH  group  conducted  health 
needs  assessments  in  several  colonias,  they  expected  to  find 
that  most  residents  were  uneducated  immigrants  from  Mex- 
ico and  Central  America.  Dr  Castaneda  says  they  were  sur- 
prised to  find  that  50%  to  60%  were  high  school  graduates. 
Moreover,  most  were  not  even  immigrants  but  had  been 
born  in  Laredo  and  couldn’t  afford  rental  housing  in  the  city. 

Similarly,  when  the  Center  for  Immigration  Research  con- 
ducted a scientific  survey  in  the  Hispanic  community  in  Hous- 
ton, Dr  Rodriguez  reports  they  were  amazed  to  find  that 
immigrant  Hispanics  were  more  likely  to  accept  and  approve 
of  sex  education  in  the  schools  than  American-born  Hispanics. 

The  reality  is  that  more  and  more  Texans  are  speaking  Span- 
ish, or  English  with  a Spanish  accent,  these  days.  All  Texans,  in- 
cluding physicians,  stand  to  gain  by  coming  to  terms  with  this 
new  reality.  “Things  are  changing,”  said  Dr  Rodriguez.  “To 
make  a better  Texas,  we  all  need  to  pull  together.”  ★ 
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DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


Dr,  Williams  doesn’t  see  just  anyone 
Only  those  who  need  him  most. 


As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nations  five  largest  community  health 
centers,  Dr.  Williams  oversees  a team 
of  health  care  professionals  that  man- 
aged 153,000  patient  visits  last  year. 


Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharmacist, 
then  went  back  to  school  and  earned 
his  MD.  He  paid  for  medical  school 
by  committing  to  work  three  years  at , 
community  health  center  - — 
Southside.  Nine  years  later,  lie’s  still 
there,  still  giving. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source  pharmaceuticals  to  medically 
uninsured,  low-income  patients  of  fed 
erally  qualified  centers  like  Southside, 
in  support  of  those  who,  like  Dr. 
Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 
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Immigration  in  Texas:  a challenge  for  Texas  physicians 

John  C.  Jennings,  MD,  Guest  Editor 
Symposium  on  Immigrant  Health 


Introduction 


From  the  Department  of  Obstetrics  and  Gy- 
necology, The  University  of  Texas  Medical 
Branch,  Galveston,  Tex.  Send  reprint  requests 
to  Dr  Jennings,  Department  of  Obstetrics 
and  Gynecology,  301  University  Blvd,  Galve- 
ston, TX  77550-2708. 


As  Texans,  we  are  proud 

of  the  quality  of  life  that  we 
have  in  this  state;  we  under- 
stand why  people  from  all  over  the 
world  might  wish  to  share  in  it. 
Human  beings,  by  nature,  search  for  a 
change  of  location  that  will  offer  more 
opportunity  and  a better  way  of  living. 
Civil  unrest  and  economic  instability 
often  prompt  mass  movement  of  peo- 
ple. Except  for  a small  minority  of  na- 
tive population,  all  of  us  come  from 
immigrant  families  and  are  separated 
only  by  time  of  arrival  from  current 
immigrants.  The  increasing  world  pop- 
ulation and  accessibility  of  transporta- 
tion ensure  the  continued  acceleration 
of  immigration  into  our  state.  Immi- 
grants bring  with  them  many  strengths 
and  talents  that  can  be  of  value  to  our 
society.  They  also  bring  challenges  to 
the  medical  profession. 

Texas  physicians  assume  primary  re- 
sponsibility of  the  health  of  our  pa- 
tients regardless  of  their  origin.  Racial, 
ethnic,  and  cultural  differences  are  ac- 
companied by  differences  in  disease 
frequency  and  variety.  Infectious  dis- 
eases that  are  not  endemic  to  Texas  can 
become  suddenly  major  public  health 
concerns.  Nutritional  and  parasitic  dis- 
ease that  some  of  us  have  only  read 
about  are  likely  to  appear  in  our  offices. 
Unfamiliar  genetic  disorders  can  be 
seen  in  increasing  numbers.  The  fre- 
quency of  common  disorders  such  as 
neoplasia  and  diabetes  may  vary  greatly 
in  some  immigrant  populations.  These 
and  other  medical  problems  can  be 
amplified  further  by  inaccessibility  of 
health  care  to  immigrant  populations. 

Cultural  differences  alone  may  pre- 
vent some  immigrants  from  taking  ad- 
vantage of  a health-care  system  that  is 
unfamiliar  to  them.  Language  barriers 
may  make  it  difficult  to  maneuver 


through  a system  that  can  even  be  cum- 
bersome for  an  English  professor.  Differ- 
ing educational  levels  and  religious 
backgrounds  may  contribute  either  to 
total  avoidance  or  delayed  seeking  of 
health  care.  The  status  of  an  undocu- 
mented alien  can  be  a potential  life- 
threatening  deterrent  for  entry  into  our 
health-care  system.  In  addition,  physi- 
cians and  health-care  workers  can  be  un- 
intentionally less  receptive  to  patients 
with  differences  they  do  not  understand. 

The  economic  impact  of  the  med- 
ical burden  of  an  increasing  immi- 
grant population  is  difficult  to 
estimate.  We  are  fortunate  in  Texas  to 
have  an  abundance  of  facilities  and 
medical  personnel.  Unfortunately, 
medical  care  is  expensive,  and  funding 
limitations  at  both  the  state  and  fed- 
eral levels  can  prevent  full  utilization 
of  our  resources.  Assistance  programs 
such  as  Medicaid,  food  stamps,  school 
lunch  programs,  educational  support, 
and  low-cost  housing  compete  for  tax- 
payers’ money  and  are  targets  for  re- 
duction. Allocation  of  funds  and 
other  resources  for  medical  care  must 
parallel  population  growth. 

Texas  physicians  are  challenged  to 
recognize  and  value  the  differences 
that  we  encounter  in  recent  immi- 
grants. Understanding  the  difficulties 
that  these  persons  have  in  adapting  to 
our  society  is  a prime  factor  in  maxi- 
mizing their  health  care.  During  the 
crisis  of  an  illness,  physicians  can  be 
confronted  with  a clash  of  back- 
ground, culture,  and  language  that  de- 
mands patience  and  compassion.  The 
contributors  to  this  issue  of  Texas 
Medicine  have  been  invited  and  se- 
lected for  their  expertise  and  subject 
matter  with  the  expectation  of  helping 
us  understand  the  challenges  of  pro- 
viding care  to  immigrants. 


4 6 


TEXAS  MEDICINE  ★ OCTOBER  1 996 


In  the  latter  part  of  the  20th  century, 
Asian  immigration  has  exploded.  The 
two  main  groups,  Chinese  and  Viet- 
namese, share  many  cultural  views. 
Confucianism,  Taoism,  and  spiritual- 
ism play  an  important  role  in  the  Chi- 
nese and  Vietnamese  psyches  and 
influence  deeply  their  belief  of  health, 
disease,  birth,  and  death.  Before  the  in- 
troduction of  Western  medicine,  both 
countries  relied  heavily  on  the  Taoist 
model  of  health  and  disease.  That  is, 
disease  is  disharmony  in  the  body  and 
herbal  medicines  are  used  to  restore  that 
balance.  Since  the  introduction  of  West- 
ern medicine,  the  two  countries  have 
adopted  a crisis-oriented  system  of  care 
in  which,  except  for  vaccinations,  pre- 
ventive medicine  is  virtually  ignored. 
The  Confucian  beliefs  of  privacy  and 
female  modesty  have  made  the  field  of 
obstetrics  and  gynecology  particularly 
susceptible  to  noncommunication  and 
misunderstandings,  while  traditional 
beliefs  in  Taoist  medicine  may  delay  or 
interfere  with  Western  health  care. 


Send  reprint  requests  to  Dr  Vu,  64  Bishop 
Gate  #A,  Gilderland,  NY  12084. 


Cultural  barriers  between  obstetrician-gynecologists 
and  Vietnamese/Chinese  immigrant  women 


Helen  Hljyen-Thanh  Vu,  MD 


Introduction 

Case  history 

SEVERAL  YEARS  AGO,  IN 
Port  Arthur  a 39-year-old  Viet- 
namese woman  came  to  a clinic. 
Very  hesitatingly,  she  told  her  male 
physician  that  she  had  noticed  vaginal 
bleeding  about  9 months  before  and 
thought  that  the  bleeding  would  go 
away.  Instead,  after  2 months,  the 
bleeding  was  still  present,  and  she  went 
to  a female  herbalist  who  felt  her  pulses 
and  proceeded  to  give  her  an  herbal 
brew  to  sip  at  home.  The  bleeding  did 
not  stop,  so  the  patient  came  reluc- 
tantly to  see  a physician.  Upon  further 
questioning,  she  revealed  that  her  last 
child  had  been  born  9 years  earlier,  and 
that  was  the  last  time  she  had  received 
a pelvic  exam.  She  also  told  the  physi- 
cian that  she  had  a daughter  in  nursing 
school.  Examination  showed  that  the 
vaginal  wall  was  friable.  The  patient 
was  referred  immediately  to  Houston, 
where  an  unresectable  vaginal  cancer 
was  diagnosed.  The  patient  was  treated 
with  radiation  and  chemotherapy  but 
died  6 months  later. 

Although  this  scenario  may  seem  all 
too  common  among  the  lower  socioe- 
conomic groups,  this  particular  clinical 
case  presents  many  unique  aspects  of 
cultural  beliefs.  Among  Vietnamese  and 
Chinese  immigrants,  possible  questions 
raised  by  this  case  include  the  reason  for 
the  lack  of  pelvic  screening  examina- 
tions, the  motive  to  visit  an  herbalist  be- 
fore seeing  a physician,  and  the  factors 
that  contribute  to  the  woman’s  igno- 
rance of  the  ominous  sign  of  vaginal 
bleeding  despite  having  a daughter  who 
is  familiar  with  Western  medicine.  In 
fact,  this  patient  exemplifies  the  mental- 
ity of  many  recent  Chinese/Vietnamese 
immigrant  women  (1). 
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Demographics 

At  1 .5  million  people,  the  Chinese  con- 
stitute the  largest  Asian  population  in 
the  United  States,  with  Texas  being  the 
fourth  most  populated  state.  In  1975, 
after  Communist  regime  was  estab- 
lished in  Vietnam,  many  Chinese  living 
in  Laos,  Cambodia,  and  Vietnam  fled 
to  the  States.  Other  immigrants  are  ar- 
riving from  mainland  China  and  Hong 
Kong.  The  Chinese  immigrants  are  di- 
vided into  four  groups:  those  who  im- 
migrated to  the  United  States  50  years 
ago,  those  who  came  20  years  ago,  first- 
and  second-generation  Americans,  and 
those  who  arrived  recently.  The  first 
group  tends  to  retain  many  traditional 
beliefs  whereas  the  other  three  are  more 
Westernized. 

Vietnamese  immigration,  however, 
began  only  in  1975,  following  the  fall  of 
Saigon.  This  immigration  can  be  di- 
vided into  three  waves.  The  first  group 
to  arrive  in  the  United  States,  roughly 
between  1975  and  1981,  consisted  gen- 
erally of  the  educated  class,  which  was 
urbane  and  westernized;  two  thirds  of 
the  first  wave  spoke  English  upon  arrival 
and  one  half  were  Christian,  although 
they  represented  only  10%  of  the  popu- 
lation (1).  The  second  wave,  which  oc- 
curred roughly  between  1982  and  1985, 
was  a melange  of  professionals,  fisher- 
men, farmers,  and  storekeepers  from  the 
rural  areas  and  small  coastal  cities;  un- 
like the  first  wave,  most  of  these  Viet- 
namese newcomers  did  not  speak 
English.  The  third  wave  has  occurred 
since  1986,  comprising  Amerasian  chil- 
dren and  political  prisoners  recently  re- 
leased from  reeducation  camps  (2). 

Historical  influences 
Although  Vietnam  and  China  are  two 
distinct  countries  with  different  lan- 
guages, China  ruled  Vietnam  through 

47 


< 

01 

Of 

7 

"2 

2 

Z 

o 

2 

D 

t/5 

O 

2 

oo 


political  emissaries  and  martial  law  for 
900  years,  thus  leaving  a culture  and 
nation  with  an  uncanny  resemblance 
to  those  of  China.  Taoism  and  Confu- 
cianism, two  pervasive  beliefs  imbed- 
ded strongly  in  both  the  Vietnamese 
and  Chinese  cultures,  affect  medicine 
profoundly.  Taoism  dictates  the  use  of 
medicine  and  etiology  of  disease, 
whereas  Confucianism  defines  the  role 
of  women  in  society.  Spiritualism  and 
Catholicism  influence  also  practices 
surrounding  birth  and  death. 

Taoism  is  a system  of  belief  in  which 
dual  forces  balance  each  other.  Disease, 
in  fact,  is  defined  as  the  impairment  of 
the  balance  between  external,  internal, 
physical,  and  moral  forces  (3).  Thus, 
medicine,  usually  a combination  of 
many  dried  herbs  containing  hot  or 
cold  characteristics,  was  brewed  and 
then  sipped  to  restore  balance  in  the 
body.  Medical  texts  with  prescriptions 
remain  unchanged  since  the  Han  Dy- 
nasty (202  BC  to  220  AD),  and  a sim- 
ilar form  of  Northern  medicine  exists 
in  Vietnam  (3).  The  physician,  accord- 
ing to  the  Taoist  belief,  should  be  able 
to  diagnose  the  patient’s  disease  from 
pulse-taking,  facial  and  glossal  inspec- 
tion, auditory  perception,  and  history 
taking.  However,  Taoists  believe  that 
to  diagnose,  a competent  physician 
should  have  to  rely  on  neither  past 
medical  history  nor  the  patient’s  his- 
tory of  symptoms  (3). 

Confucianism  taught  that  only 
sons  may  worship  the  ancestors  and 
maintain  memorial  rituals.  The  inabil- 
ity to  produce  a son  is  believed  to  be  a 
punishment  for  some  unknown  trav- 
esty and  a sin  against  the  ancestors  (4). 

Although  Taoism  and  Confucian- 
ism are  common  systems  of  belief  in 
both  the  Chinese  and  Vietnamese  pop- 
ulations, Vietnamese  immigrants  have 
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also  a powerful  system  of  belief  intro- 
duced to  them  by  the  French:  Catholi- 
cism. The  tenets  of  Roman  Catholicism 
relating  to  reproduction  have  been, 
until  recently,  upheld  with  the  strictest 
fervor,  including  the  conviction  that 
birth  control,  tubal  ligation,  and  abor- 
tion are  sinful.  Also  essential  to  salva- 
tion is  baptism  of  those  in  grave  danger 
of  death,  including  babies  born  with  a 
poor  prognosis  (4) 

Lastly,  a pervasive  belief  in  spiritu- 
alism exists,  a belief  of  good  and  evil 
spirits,  which  is  probably  a mixture  of 
a degenerate  form  of  Taoism  and  local 
animism.  Disease,  then,  is  believed  to 
be  a punishment  from  these  spirits 
who  may  have  been  offended  by  a 
missed  ceremony  or  ritual.  Thus, 
women,  sometimes  surprisingly  edu- 
cated, may  believe  that  lavish  expres- 
sion of  praise  for  a new  baby  may 
incite  a jealous  spirit’s  wrath,  causing 
the  baby  to  be  taken  away  (4). 

Health  systems 

Since  World  War  II,  Western  medicine 
has  gained  legitimacy  in  China  as  well 
as  Vietnam.  However,  many  significant 
differences  in  the  delivery  of  health  care 
exist  that  could  cause  misunderstand- 
ings between  immigrants  and  their 
American  physicians.  For  example, 
Southeast  Asia  has  had  a crisis-oriented 
system  involving  no  appointments  or 
diagnostic  tests;  when  antibiotics  were 
available,  the  “shotgun”  approach  was 
used  (3).  Therefore,  exposure  to  pre- 
ventive medicine  is  indeed  unusual  for 
many  immigrants. 

Traditionally,  pharmacies  in  Vietnam 
dispensed  antibiotics  without  a prescrip- 
tion, so  that  medications  that  can  be  ob- 
tained only  by  prescription  here  may  be 
purchased  there  as  over-the-counter 
drugs.  Thus,  medications  are  many 
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times  self-administered  and  are  discon- 
tinued once  symptoms  subside. 

It  follows  logically  that  many  re- 
cent immigrants  will  miss  appoint- 
ments and  refuse  diagnostic  tests  (3). 
Noncompliance  is  associated  also  with 
patients’  perceptions  of  inconvenience 
of  observing  regimen,  with  lack  of  cul- 
tural precedent,  and  with  resolution 
of  symptoms  (6). 

Historically,  doctors  in  Vietnam  as 
well  as  China  “command  veneration 
and  demand  absolute  obedience, 
whose  decisions  are  final  and  pro- 
nouncements definitive”  (7).  Many 
patients,  when  questioned  about  their 
previous  medical  conditions,  may  be 
wholly  ignorant  because  they  may 
never  have  been  told  the  names  of 
their  illnesses,  of  the  medicines  given, 
or  of  their  disease  characteristics  (6). 

On  the  other  hand,  the  exalted  sta- 
tus of  physicians  and  nurses  itself  may 
be  a cause  of  patient  noncompliance. 
Southeast  Asian  patients  will  many 
times  exhibit  a facade  of  “passive  obe- 
dience” in  which  they  may  not  agree 
with  or  understand  the  physician  but 
will  pretend  to  so  as  to  hide  their  ig- 
norance and  keep  from  offending  the 
physician  because  the  questioning  of 
any  authority  figure  is  a sign  of  disre- 
spect (8). 

Acculturation 

Cultural  adaptation  is  a significant  fac- 
tor in  the  success  of  patient-physician 
relationships.  Many  factors  contribute 
to  the  rate  of  acculturation:  gender,  ed- 
ucational level  prior  to  immigration, 
the  length  of  stay  in  the  United  States, 
and  area  of  residence  in  the  United 
States  as  well  as  area  of  residence  in 
Vietnam  or  China.  Vietnamese  and 
Chinese  women  tend  to  assimilate 
more  quickly  than  their  male  counter- 


parts  (9).  One  small  study  confirms 
that  the  most  significant  determining 
factor  in  patient-physician  communi- 
cation is  the  length  of  stay  in  the 
United  States.  Vietnamese  immigrants 
who  have  been  in  the  States  5 or  more 
years  are  considerably  more  likely  to  re- 
port that  they  feel  understood  by 
providers  (5).  However,  the  length  of 
stay  alone  as  an  acculturation  factor 
may  be  nullified  if  the  patient  lives  in  a 
predominantly  Chinese  or  Vietnamese 
neighborhood.  Many  recent  Chinese 
immigrants  become  virtual  prisoners  in 
sweatshops  at  the  center  of  China- 
towns upon  arrival  and  may  not  have 
had  the  opportunity  to  acquire  English 
Unguage  skills. 

Gynecology 

Sex  and  sexuality 

The  dualist  beliefs  of  Taoism  equate 
Yin,  the  feminine  force,  with  cold, 
darkness,  and  emptiness;  Yang,  the 
masculine  force,  is  associated  with 
warmth,  animation,  and  force.  Al- 
though the  system  seems  inherently 
sexist,  a belief  exists  also  that  a balance 
between  Yin  and  Yang  must  be  present 
in  each  individual.  One  of  the  ways  in 
which  this  balance  can  be  achieved  is 
through  sexual  intercourse.  Such  a bal- 
anced view  of  sexuality  is,  however, 
overshadowed  by  Confucianism,  in 
which  virginity  in  the  woman  is  consid- 
ered one  of  the  five  female  virtues  (10). 
Among  Chinese  women  between  the 
ages  of  55  and  75  years,  the  discussion 
of  sexuality  itself  is  embarrassing.  Sex 
education  and  talks  about  contracep- 
tion at  home  are  infrequent  and  are 
usually  discussed  only  by  the  mother 
prior  to  her  daughter’s  marriage.  How- 
ever, three  quarters  of  Chinese  univer- 
sity students  questioned  in  a 1985 


survey  felt  that  traditional  sexual  moral- 
ity was  stifling,  and  only  one  quarter 
felt  that  cohabitation  was  immoral 
(11).  Even  though  attitudes  towards 
sexual  activity  appear  to  have  become 
more  lenient,  the  survey  showed  also 
that  men  “demanded  chastity  from 
women,  and  the  women  guarded  their 
chastity  from  men”  (11).  The  social  re- 
ality is  that  women  who  lose  their  vir- 
ginity before  marriage  still  lace  social 
discrimination  and  ostracism.  Even 
today,  in  both  Vietnam  and  China, 
some  families  will  return  the  bride  to 
her  family  in  disgrace  if  the  woman  is 
discovered  to  have  been  unchaste.  Be- 
cause of  the  high  value  placed  on  vir- 
ginity, many  young  women  will  not 
agree  to  a pelvic  examination  because 
they  fear  the  loss  of  virginity. 

Today,  sex  education  and  discus- 
sions of  contraception  are  taught  to 
young  people  in  both  China  and 
Vietnam,  beginning  in  the  ninth 
grade.  By  far,  the  most  popular  con- 
traceptive methods  in  Southeast  Asia 
are  intrauterine  devices,  foams,  con- 
doms, and  tubal  ligation  (12).  How- 
ever, abortion  is  also  used  quite  often 
as  a form  of  contraception  and 
method  of  gender  selection  in  Viet- 
nam as  well  as  China  (13).  In  Viet- 
nam, each  woman  averages  2.5 
abortions  during  her  reproductive 
life.  Married  women  between  the  ages 
of  25  and  35  account  for  most  of 
these  patients.  In  China,  since  the  es- 
tablishment of  the  one-child-per- 
household  mandate,  the  number  of 
female  fetus  abortions  has  increased 
significantly,  again  reiterating  the 
Confucian  belief  in  the  superiority  of 
men  over  women. 

Venereal  diseases,  interestingly,  are 
still  considered  a disease  exclusively 
found  in  men  (1). 
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Menstruation  and  menopause 
As  in  the  Judeo-Christian  culture  of  the 
Old  Testament,  the  period  of  menstru- 
ation is  believed  to  be  unclean.  Viet- 
namese and  Chinese  women  tend  to 
consider  themselves  dirty  during  their 
monthly  cycles,  and  traditionally,  their 
Yin  state  is  considered  so  powerful  dur- 
ing menstruation  that  sexual  inter- 
course is  forbidden  because  mixture  of 
menstrual  blood  and  semen  may  over- 
come the  man’s  Yang  (warm)  state  and 
result  in  his  death  or  illness  (10).  The 
less  esoteric  reason  is  that  a woman’s 
menstrual  fluid  is  considered  “dirty” 
and  would  contaminate  the  man.  Viet- 
namese and  Chinese  women  tend  to 
view  menstruation  as  a curse  to  be  en- 
dured until  menopause. 

Menopause,  then,  is  seen  by  many 
women  as  a release  from  the  curse  of 
being  dirty,  a return  to  a state  of  nor- 
malcy. Many  older  women  may  antici- 
pate this  physiological  change  because 
they  would  then  be  freed  also  from  the 
duty  of  sexual  intercourse  with  their 
husbands.  Not  many  women  are  aware 
of  the  physiological  changes  of 
menopause.  Unlike  the  obstetrical  pa- 
tients, recently  arrived  perimenopausal 
women  will  generally  have  acculturated 
less  as  a result  of  less  exposure  to  Amer- 
ican culture.  Some  less-educated  pa- 
tients will  refuse  to  take  hormone 
supplements  because  they  feel  they  are 
not  sick  and,  therefore,  medication  is 
unnecessary  (1)-  Another  factor  in 
noncompliance  with  hormone  replace- 
ment therapy  may  be  that  Asian 
women  tend  to  experience  climacteric 
symptoms  less  frequently.  One  study  of 
Hong  Kong  Chinese  women  after  sur- 
gical menopause  revealed  that  only 
24.2%  developed  hot  flashes  and 
18.2%  developed  sweating  (14).  Many 
Asian  women  may  have  never  learned 
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sufficient  English  to  communicate  ef- 
fectively and  may  have  to  rely  on  trans- 
lators to  discuss  a very  private  subject. 

Oncology 

Cancer  and  its  causes  are  understood 
poorly  by  many  Vietnamese  and  Chi- 
nese immigrant  women.  More  than 
one  third  of  respondents  believed  that 
cancers  are  caused  by  poor  hygiene  and 
can  be  contagious.  Fifty-two  percent  of 
Vietnamese  women  in  one  survey  be- 
lieve that  they  can  do  little  to  prevent 
cancer  (15).  Furthermore,  unlike  other 
diseases  that  may  be  brought  to  the  at- 
tention of  a physician  immediately,  gy- 
necologic cancers  are  considered 
“female  problems”  and  are  usually  self- 
treated  or  are  treated  by  herbalists  who 
actually  do  not  perform  a physical  ex- 
amination. Only  when  the  treatment  is 
ineffective  is  the  physician’s  help 
sought.  Unfortunately,  like  the  patient 
in  the  clinical  case,  procrastination  may 
prove  to  be  lethal.  Finally,  preventive 
medicine  and  screening  stand  in  sharp 
contrast  to  the  health  systems  existing 
in  China  and  Vietnam. 

The  incidence  of  breast  cancer  in 
Chinese  women  in  the  United  States 
is  54.0  per  100,000  while  the  rate  in 
European-American  women  is  86.5 
per  100,000.  Yet,  the  survival  rate  for 
Chinese  women  (65%)  is  not  much 
better  than  the  71%  found  among 
European-American  women.  The  rea- 
son is  mainly  cultural.  First,  women 
with  breast  cancer  tend  to  be  older, 
less  acculturated,  and  more  modest 
about  their  sexuality.  If  these  older 
women  are  both  single  and  Chinese, 
then  a doctor’s  visit  to  deal  with  gyne- 
cological issues  would  be  a great  em- 
barrassment because  the  visit  would 
be  considered  an  admission  of  their 
sexuality  and  the  reiteration  of  their 
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“spinsterhood.”  In  Vietnam  as  well  as 
China,  even  one  generation  ago,  an 
unmarried  older  woman  would  have 
to  live  in  her  father’s  house  until  he 
died  and  then  would  have  to  live  with 
her  siblings.  The  unmarried  woman 
usually  held  a low  position  in  the 
household  (16). 

A study  of  Vietnamese  women  in 
California  showed  that  one  third  of 
those  interviewed  did  not  know  the 
common  signs  and  symptoms  of  breast 
cancer.  About  60%  had  heard  of  the 
breast  self-examination  (BSE),  but  few 
performed  it.  Many  have  not  even 
heard  of  mammography  (15).  A study 
of  Chinese  women  showed  that  only 
1 5%  practiced  BSE  monthly,  48%  re- 
ported never  having  performed  a BSE, 
and  50%  had  no  opinion  on  the  seri- 
ousness of  breast  cancer;  yet,  80%  rec- 
ognized the  efficacy  of  a BSE  (17). 

One  survey  of  Vietnamese  women 
reported  that  cervical  cancer  is  not 
generally  known  to  be  associated  with 
the  number  of  sexual  partners.  Papan- 
icolaou’s test  was  underutilized  by  the 
Vietnamese  immigrant  women  for 
screening.  About  50%  of  the  92 
women  surveyed  had  never  had  a Pap 
smear,  compared  with  only  6%  of  the 
general  US  population.  One  of  the 
reasons  cited  for  young  women  not  re- 
ceiving a Pap  smear  is  the  fear  that  the 
examination  will  cause  the  woman  to 
lose  her  virginity  (18).  Thus,  married 
women  are  more  likely  to  have  a Pap 
smear  as  are  women  who  have  resided 
in  the  United  States  for  a longer  time. 

Information  on  the  incidence  of 
uterine  and  ovarian  cancers  in  the  Chi- 
nese and  Vietnamese  population  is 
scanty.  Elowever,  because  uterine  can- 
cers are  generally  predominant  in  older 
women,  the  observation  that  Asian 
older  adults  represent  a cultural  minor- 
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ity  growing  more  rapidly  than  any  other 
ethnic  group  is  worth  noting  (19). 

Older  Asians  who  do  live  with 
their  children  are  often  neglected  and 
ignored  because  of  the  working  chil- 
dren’s long  hours  and  low  wages.  Even 
under  ideal  circumstances,  however,  a 
culture  of  nondisclosure  exists  in 
which  the  children  of  mothers  who 
have  terminal  cancer  may  not  inform 
these  women  of  their  disease  (20). 
Principles  of  filial  duty  to  protect  the 
elderly  may  be  the  overriding  factor  in 
the  care  of  a terminally  ill  patient. 
Thus,  a direct  conflict  occurs  between 
Western  values,  which  view  patient 
autonomy  as  the  underlying  principle 
behind  every  health-care  issue,  and 
the  Vietnamese  and  Chinese  belief 
that  interdependence  and  protection 
of  the  elderly  is  the  greatest  good. 

The  principle  of  nondisclosure  has  a 
threefold  basis.  First,  the  knowledge  of 
the  disease  and  its  outcome  may  invite 
distress  and  cause  unnecessary  suffering 
to  the  elderly  patient.  Second,  disclo- 
sure is  considered  impolite.  Speaking  of 
death,  of  terminal  conditions,  and, 
specifically,  of  “female  organs”  is  taboo 
because  this  is  believed  to  bring  bad 
luck.  Thus,  discussions  of  a living  will 
and  “code”  status  are  extremely  foreign 
for  Chinese  and  Vietnamese  patients 
and  their  families  (20).  Last,  to  state  the 
prognosis  is  considered  unusually  cruel 
because  it  predicts  the  remaining  life 
span  and  removes  hope  for  the  patient 
and  the  families.  Because  of  this  need  to 
foster  hope,  many  families,  even  after 
understanding  the  significance  of  the 
disease,  will  continue  to  act  and  behave 
as  if  it  does  not  exist.  As  the  disease  pro- 
gresses, the  patient  may  become  less  ac- 
tive in  the  decision  process  and  allow 
the  family  to  make  the  decisions. 

Fear  of  loss  of  blood  and  fear  of 


mutilation  engender  great  resistance 
to  surgery.  Therefore,  surgery  tends  to 
be  considered  only  when  all  other  op- 
tions have  been  exhausted  (21).  Many 
times,  the  list  of  potential  complica- 
tions on  the  consent  form  are  misun- 
derstood to  be  actual  complications 
that  will  occur  during  surgery. 

Obstetrics 

Because  of  the  pervasiveness  of  Con- 
fucianism, the  ability  to  produce  chil- 
dren, especially  male  children  who  can 
adequately  worship  the  ancestors  and 
carry  on  the  family  name,  is  consid- 
ered to  be  among  a woman’s  most  im- 
portant functions.  Only  a generation 
ago  in  Vietnam,  the  inability  to  bear  a 
son  was  sufficient  reason  for  the  hus- 
band to  marry  a second  wife.  In  China 
today,  the  one-child  mandate  has  in- 
creased greatly  the  number  of  female 
fetus  abortions.  Hence,  the  field  of 
obstetrics  in  China  and  Vietnam  is  re- 
plete with  taboos. 

Prenatal  care 

Traditionally,  in  Vietnam  as  well  as  in 
China,  prenatal  care  does  not  exist. 
Only  since  the  introduction  of  Western 
medicine  to  these  countries  has  prena- 
tal care  become  popular.  Therefore, 
many  pregnant  women  may  not  seek 
prenatal  care  until  the  second  trimester 
of  pregnancy  (12).  A recent  study  in 
Vietnam  shows  that  women  who  seek 
prenatal  care  tend  to  be  urban-living, 
educated  women  with  few  children 
(22).  Thus,  those  women  most  in  need 
of  prenatal  care,  recent  immigrants 
with  little  education,  will  be  most  reti- 
cent to  seek  or  accept  prenatal  care. 

One  of  the  greatest  concerns  of  the 
pregnant  woman  in  Vietnam  and  China 
is  nourishment.  In  Vietnam,  pregnant 


women  believe  that  they  should  not  eat 
too  much  because  o(  the  increased  like- 
lihood of  a difficult  delivery.  Secondly, 
with  the  pervasiveness  o(  Taoism,  foods 
are  considered  Yin  or  Yang,  and  a strict 
balance  of  the  two  must  be  maintained 
in  order  to  produce  a healthy  baby  (23). 
Hence,  many  women  will  avoid  certain 
foods  during  pregnancy.  Buddhism  also 
encourages  vegetarianism,  and  some  de- 
vout believers  will  abstain  wholly  from 
eating  meat.  Furthermore,  some  foods 
are  believed  to  cause  certain  diseases  in 
the  baby.  For  example,  chicken  or  duck 
may  make  the  baby  deaf  or  dumb,  while 
spices  may  cause  the  child  to  whimper 
or  sniffle  (23).  Dairy  products  are  not 
consumed  traditionally  by  both  the 
Vietnamese  and  Chinese  cultures.  This 
behavior  is  significant  for  the  health- 
care provider  in  that  instructions  to  gain 
weight  or  to  eat  certain  foods  may  be 
disregarded. 

The  use  of  ultrasound  and  amnio- 
centesis is  not  disturbing  to  Viet- 
namese women  as  long  as  the 
procedures  are  explained  well.  How- 
ever, some  Vietnamese  patients  are  de- 
vout Catholics,  and  the  issue  of 
diagnosis  and  subsequent  option  of 
abortion  should  be  broached  prior  to 
the  procedure;  some  patients  may  un- 
derstand amniocentesis  to  be  thera- 
peutic rather  than  diagnostic. 

Intrapartum  care 

Childbirth  is  considered  tradition- 
ally a dirty  ordeal,  unworthy  of  a 
man’s  attentions.  For  that  reason, 
childbirth  is  usually  attended  only  by 
the  midwife  or  the  doctor  and  by  ei- 
ther the  mother  or  mother-in-law  of 
the  woman  giving  birth.  Some 
women  actually  prefer  to  deliver 
without  their  husbands  because  of  the 
“unaesthetic”  state. 


Vietnamese  and  Chinese  women 
tend  to  be  stoic  and  have  a high  pain 
threshold  (6).  Many  will  choose  to  de- 
liver naturally  rather  than  risk  any 
perceived  ill  effects  of  anesthesia  on 
their  babies  (1). 

Similarly,  Vietnamese  women  tend 
to  favor  a longer  labor  in  lieu  of  an 
episiotomy,  which  they  feel  is  unnec- 
essarily traumatic  and  causes  too 
much  pain  postpartum.  Cesarean  sec- 
tions are  viewed  also  as  surgeries  and, 
thus,  are  accepted  with  great  reluc- 
tance. However,  when  the  baby’s 
health  is  compromised,  the  patient 
will  usually  agree  as  a last  resort  (1). 

Postpartum  care 

The  Vietnamese  and  Chinese  cultures 
discourage  strenuous  work  for 
women  until  3 months  after  delivery. 
In  Vietnam,  some  areas  still  practice 
“laying  on  fire,’’  in  which  the  woman 
is  warmed  with  a stove  placed  at  the 
foot  of  or  beneath  the  bed  for  a 
month;  the  woman  is  usually  forbid- 
den to  leave  the  bed  during  that  time. 
The  heat  is  believed  to  counteract  her 
postpartum  Yin  (cold)  condition  and 
her  bedridden  state  will  hasten  the  re- 
duction of  her  uterus  to  its  usual  size 
and  position  (12).  Some  patients  will 
consider  discharge  from  the  hospital 
24  hours  after  birth  as  unnecessarily 
hasty.  The  consumption  of  alcohol  by 
the  patient  is  believed  to  promote 
bleeding  and  cleanse  the  reproductive 
tract  of  debris. 

Because  water  is  considered  “cold,” 
some  postpartum  patients  may  not 
want  to  bathe  or  shower  (8).  Again, 
consistent  with  the  crisis-oriented  sys- 
tem in  China  and  Vietnam,  many 
women  who  experienced  normal  de- 
liveries will  not  keep  their  postpartum 
appointments. 
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Conclusion 

The  Chinese  population  is  the  largest 
Asian  group  in  the  United  States,  and 
the  Vietnamese  population  is  one  of 
the  fastest  growing  groups.  Therefore, 
understanding  some  of  the  cultural 
beliefs  of  these  two  nationalities  en- 
ables us  to  better  care  for  them.  Both 
the  Vietnamese  and  Chinese  cultures 
share  the  similar  cultural  foundations 
of  Confucianism,  Taoism,  and  spiritu- 
alism. The  Vietnamese  culture  is  in- 
fluenced also  by  Roman  Catholicism. 

However,  not  all  Chinese  and  Viet- 
namese immigrants  maintain  such 
strong  Eastern  beliefs.  Different  sub- 
groups in  each  may  be  more  Western- 
ized and  educated  than  the  others.  In 
both  the  Chinese  and  Vietnamese 
populations,  those  arriving  less  than  5 
years  ago  from  rural  areas  in  Vietnam 
and  China  will  be  influenced  more 
profoundly  by  Taoism,  Confucianism, 
and  spiritualism,  while  those  who 
have  been  reared  in  the  United  States 
may  exhibit  little  of  the  cultural  dif- 
ferences noted.  In  fact,  unless  specific 
questions  are  asked,  those  who  still 
maintain  many  Eastern  views  may  ap- 
pear acculturated. 

Thus,  when  interviewing  a Viet- 
namese or  Chinese  patient,  recognizing 
the  level  of  acculturation  is  especially 
important.  The  length  of  stay  in  the 
United  States,  the  level  of  education, 
the  nature  of  her  work,  and  the  num- 
ber and  type  of  family  members  cur- 
rently living  with  her  all  contribute  to 
the  assessment  of  acculturation.  More 
detailed  questions  such  as  the  types  of 
foods  consumed  throughout  the  preg- 
nancy and  the  use  of  Eastern  medicines 
will  also  facilitate  prenatal  care. 
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Progress  towards  the  year  2000: 

assessing  the  health  status  of  minorities  in  Texas 


In  1991,  the  Centers  for  Disease  Con- 
trol and  Prevention  released  a consensus 
set  of  18  health  status  indicators  to  help 
communities  assess  their  general  health 
status  and  focus  local,  state,  and  na- 
tional efforts  on  tracking  the  year  2000 
objectives.  States  and  local  communities 
were  encouraged  also  to  analyze  the  in- 
dicators for  each  major  racial  and  eth- 
nic population  in  their  jurisdictions. 

This  article  presents  an  update  of  trends 
in  Texas  for  the  health  status  indicators 
for  the  total  population,  along  with 
comparisons  by  race  and  Hispanic  ori- 
gin for  the  most  recent  data.  Analysis  of 
these  data  reveals  that  the  health  status 
for  the  total  population  is  improving  as 
we  approach  the  year  2000.  Yet  despite 
these  overall  gains,  significant  dispari- 
ties exist  between  the  total  population 
and  the  racial  and  ethnic  minorities  in 
Texas.  Further  efforts  are  needed  to  re- 
duce these  health  disparities. 
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partment of  Health,  1 100  W 49th  St,  Austin, 
TX  78756. 
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The  Centers  for  Disease 
Control  and  Prevention  intro- 
duced a set  of  health  status  in- 
dicators in  1990  in  response  to  the 
need  for  measures  that  present  a broad 
overview  of  a community’s  health  and 
can  be  used  by  various  levels  of  govern- 
ment (1).  The  indicators  include  18 
measures  of  health  status  and/or  factors 
that  put  individuals  at  increased  risk  of 
disease  and  premature  mortality.  The 
development  and  definition  of  the  in- 
dicators and  the  national  data  used  to 
measure  them  are  described  in  other 
reports  from  the  National  Center  for 
Health  Statistics  (1,2). 

One  of  the  three  broad  goals  of 
Healthy  People  2000  (3)  is  to  reduce 
health  disparities  among  Americans, 
including  disparities  among  racial  and 
ethnic  groups.  In  1994,  Committee 
22.1,  a group  of  health  professionals 
who  established  the  health  status  indi- 
cators, recommended  that  when  possi- 
ble, states  and  local  communities 
should  analyze  the  indicators  for  each 
of  the  major  population  groups  in 
their  jurisdictions  (4).  Production  of 
state  and  local  reports  by  race  and  eth- 
nicity is  encouraged.  The  first  part  of 
this  article  presents  an  update  of  trends 
for  the  health  status  indicators  for  the 
total  population  of  Texas  (5,6).  The 
second  part  presents  comparisons  by 
race  and  Hispanic  origin  for  the  most 
recent  data  for  Texas.  Issues  relating  to 
racial  and  ethnic  data  are  discussed. 

Recent  trends  for  the 

TOTAL  POPULATION 

The  health  status  indicators  for  the 
total  Texas  population  have  been  pre- 
sented in  previous  reports  (5,6).  Data 
for  trends  at  the  state  level  for  the  past 
10  to  14  years  are  available  for  most  of 
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the  indicators  for  the  total  population 
(5,6).  Most  rates  are  declining,  indi- 
cating that  the  total  population  is  im- 
proving or  remaining  stable  for  most 
of  the  indicators. 

All  deaths  rates,  except  infant  mor- 
tality and  work- related  injury  deaths, 
are  age-adjusted  to  the  1940  US  stan- 
dard population.  Age-adjusting  is  a 
technique  that  allows  the  user  to  com- 
pare rates  among  populations  with 
different  age  distributions  by  “adjust- 
ing” the  crude  rates  in  each  popula- 
tion to  a standard  population.  Thus 
the  user  can  compare  the  rate  for  his 
or  her  county  with  the  state  or  nation, 
can  compare  racial  and  sex  groups 
with  different  age  compositions,  and 
can  look  at  trends  over  time  (7). 

The  1993  infant  mortality  rate  of 
7.5  infant  deaths  per  1000  live  births 
was  the  lowest  final  rate  ever  recorded 
for  Texas;  provisional  1994  data  (7.1 
per  1000)  indicate  that  this  decrease  in 
infant  mortality  deaths  will  probably 
continue  (verbal  communication,  Brian 
King,  Bureau  of  Vital  Statistics,  Texas 
Department  of  Health,  July  1995).  The 
age-adjusted  all-cause  death  rate  of 
544.3  deaths  per  100,000  population 
has  declined  9%  since  1980. 

The  1993  age- adjusted  death  rate  for 
motor  vehicle  crash  deaths  was  17.6  in 
1993,  a 41%  decline  since  1980.  Simi- 
larly, the  age-adjusted  death  rate  for 
work-related  injury  deaths  has  decreased 
by  more  than  50%  since  1980  (5.8  in 
1980  and  2.6  in  1993).  For  homicide 
(including  “legal  intervention”),  the  age- 
adjusted  death  rate  declined  about  25% 
to  13.0  deaths  per  100,000  population 
between  1980  and  1993. 

For  cardiovascular  disease  deaths, 
the  1993  age-adjusted  death  rate  was 
the  lowest  ever  recorded  at  187.7 
deaths  per  100,000  population.  Mor- 
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rality  from  this  cause,  which  accounts 
for  more  than  one  third  of  all  deaths  in 
Texas,  has  been  declining  generally  for 
decades.  The  1993  age-adjusted  death 
rates  for  the  two  major  components  of 
cardiovascular  disease,  heart  disease 
and  stroke,  were  153.3  and  31.0,  re- 
spectively. Mortality  from  heart  disease 
has  been  declining  since  about  1950, 
while  stroke  mortality  has  been  drop- 
ping steadily  since  Texas  mortality  sta- 
tistics first  became  available  in  1903. 

The  female  breast  cancer  age-ad- 
justed  death  rate  was  20.3  deaths  per 

100,000  women  in  1993,  showing  a 
slight  decline  from  the  previous  year 
(21.2  in  1992). 

Infectious  disease  indicators  show- 
ing improvement  are  the  incidence  of 
measles,  tuberculosis,  and  syphilis. 
Measles  incidence  has  decreased  to  .06 
per  100,000  in  1993,  after  increasing 
dramatically  during  the  late  1980s.  Tu- 
berculosis incidence  decreased  6%  to 
13.4  cases  per  100,000  in  1993.  Tuber- 
culosis had  been  increasing  since  the 
mid-1980s,  as  a result  of  such  factors  as 
the  acquired  immunodeficiency  syn- 
drome (AIDS)  epidemic,  increases  in 
the  number  of  cases  among  foreign-born 
and  homeless  persons,  and  a general  de- 
terioration in  the  health-care  system  (8). 
For  syphilis,  the  total  population  inci- 
dence in  1993  was  14.2  per  100,000,  a 
decrease  of  nearly  23%  since  1 987. 

One  other  indicator  showing  im- 
provement is  prenatal  care.  In  1993, 
only  28%  of  Texas  mothers  failed  to 
receive  prenatal  care  during  the  first 
trimester  of  pregnancy;  this  reflects  an 
almost  15%  decrease  from  1989  and 
the  first  notable  improvement  in  more 
than  5 years.  Although  some  improve- 
ment has  been  noted  since  1989,  Texas 
is  still  well  above  the  national  Healthy 
People  2000  goal  of  no  greater  than 
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10%  for  this  indicator  (3). 

Health  status  indicators  that  do 
not  show  improvement  for  the  total 
Texas  population  include  incidence  of 
AIDS,  deaths  from  lung  cancer,  births 
to  adolescents,  and  childhood  poverty. 

For  AIDS,  the  state  rates  are  by  date 
of  diagnosis  and  are  corrected  for  de- 
lays in  reporting.  Hence,  the  numbers 
for  each  year  change  as  the  reports  are 
compiled  and  organized  by  the  appro- 
priate year.  The  numbers  are  not  stable 
until  after  several  years’  delay.  In  1993, 
the  AIDS  case  definition  changed, 
which  resulted  in  cases  being  diagnosed 
earlier  and  a temporary  increase  in  the 
number  of  cases  reported  (9). 

The  1993  incidence  of  AIDS  was 

34.0  cases  per  100,000,  up  from  31.0 
in  1992.  The  rate  for  age-adjusted 
lung  cancer  mortality  has  increased  by 
almost  20%  since  1980  (34.3  per 

100.000  population  in  1980  and  41.0 
per  population  in  1993).  In  contrast, 
the  national  mortality  rate  for  lung 
cancer  has  been  declining  slowly  for 
this  period  (10).  Adolescent  births 
comprised  6.6%  of  total  live  births  in 
1993,  a rate  that  has  been  increasing 
steadily  since  the  early  1980s. 

For  childhood  poverty,  the  propor- 
tion of  children  younger  than  18  years 
who  lived  in  families  below  the 
poverty  level  in  1990  was  24.2%  com- 
pared with  the  1980  rate  of  18.6%. 

When  the  indicator  for  childhood 
poverty  was  developed,  the  age  group 
younger  than  15  years  was  chosen  to 
depict  the  most  family-dependent  of 
children.  These  data  are  available  an- 
nually at  the  national  level  from  the 
March  Current  Population  Survey 
conducted  by  the  US  Bureau  of  Cen- 
sus. However,  at  the  state  level,  the 
only  data  available  on  childhood 
poverty  among  persons  younger  than 
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1 8 years  are  percent  o!  related  children 
aged  5 though  17  years  in  families  liv- 
ing below  the  poverty  threshold. 
These  data  are  available  decennially. 

Three  indicators  have  remained  rel- 
atively stable  for  the  total  population: 
suicide,  low  birth  weight,  and  air  qual- 
ity. In  1993,  the  age-adjusted  suicide 
rate  was  12.3  per  100,000  population. 
Suicide  mortality  has  fluctuated  gener- 
ally within  a rather  narrow  range  since 
1980.  In  1993,  the  overall  percent  of 
live-born  infants  weighing  less  than 
2500  grams  (low  birth  weight)  was 
7.2%,  up  only  slightly  from  previous 
years  (7.1%  in  1991  and  7.0%  in 
1992).  For  air  quality,  the  proportion 
of  people  living  in  counties  exceeding 
US  Environmental  Protection  Agency 
(EPA)  standards  for  air  quality  has  re- 
mained virtually  unchanged  for  the 
past  2 years.  In  1992  and  1993,  a total 
of  35.3%  of  Texans  lived  in  counties 
exceeding  the  EPA  requirements. 

Comparisons  of  the  health 

STATUS  INDICATORS  BY  RACE 

and  Hispanic  origin 

The  following  sections  discuss  the  in- 
dicators for  the  major  racial  groups 
(non-Hispanic  white  and  non-His- 
panic  black)  and  for  persons  of  His- 
panic origin.  Table  1 shows  the  most 
recent  data  by  race  and  ethnicity. 

Studies  of  the  annual  vital  statistics 
files  based  on  death  certificates  indi- 
cate that  mortality  for  Hispanics  has 
been  seriously  underestimated  (11,12). 
Underreporting  comes  from  incor- 
rectly reported  race  and  also  from  im- 
puting racial  variables  where  the  race 
code  was  left  blank  (13).  Because  of 
this  underreporting,  estimates  may  be 
higher  for  whites  and  blacks  and  lower 
for  Hispanics. 


Table  1.  Health  status  indicators  by  race  and  Hispanic  origin:  Texas,  1993. 


Non-Hispanic  WHITE 
POPULATION 

Rates  for  most  of  the  health  status  in- 
dicators for  the  white  population  are 
lower  than  those  for  the  total  popula- 
tion. The  1993  rates  among  whites  for 
infant  mortality,  homicide,  syphilis, 
tuberculosis,  lack  of  early  prenatal 
care,  births  to  adolescents,  low  birth 
weight,  and  childhood  poverty  are  the 
lowest  of  all  the  racial/ethnic  groups 
(Figs  1-4).  In  1993,  the  white  infant 
mortality  rate  was  6.2  per  1000  live 
births,  17%  lower  than  the  overall 
state  rate  of  7.5  per  1000  live  births. 
In  1993,  the  homicide  rate  for  whites 
was  6.0  per  100,000,  slightly  less  than 
half  the  total  population  rate  of  13.0 
per  100,000.  The  incidence  of  syphilis 
among  whites  in  1993  was  2.5  per 
100,000  compared  with  the  state  rate 
of  14.2  per  100,000.  In  1993,  the  tu- 
berculosis incidence  rate  for  whites 
was  7.6  per  100,000,  which  was  43% 
lower  than  the  total  population  rate  of 
13.4  per  100,000.  In  1993,  a total  of 
18.1%  of  white  mothers  did  not  re- 
ceive early  prenatal  care  compared 
with  28%  of  all  Texas  women  deliver- 
ing babies.  In  1993,  births  to  adoles- 
cents was  3.7%,  which  was  44%  lower 
than  the  total  population  rate  of 
6.6%.  The  prevalence  of  low  birth 
weight  (6.1%  in  1993)  has  remained 
stable,  ranging  from  5.7%  to  6.1% 
since  1980.  In  1990,  only  10%  of 
white  children  younger  than  18  years 
lived  in  poverty,  compared  with  the 
state  average  of  24%. 

Rates  for  two  indicators  for  the 
white  population,  suicide  and  work- 
related  injury  deaths,  exceed  those  for 
the  total  population.  Although  the 
age-adjusted  suicide  rate  decreased  for 
whites  from  16.5  per  100,000  in  1985 


Health  Status  Indicator 

dotal 

White 

Black  Hispanic 

1 Race/ethnicity-specific  infant  mortality  per  1000  live  births 

7.5 

6.2 

14.2 

6.8 

2 Total  deaths  per  100,000  population* 

544.3 

524.0 

807.1 

457.6 

3 Motor  vehicle  crash  deaths  per  100,000  population* 

17.6 

17.0 

16.9 

19.8 

4 Work-related  injury  deaths  per  100,000  population* 

2.6 

2.8 

2.6 

2.4 

5 Suicides  per  100,000  population* 

12.3 

14.4 

7.9 

8.1 

6 Homicides  per  100,000  population* 

13.0 

6.0 

40.7 

15.7 

7 Lung  cancer  deaths  per  100,000  population  * 

41.0 

44.5 

58.2 

16.8 

8 Female  breast  cancer  deaths  per  100,000  population* 

20.3 

20.4 

31.6 

13.2 

9 Cardiovascular  disease  deaths  per  100,000  population* 

187.7 

183.3 

286.8 

146.1 

Heart  disease  deaths  per  100,000  population* 

153.3 

151.7 

223.5 

117.2 

Stroke  deaths  per  100,000  population* 

31.0 

28.9 

52.6 

26.1 

10  Reported  incidence  (per  100,000  population)  of  AIDSf 

34.0 

28.7 

83.7 

24.6 

1 1 Reported  incidence  (per  100,000  population)  of  measles 

.06 

.03 

.04 

.04 

12  Reported  incidence  (per  100,000  population)  of  tuberculosis 

13.4 

7.6 

35.5 

18.5 

13  Reported  incidence  (per  100,000  population)  of  primary 
and  secondary  syphilis 

14.2 

2.5 

94.0 

5.9 

14  Prevalence  of  low  birth  weight  as  measured  by  the 
percentage  of  live  born  infants  weighing  under  2300 
grams  at  birth 

7.2 

6.1 

13.1 

6.5 

13  Births  to  adolescents  <18  years  old  as  a percentage 
of  total  live  births 

6.6 

3.7 

10.8 

ICS 

OO 

16  Prenatal  care  as  measured  by  the  percentage  of  mothers 
delivering  live  infants  who  did  not  receive  prenatal  care 
during  first  trimester  of  pregnancy 

28.0 

18.1 

34.8 

37.4 

17  Childhood  poverty  as  measured  by  proportion  of  children 
< 18  years  old  living  in  families  at  or  below  the  poverty  level 

24.2 

10.4 

39.3 

40.2 

18  Proportion  of  persons  living  in  counties  exceeding  US 
Environmental  Protection  Agency  standards  for  air  quality 

35.3 

35.2 

49.9 

34.4 

* Age-adjusted  to  the  1940  US  standard  population. 

t AIDS  indicates  acquired  immunodeficiency  syndrome  by  date  of  diagnosis.  Adjusted  for  delays 
in  reporting;  not  adjusted  for  underreporting. 

Sources: 


1-9,  14-16 
10,  13 
11 
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17 

18 


Bureau  of  Vital  Statistics,  Texas  Department  of  Health 
Division  of  HIV/STD  Epidemiology,  Texas  Department  of  Health 
Immunization  Initiative  Division,  Texas  Department  of  Health 
Tuberculosis  Elimination  Division,  Texas  Department  of  Health 
US  Bureau  of  the  Census 

National  Air  Quality  and  Emissions  Trends  Report,  Office  of  Air  and  Radiation, 
US  Environmental  Protection  Agency 
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Fig  1.  Infant  mortality  by  race  and  Hispanic  origin:  Texas,  1993. 
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Source:  Texas  Department  of  Health,  Bureau  of  Vital  Statistics,  1993. 
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Fig  2.  Age-adjusted  death  rates  for  selected  mortality  health  status  indicators  by  race  and 
Hispanic  origin:  Texas,  1993. 
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Source:  Texas  Department  of  Health,  Bureau  of  Vital  Statistics,  1993. 


to  14.4  per  100,000  in  1993,  this  rate 
is  still  the  highest  among  all  the 
racial/ethnic  groups  (Fig  2).  For  work- 
related  injury  deaths,  the  1993  white 
population  rate  of  2.8  deaths  per 

100,000  population  is  the  highest  of 
any  of  the  racial/ethnic  groups. 

NON-HlSPANIC  BLACK 
POPULATION 

The  black  population  had  lower  rates 
than  the  total  population  for  two  in- 
dicators: motor  vehicle  crash  deaths 
and  suicides  (Fig  2).  For  the  other  in- 
dicators, the  rates  for  the  black  popu- 
lation are  greater  than  those  for  the 


total  population  and  are  often  the 
highest  of  any  of  the  racial/ethnic 
groups  discussed. 

For  motor  vehicle  crash  deaths,  the 
1993  black  population  rate  of  16.9 
deaths  per  100,000  population  was 
lower  than  the  total  population  rate. 
For  suicide,  the  age-adjusted  rate  of 
7.9  deaths  per  100,000  population 
was  almost  36%  less  than  the  total 
population  rate. 

The  black  population  had  the  high- 
est age-adjusted  total  death  rate  (Fig  5). 
For  five  of  the  other  eight  mortality 
health  status  indicators  in  1993,  blacks 
also  had  the  highest  rates.  Infant  mortal- 
ity rates  were  almost  twice  as  high  for 


blacks  (14.2  per  1000  live  births  in 
1993)  as  for  the  total  population  (7.3 
per  1000  live  births)  (Fig  1).  Despite  an 
8%  decline  in  1993,  the  age- adjusted 
homicide  rate  for  blacks  (40.7  deaths 
per  100,000  population)  was  more  than 
three  times  that  for  the  total  population 
(13.0  per  100,000)  (Fig  2).  For  cardio- 
vascular disease,  the  1993  age-adjusted 
rate  lor  blacks  of  286.8  deaths  per 

100,000  was  considerably  higher  than 
the  rate  for  the  total  population  of  187.7 
per  100,000.  Lung  cancer  and  female 
breast  cancer  age-adjusted  death  rates 
for  blacks  were  more  than  40%  higher 
than  the  rates  for  the  total  population. 

Blacks  had  also  the  highest  propor- 
tion of  people  living  in  counties  ex- 
ceeding EPA  standards  for  air  quality 
of  any  racial/ethnic  group  in  1993, 
with  almost  50%  of  blacks  living  in 
counties  exceeding  the  requirements 
(Fig  6).  This  reflects  the  large  number 
of  blacks  living  in  urban  areas  in  Texas 
that  often  exceed  EPA  requirements. 

For  most  of  the  infectious  disease 
indicators,  blacks  had  the  highest  inci- 
dence rates  (Fig  3).  The  incidence  of 
AIDS  for  blacks  was  83.7  per  100,000 
population  in  1993,  almost  2 M times 
that  of  the  total  population.  The  inci- 
dence of  primary  and  secondary 
syphilis  for  blacks  in  1993  was  almost 
7 times  that  of  the  total  population, 

94.0  and  14.2  respectively.  In  1993, 
the  incidence  of  tuberculosis  among 
blacks  was  35.5  per  100,000,  almost  3 
times  that  of  the  total  population. 

Prevalence  of  low  birth  weight  and 
proportion  of  births  to  adolescents 
were  also  markedly  higher  for  blacks 
(Fig  4).  Between  1980  and  1993,  the 
prevalence  of  low  birth  weight  among 
infants  of  black  mothers  rose  from 
12.3%  to  13.1%.  The  percent  of 
births  to  black  adolescents  (10.8%  of 
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total  live  births  in  1993)  was  more 
than  50%  higher  than  that  lor  the 
total  population  (6.6%). 

Hispanic  origin  population 

For  six  of  the  health  status  indicators, 
persons  of  Hispanic  origin  had  the 
lowest  rates  ol  any  of  the  racial/ethnic 
groups.  These  include  total  deaths, 
work-related  injury  deaths,  lung  can- 
cer deaths,  female  breast  cancer 
deaths,  cardiovascular  disease  deaths, 
and  AIDS  incidence.  The  1993  age- 
adjusted  rate  for  total  deaths  was 
457.6  per  100,000  population,  16% 
lower  than  the  total  population  rate  of 
544.3.  Work-related  injury  deaths 
were  lowest  among  workers  of  His- 
panic origin  at  2.4  per  100,000  in 
1993.  The  1993  rate  for  lung  cancer 
deaths  was  16.8  per  100,000,  almost 
60%  lower  than  the  total  population 
rate  of  41.0  (Fig  2).  In  1993,  the  rate 
of  breast  cancer  deaths  among  His- 
panic women  was  13.2  per  100,000, 
more  than  a third  lower  than  the  total 
population  rate  of  20.3.  Deaths  from 
cardiovascular  disease  among  Hispan- 
ics  was  146.1  per  100,000  population 
compared  with  the  total  population 
rate  of  187.7  per  100,000.  For  AIDS 
incidence,  Hispanics  had  a 1993  rate 
of  24.6  per  100,000,  more  than  a 
quarter  lower  than  the  total  popula- 
tion rate  of  34.0  (Fig  3). 

For  three  of  the  indicators,  Hispan- 
ics had  among  the  highest  rates. 
Motor  vehicle  crash  deaths  were  high- 
est among  persons  of  Hispanic  origin 
at  19.8  deaths  per  100,000  popula- 
tion (Fig  2).  In  1993,  a total  of  37.4% 
of  Hispanic  women  did  not  receive 
early  prenatal  care  compared  with 
28%  of  all  Texas  women.  For  child- 
hood poverty,  Hispanics  rank  the 


Fi<r  3.  Incidence  of  selected  infectious  disease  health  status  indicators  by  race  and  Hispanic 
origin:  Texas,  1993. 
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Sources:  Texas  Department  of  Health,  Tuberculosis  Elimination  Division,  1993 
Texas  Department  of  Health,  Bureau  of  STD/HIV  Prevention,  1993. 


Fig  4.  Maternal,  infant,  and  child  health  status  indicators  by  race  and  Hispanic  origin:  Texas,  1993. 
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Sources:  Texas  Department  of  Health,  Bureau  of  Vital  Statistics,  1993 
For  childhood  poverty,  U.S.  Bureau  of  the  Census,  1990. 


highest  of  all  reporting  racial/ethnic 
groups,  with  40.2%  of  children 
younger  than  18  years  living  in  fami- 
lies at  or  below  the  poverty  level  in 
1990  (Fig  4).  This  proportion  is  66% 
higher  than  the  total  population  rate 
of  24.2%. 

Conclusion 

Overall,  the  health  status  for  the  total 
population  of  Texas  is  improving  as 


we  approach  the  year  2000.  Despite 
these  improvements  in  health  status, 
significant  health  disparities  exist  be- 
tween the  total  population  and  the 
racial  and  ethnic  minorities  in  Texas. 
Preventive  efforts  to  reduce  the  risk 
factors  associated  with  the  health  sta- 
tus indicators  should  be  tailored  to 
these  groups.  These  activities  are  most 
effective  when  the  affected  communi- 
ties participate  actively  in  their  devel- 
opment and  implementation. 
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Primary  amoebic  meningoencephalitis  after 
swimming  in  the  Rio  Grande 


We  report  a case  of  fatal  primary 
amoebic  meningoencephalitis  (PAM) 
with  Naegleria  fowleri  in  a 13-year- 
old  male,  and  review  the  clinical  course 
and  diagnostic  autopsy  findings.  The 
boy  developed  the  infection  after  swim- 
ming with  relatives  in  the  Rio  Grande 
and  in  a holding  tank  containing 
water  pumped  from  the  river.  The  clin- 
ical and  neuropathologic  features  of 
PAM  are  presented.  The  microscopic 
features  of  motile  unicellular  organisms 
with  pathognomonic  broad,  lobate 
pseudopodia  are  diagnostic  and,  if  rec- 
ognized before  death,  allow  for  timely 
treatment.  A public  health  investiga- 
tion into  this  case  implicated  river 
water  from  the  Rio  Grande  polluted 
with  sewage  as  the  infection  source.  Ex- 
posure to  polluted  river  water  from 
some  areas  of  the  Rio  Grande  may  rep- 
resent a risk  factor  for  infection  with 
Naegleria  fowerli,  because  the  high  lev- 
els of  coliform  bacteria  found  in  sewage 
and  the  warm,  sluggish  water  of  the 
river  are  favorable  growth  conditions 
for  the  amoebae.  Because  the  Rio 
Grande  is  an  international  border,  this 
case  illustrates  the  importance  of  inter- 
national cooperation  in  pollution  con- 
trol in  the  prevention  of  a potentially 
fatal  infectious  disease. 
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E TREATED  RECENTLY 
an  adolescent  boy  whose 
death  from  a rare  infection 
is  linked  strongly  to  polluted  Rio 
Grande  water.  Rio  Grande  pollution 
has  been  implicated,  although  not 
proved,  in  previous  reports  of  anen- 
cephaly  in  infants  born  along  the  lower 
Rio  Grande  Valley  (1).  In  this  boy, 
however,  the  link  to  Rio  Grande  pollu- 
tion is  direct.  Even  though  this  type  of 
infection  is  rare,  it  indicates  how  exten- 
sive river  pollution  leads  to  other  more 
common  public  health  problems. 

Case  report 

Clinical  presentation  and  course 
The  patient  was  a 13-year-old  His- 
panic male  who  had  been  healthy  until 
1 week  prior  to  admission  to  Santa 
Rosa  Children’s  Hospital  (SRCH)  in 
August  1994,  when  he  developed 
fever,  headache,  and  cough  but  was 
able  to  continue  his  usual  activities. 
On  the  afternoon  before  admission,  a 
parent  took  him  to  a local  hospital 
emergency  department  in  Laredo,  Tex, 
because  of  severe  headache  and  fever. 
In  the  emergency  room,  he  developed 
hallucinations  and  became  gradually 
less  responsive.  Neither  a head  com- 
puterized tomographic  (CT)  scan  nor 
spinal  fluid  could  be  obtained  because 
of  combative  behavior.  He  received  in- 
travenously phenobarbital,  dexam- 
ethosone,  lurosemide,  and  cefotaxime. 
He  was  transferred  by  helicopter  later 
that  day  to  SRCH  in  San  Antonio, 
Tex.  No  other  immediate  family  mem- 
bers had  been  ill,  although  two  cousins 
with  whom  the  patient  had  swum  be- 
came ill  also.  All  three  had  swum  in 
the  Rio  Grande  and  in  a holding  pond 
12  miles  south  of  Laredo  that  con- 
tained untreated  Rio  Grande  water. 
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When  the  patient  was  admitted  to 
SRCH,  his  blood  pressure  was  134/96 
mm  Hg;  rectal  temperature,  39.2°  C 
(102.6°  L);  pulse  rate,  116  beats  per 
minute;  weight,  30.7  kg;  and  respira- 
tions, 23  per  minute.  He  was  agitated 
and  restless.  His  pupils  were  equal  and 
reactive  and  measured  4 mm  in  diame- 
ter. Eye  movements  were  intact,  but  the 
patient  exhibited  no  visual  following 
movements.  Ocular  fundi  were  normal, 
and  the  neck  resisted  passive  flexion. 

Over  the  next  several  hours,  the  pa- 
tient became  stuporous  and  developed 
central  neurogenic  hyperventilation. 
His  pupils  became  poorly  reactive  to 
light,  and  decerebrate  posturing 
began.  He  was  intubated  and  main- 
tained on  pavulon.  Corticosteroids 
and  mannitol  were  administered  in  an 
effort  to  decrease  intracranial  pressure. 

A CT  scan  of  the  head  without  en- 
hancement was  negative.  Lumbar 
spinal  tap  was  performed  with  an 
opening  pressure  of  21.5  cm  H,0 
(normal,  5.0  to  20.0  cm  H-,0)  and 
yielded  yellow-green  opaque  cere- 
brospinal fluid  (CSF).  Microscopic  ex- 
amination ol  the  CSF  showed  4370 
leukocytes/mL  (4.37  x 10°  /L),  of 
which  90%  were  neutrophils,  4%, 
monocytes;  4%,  macrophages;  and 
2%,  lymphocytes.  The  CSF  protein 
was  3 x 10'3  kg/L  (3  g/L),  and  glucose 
was  less  than  1.11  x 10'3  mol/L  (0.2 
g/L).  Results  of  tests  using  Gram’s  stain 
and  an  India  preparation  were  negative 
for  bacteria  and  fungi,  respectively.  Re- 
sults of  counterimmunoelectrophoresis 
assays  for  bacterial  antigens  performed 
on  CSF  were  negative.  Bacterial  cul- 
tures of  CSF  showed  no  growth. 

The  patient  was  treated  initially 
with  intravenous  cefotaxime,  1000 
mg  every  8 hours,  for  presumed  bacte- 
rial meningitis.  Despite  continuing  ef- 
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Fig  1 . Unenhanced  CT  scan  showing  increased 
density  in  basal  cisterns  representing  exudate. 


forts  to  reduce  intracranial  pressure, 
his  right  pupil  became  fixed  and  di- 
lated by  the  next  morning.  A right  lat- 
eral ventriculostomy  was  performed, 
and  the  opening  pressure  exceeded 
70.0  cm  H20,  but  this  did  not  result 
in  any  sustained  decrease  in  intracra- 
nial pressure.  Repeat  CT  scan  of  the 
head  showed  cerebral  edema  with  loss 
of  the  subarachnoid  cisterns  (Figs  1 
and  2).  Cerebral  perfusion  studies 
showed  no  intracranial  perfusion. 
Brain  stem  responses  were  lost,  and 
the  patient  was  pronounced  dead  36 
hours  after  transfer.  Permission  for  a 
full  autopsy  was  obtained. 

Pathologic  findings 

Pathology  investigation 
At  autopsy,  the  brain  was  swollen  and 
hyperemic  with  a creamy,  white-yel- 
low suppurative  exudate  on  the  supe- 
rior cerebral,  insular,  basilar,  and 
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Fig  2.  Unenhanced  CT  scan  showing  exudate 
in  superior  vermian  cistern  and  velum  inter- 
positum  cistern.  The  ventricles  are  smaller 
than  on  admission  CT  scan  because  of  cerebral 
edema. 

cerebellar  surfaces,  as  well  as  on  the 
ventral  and  dorsal  surfaces  of  the  brain 
stem  (Fig  3).  Sections  of  the  formalin- 
fixed  brain  revealed  necrotic  and  hem- 
orrhagic insular  cortices  and  bilateral 
cerebellar  tonsillar  herniation. 

Microscopic  examination  revealed 
severe,  diffuse,  and  acute  panmenin- 
goencephalitis involving  the  cere- 
brum, mesencephalon,  pons,  medulla 
oblongata,  and  cerebellum  (Fig  4). 
Many  amoebic  organisms  were  pre- 
sent in  the  meninges  and  had  invaded 
into  the  deeper  brain  tissue  (Fig  5). 
Acute  panventriculitis  with  invasive 
amoebae  in  the  periventricular  white 
matter  was  present.  Extensive  micro- 
scopic hemorrhage  and  necrosis  of  the 
cerebellar  tonsils  confirmed  the  bilat- 
eral tonsillar  herniation  that  had  been 
observed  grossly. 

Results  of  postmortem  aerobic, 
anaerobic,  fungal,  mycobacterial,  and 
viral  cultures  were  negative.  Post- 
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mortem  examination  of  a wet  prepara- 
tion of  CSF  with  phase-contrast  illumi- 
nation revealed  motile  amoebae  with 
broad  rounded  lobate  pseudopodia 
consistent  with  Naegleria  species.  The 
amoebae  were  cultured  successfully  on 
a lawn  of  Escherichia  coli  plated  on  nu- 
trient agar. 

The  cause  of  death  was  primary 
amoebic  meningoencephalitis  (PAM). 

Pathology  discussion 
A rare  acute  fulminant  infection  of  the 
meninges  and  brain,  PAM  is  caused  by 
organisms  of  the  Naegleria  genus,  most 
commonly  Naegleria  fowleri  (2,3).  This 
highly  uncommon  infection  is  believed 
to  occur  when  Naegleria  organisms 
from  fresh,  brackish,  or  improperly 
chlorinated  (4)  water  invade  the  central 
nervous  system.  Such  an  invasion  may 
occur  through  the  cribriform  plate  or 
via  the  olfactory  nerves  following  intro- 
duction of  the  organisms  into  the  nasal 
cavity  and  sinuses  after  the  patient  has 
been  swimming  in  or  diving  into  in- 
fected water.  The  disease  has  been  re- 
ported in  both  pediatric  and  adult 
patients  who  complain  typically  of  a 
vague  upper  respiratory  tract  infection 
with  low-grade  fever  for  about  a week. 
The  patient’s  condition  is  characterized 
usually  by  a fulminant  worsening  with 
a rapid  onset  of  headache,  disorienta- 
tion, hallucinations,  convulsions,  and, 
finally,  coma.  Death  ensues  generally 
within  24  to  72  hours. 

Premortem  examination  of  CSF 
shows  usually  a neutrophilic  cell  pleo- 
cytosis, but  most  often  no  organisms 
are  reported  with  Gram’s  and  fungal 
stains.  At  autopsy,  a suppurative 
meningoencephalitis,  most  commonly 
affecting  the  basilar  aspects  of  the  brain, 
is  seen.  The  amoebae,  which  average  8 
to  15  microns  (8-15  x 10'6m)  in  diam- 


eter  in  tissue  sections,  can  be  identified 
usually  by  the  formalin-induced  cyto- 
plasmic shrinkage  artifact  and  their 
round  nuclei  with  a single  nucleolus. 
Pathologic  changes  caused  by  increased 
intracranial  pressure,  such  as  cerebellar 
tonsillar  herniation,  are  common. 

Premortem  identification  of  Naegle- 
ria amoebae  is  hindered  by  their  mor- 
phologic similarity  to  central  nervous 
system  macrophages.  Careful  examina- 
tion of  Wright-stained  CSF  specimens 
may  show  mononuclear  cells  measur- 
ing 10  to  35  microns  (10-35  x 10"6  m) 
in  diameter  with  multiple,  variably 
sized  cytoplasmic  vacuoles  compressing 
and  distorting  the  central  nucleus  (Fig 
6).  Phagocytosed  material,  especially 
erythrocytes,  is  highly  suggestive  of  the 
diagnosis.  Definitive  identification 
with  separation  from  other  free-living 
soil  amoebae,  such  as  Acanthamoeba,  is 
achieved  by  direct  examination  of  a wet 
preparation,  usually  with  phase-con- 
trast illumination.  This  demonstrates 
the  characteristic  broad,  rounded  lo- 
bate  pseudopodia  of  Naegleria , which 
are  distinguishable  from  the  sharp 
pseudopodia  of  Acanthamoeba.  Rare 
cases  of  successful  treatment  of  Naegle- 
ria meningoencephalitis  with  early  di- 
agnosis and  prompt  administration  of 
amphotericin  B,  miconazole,  and  ri- 
fampin have  been  reported  (5-7). 

Public  health  background 

Public  health  investigation 
I he  City  of  Laredo  Health  Depart- 
ment has  found  that  the  Rio  Grande, 
from  an  area  adjacent  to  the  Laredo 
Community  College  south  as  far  as  the 
town  of  El  Cenizo,  and  probably  to  the 
Webb  County  line,  is  highly  contami- 
nated with  fecal  waste  and  industrial 
chemicals  (8).  Determination  of  fecal 


Fig  3.  Basal  aspect  of  gross  brain  showing  sup- 
purative exudate  on  cerebellar  tonsils. 


Fig  5-  Cerebral  cortex  with  amoebic  microab- 
scess. The  arrows  point  to  Naegleria  organisms 
(hematoxylin-eosin,  x 1000). 


Fig  4.  Cerebral  cortex  and  meninges  showing 
severe  acute  inflammation  and  vascular  throm- 
boses (hematoxylin-eosin,  x 200). 


Fig  6.  Cytospin  preparation  of  cerebrospinal 
fluid  showing  Naegleria  amoeba  (arrow)  with  a 
central  nucleus  compressed  by  cytoplasmic 
vacuoles.  The  surrounding  cells  are  neutrophils 
and  eosinophils  (Wright  stain,  x 1000). 
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Fig  7.  One-year  average  total  coliform  counts  at  selected  Rio  Grande  sites  in  the  Laredo  area  il- 
lustrate markedly  elevated  bacterial  counts  from  the  Laredo  Community  College  area  and  down- 
stream. 


Laredo/  River  Oaks  City  of  La  Azteca  Rio  Bravo  El  Cenizo 
Colombia  Laredo 

Bridge  Markley  Lane 


Source:  Monthly  testing  by  the  City  of  Laredo  Health  Department 


contamination  is  based  on  the  total  co- 
liform count  or  concentration  of  col- 
iform bacteria  in  the  tested  water.  Fig  7 
displays  a 1-year  average  total  coliform 
count  at  selected  sites  along  the  Rio 
Grande  in  the  Laredo  area. 

The  Laredo  Health  Department  de- 
termined that  this  patient  and  a group 
of  other  adolescents  swam  routinely  in 
the  Rio  Grande,  as  well  as  in  an  adja- 
cent holding  pond  (9).  The  holding 
pond  contains  water  that  is  pumped  di- 
rectly from  the  Rio  Grande  without 
treatment.  Sediment  is  allowed  to  settle 
for  several  days  before  the  water  is 
treated  and  distributed.  The  fence  sur- 
rounding this  pond  had  been  cut;  ado- 
lescents often  swim  in  this  pond  as  well 
as  at  the  pump  site,  which  is  along  the 
bank  of  the  Rio  Grande. 

The  patients  two  male  cousins 
were  interviewed  after  they  became  ill 
following  swimming  in  the  Rio 


Grande.  The  elder,  a 17  year  old,  was 
hospitalized  with  severe  headache  and 
fever.  Diagnostic  studies  were  incon- 
clusive, and  CSF  was  not  sampled.  He 
was  discharged  without  subsequent 
problems.  The  younger,  a 14  year  old, 
also  complained  of  headache  and  fever 
after  swimming  in  the  Rio  Grande.  No 
medical  attention  was  sought,  and  he 
recovered  without  apparent  sequelae. 

Water  samples  were  obtained  from 
the  Rio  Grande,  from  the  settling 
pond,  and  from  a municipal  swimming 
pool  where  the  patient  had  swum.  The 
Texas  Department  of  Health  identified 
Naegleria  in  water  samples  from  the 
Rio  Grande  and  the  holding  pond.  Re- 
sults of  tests  for  amoebae  in  the  munic- 
ipal pool  were  negative. 

Public  health  discussion 
N fowleri  are  common  free-living 
amoebae  found  in  fresh  water  and  soil 


habitats.  They  are  especially  fond  of 
warm,  stagnant,  or  slow-moving 
water.  A major  food  source  for  Naegle- 
ria is  coliform  bacteria  (10),  which  are 
commonly  present  in  large  numbers 
in  water  contaminated  by  raw  or  in- 
adequately treated  sewage.  In  numer- 
ous examinations  of  sewage  effluents, 
free-living  amoebae  have  been  found 
to  be  the  largest  single  group  of  non- 
pigmented  microfauna  (11). 

The  approximately  24  million  gal- 
lons of  sewage  that  flows  into  the  Rio 
Grande  from  Nuevo  Laredo  daily  is 
currently  not  being  treated.  A sewage 
treatment  facility  in  Nuevo  Laredo  is 
under  construction  but  not  yet  fully 
operative.  When  completed,  it  may 
serve  only  about  70%  of  the  current 
population  of  Nuevo  Laredo  (8). 

Central  nervous  system  infection 
with  N fowerli  is  rare.  During  1991, 
fatal  primary  amoebic  meningoen- 
cephalitis was  reported  in  four  patients 
in  the  United  States  (12).  Although 
this  infection  is  most  associated  com- 
monly with  stagnant,  slow-moving,  or 
brackish  water,  documented  infections 
have  occurred  following  contact  with 
domestic  water  supplies  (13)  and  chlo- 
rinated swimming  pools  (14).  N fow- 
leri cysts  have  even  been  isolated  from 
the  nasal  passageways  of  humans  dur- 
ing African  dust  storms  (13). 

The  case  reported  here  is  unique  in 
that  it  illustrates  a fatal  Naegleria  infec- 
tion and  two  possible  nonfatal  infec- 
tions that  arose  under  environmental 
conditions  highly  propitious  to  heavy 
infestation  of  river  water:  abundant 
food  source  and  warm  temperatures. 
Although  the  significance  of  inoculum 
concentration  in  PAM  is  unknown,  it 
is  plausible  that  heavy  exposure  to 
amoebae  would  significantly  increase 
the  risk  or  severity  of  clinical  infection. 
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Summary 

We  report  a case  of  fatal  primary  amoe- 
bic meningoencephalitis  with  N fowerli 
in  a 13-year-old  Hispanic  male.  The 
public  health  investigation  implicates 
water  from  the  Rio  Grande  and  an  ad- 
jacent holding  tank  in  the  Laredo  area 
as  the  sources  of  the  infection.  Further- 
more, because  the  Rio  Grande  in  this 
area  is  highly  contaminated  with  fecal 
wastes,  it  provides  an  environment 
highly  conducive  to  heavy  amoebic  in- 
festation with  abundant  coliform  bac- 
teria and  warm  temperatures,  especially 
in  summer.  Thus,  the  risk  of  Naegleria 
infection  following  patient  contact 
with  this  water  is  increased. 

Physicians  and  health-care  workers 
should  maintain  a high  index  of  suspi- 
cion for  amoebic  infections.  T his  case 
illustrates  that  timely  communication 
between  clinicians  and  laboratory  per- 
sonnel to  request  diagnostic  tests  for 
identification  of  amoebic  species  can 
lead  to  speedy  initiation  of  treatment 
of  this  usually  fatal  infection.  The  di- 
agnostic test  of  a wet-preparation  ex- 
amination to  identify  the  characteristic 
broad  lobate  pseudopodia  of  Naegleria 
should  be  requested  specifically. 

Finally,  this  case  illustrates  that  ef- 
forts to  improve  the  quality  of  Rio 
Grande  water  are  necessary  to  reduce 
the  number  of  Naegleria  infections  in 
Texas  and  to  prevent  future  deaths. 
The  recent  establishment  of  the 
United  States-Mexico  Border  Health 
Commission  is  a positive  first  step  to- 
wards this  goal.  Completion  of  the 
Nuevo  Laredo  sewage  treatment  facil- 
ity should  be  a priority. 
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The  health  status  of  immigrants  in 
Texas  bears  directly  on  their  ability  to 
gain  access  to  health  and  medical  care. 
The  Latino/Mexican  and  Asian  popu- 
lations in  Texas  are  growing  rapidly. 
Demographics  for  these  populations  and 
their  subgroups  show  how  organiza- 
tional and  financial  barriers  prevent 
them  from  obtaining  needed  medical 
services. 


Send  reprint  requests  to  Dr  Hargraves,  assis- 
tant professor,  Department  of  Obstetrics  and 
Gynecology,  The  University  of  Texas  Medical 
Branch  at  Galveston,  301  University  Blvd, 
Galveston,  TX  77555-0387. 
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IMMIGRATION  IN  TEXAS  IS 
understood  best  when  viewed  in 
the  context  of  laws  governing  who 
can  enter  the  United  States  and  under 
what  circumstances.  The  types  and 
categories  of  immigration  affect  Texas’ 
tax-paying  citizens  and  medical  care 
practitioners  in  the  provision  of  health 
and  medical  care.  Categories  of  immi- 
grants are  defined  as  follows: 

• Legal  immigrants  (known  as  “lawful 
permanent  residents”  or  “perma- 
nent resident  aliens”)  are  persons 
permitted  permanently  to  stay  in 
the  country.  Lawful  permanent  res- 
idents are  usually  admitted  into  the 
United  States  because  they  have 
valuable  job  skills  or  family  ties  in 
the  country.  These  residents  are  el- 
igible to  apply  for  all  federal  assis- 
tance programs. 

• Refugees  enter  this  country  under  the 
rubric  of  humanitarian  immigra- 
tion. They  are  persons  outside  their 
birth  country  but  not  yet  in  the 
United  States  who  have  well- 
founded  fears  of  persecution  because 
of  their  race,  religion,  nationality, 
political  opinion,  or  membership  in 
a social  group.  Refugees  are  eligible 
to  work  in  the  United  States  upon 
entry  and  convert  to  permanent  res- 
ident status  after  f year.  They  may 
apply  for  any  federal  assistance  pro- 
gram and  qualify  for  refugee-specific 
federal  income  assistance  and  med- 
ical programs. 

• Asylees  include  refugees  who  live  in 
the  United  States  at  the  time  they 
apply  for  refugee  protection.  They 
are  eligible  for  the  same  benefits  as 
refugees;  however,  only  1 0,000 
may  become  lawful  permanent  res- 
idents each  year. 

• Parolees  are  persons  who  would  not 
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normally  be  admissible  but  are  al- 
lowed to  enter  temporarily  for  hu- 
manitarian, medical,  and/or  legal 
reasons.  Unlike  refugees,  parolees  are 
neither  eligible  for  special  federal 
benefits  nor  on  a predetermined  path 
to  permanent  resident  status  (1). 

• Legalized  aliens  (known  as  “amnesty 
aliens”  or  “pre-82s”)  are  former 
unauthorized  or  illegal  aliens  who 
were  given  legal  status  under  the 
Immigration  Reform  and  Control 
Act  of  1986.  These  aliens  were  re- 
quired to  prove  that  they  had 
resided  in  the  United  States  since 
1 982  or  that  they  were  qualifying 
special  agricultural  workers.  They 
were  awarded  a one-time  opportu- 
nity to  become  lawful  permanent 
residents  and  were  barred  from  all 
federally  assisted  programs  for  5 
years  from  the  date  they  became  le- 
galized, but  they  were  permitted  to 
work  immediately. 

• Unauthorized  immigrants  (known 
as  illegal  aliens)  are  persons  living 
in  the  United  States  without  gov- 
ernmental permission.  These  peo- 
ple have  either  crossed  the  border 
illegally  or  overstayed  the  time  per- 
mitted on  their  immigration  docu- 
ments (1). 

The  first  four  categories  of  immi- 
grants comprised  approximately  9%  of 
the  US  population  of  258  million  in 
1993  and  9%  of  Texas’  18  million  pop- 
ulation for  the  same  period  (2,3).  The 
implication  for  medicine  is  that  all  of 
these  groups  of  immigrants  qualify  for 
medical  care  under  various  federal  pro- 
grams: Medicaid;  food  stamps;  Women, 
Infants,  and  Children;  school  lunch  and 
breakfast;  education;  Title  IV  federal 
loans;  and  job  training  as  well  as  most 
cash  assistance  programs  and  federal 


Table  1.  Eligibility  of  aliens  for  federal  programs. 


Program 

Lawful  Permanent 
Resident 

Family  Unity 

Refugee/ 

Asylee 

Parolee, 

Cuban/Haitian 

Entrant 

Undocumented 

Cash 

AFDC 

Yes 

Same  as  amnesty  alien 

Yes 

Yes 

No 

SSI 

Yes 

Yes 

Yes 

Yes 

No 

Unemployment 

insurance 

Yes 

Yes 

Yes 

Yes 

No 

Refugee 

assistance 

Medical  Care 

Yes,  if  Amerasian, 
former  refugee,  or  asylee 

No 

Yes 

Yes,  if  paroled  as  refugee 
or  asylee,  or  if  national 
of  Cuba  or  Haiti 

No,  unless  national  of 
Cuba  or  Haiti 

Medicaid 

Yes 

Same  as  amnesty  alien 

Yes 

Yes 

Emergency  services 

Food  stamps 

Yes 

Yes 

Yes 

Yes 

No 

WIC 

Yes 

Yes 

Yes 

Yes 

Yes 

School  lunch 
and  breakfast 

Yes 

Yes 

Yes 

Yes 

Yes 

Education 

Headstart  K-12 

Yes 

Yes 

Yes 

Yes 

Yes 

Title  IV  federal 
loans 

Yes 

Yes 

Yes 

Yes 

No 

JTPA 

Yes 

Yes  (if  work-authorized) 

Yes 

Yes 

No 

Housing 

Federal  housing 

Yes 

Yes 

Yes 

Yes 

Yes 

AFDC  = Aid  to  Families  with  Dependent  Children 
WIC  = Women,  Infants,  and  Children 

Amended  table  prepared  by  the  National  Immigration  Law  Center,  9/93. 
From  Reference  1 , p 7. 


SSI  = Supplemental  Security  Income 
(TPA  = Job  Training  Partnership  Act 


housing  (Table  1).  These  entitlements 
do  not,  however,  ensure  that  medical 
care  is  delivered  in  a comprehensive  and 
accessible  manner.  For  these  immi- 
grants, health  care  can  be  elusive. 

Little  information  is  available  on  the 
numbers  of  amnesty  aliens.  However, 
data  for  1991  show  that  1,123,162 
aliens  were  granted  lawful  permanent 
residency,  a marked  increase  in  this  cat- 
egory of  entry  since  1980  (1). 

The  last  category,  unauthorized 
immigrants,  is  estimated  to  be  present 


in  high  proportions  in  the  United 
States.  The  largest  group  encompasses 
persons  of  Hispanic/Latino  origins, 
including  Mexican,  Puerto  Rican, 
Cuban,  Central  and  South  American, 
and  other  Hispanic.  Estimates  of  the 
size  of  the  undocumented  population 
varies.  During  the  1980  Census,  2.5 
to  3.5  million  Hispanic/Latino  illegal 
aliens  were  estimated  to  be  residing  in 
this  country.  In  fiscal  1990,  reports  in- 
dicated 1 million  illegal  border  cross- 
ings (4).  The  undocumented  and 
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illegal  alien  population  in  Texas  for 
1992  was  estimated  between  357,000 
and  500,000,  with  a projected  annual 
average  growth  of  299,000  between 
1988  and  1992  (5). 

Immigrant  population  in 
T EXAS 

Documentation  of  Texas’  immigrant 
population  differs  with  data  collection 
methods,  racial  and  ethnic  identifiers, 
and  number  of  undocumented  aliens. 
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Table  2.  Texas  largest  immigrant  representation  by  metropolitan  areas,  1990. 

Percent  of  Total 

Total  Population  Metropolitan  Population 
Metropolitan  Area*  (1000)  Hispanic  Asian 


Data  from  the  1990  census,  however, 
using  the  Current  Population  Survey, 
estimate  that  for  1993  the  immigrant 
population  in  Texas  can  be  divided  into 
two  rapidly  growing  groups:  Latino/ 
Mexicans  (60%)  and  Asians  (3%)  (6). 
The  total  number  of  foreign-born  indi- 
viduals in  Texas  comprises  9%  of  her 
population  and  includes  persons  from 
Vietnam,  El  Salvador,  Germany,  India, 
and  Mexico  (3).  The  Mexican  subgroup 
is  the  largest  and  fastest  growing  (7),  ac- 
counting for  26%  of  Texas’  18  million 
population.  Separating  native  Texas 
Mexicans  from  the  state’s  immigrants 
and  illegal  or  amnesty  aliens  proves  dif- 
ficult because  the  groups  are  so  inter- 
twined by  culture  and  origin,  with  little 
differentiation  made  by  state  and  na- 
tional methods  of  data  collection. 
Therefore,  this  paper  will  consider  the 
population  as  a whole,  with  specifics  for 
immigrants  and  undocumented  popu- 
lations as  data  were  available. 

The  Asian  immigrant  group  en- 
tered this  country  primarily  through 
the  lawful  permanent  resident  and 
refugee  programs.  A growing  Asian 
population,  which  makes  up  3%  of 
the  US  population  also  constitutes 
2%  to  3%  of  the  Texas  population  (2). 

The  Latino/Mexican  and  Asian 
groups  enrich  the  diversity  within 
Texas.  With  that  diversity  in  member- 
ship and  culture,  however,  comes  a 
growing  need  to  understand  the 
health  status  and  health-care  needs  of 
a valuable  resource. 

Hispanic/Latino 

The  term  “Hispanic”  is  an  official  des- 
ignation of  a group  of  persons  with  dif- 
ferent national  origins:  Mexico,  Puerto 
Rico,  Guatemala,  the  Dominican  Re- 
public, Ecuador,  Cuba,  Nicaragua,  and 


Dallas-Fort  Worth  (CMSA)  4,037 

Houston-Galveston-Brazoria  (CMSA)  3,731 
San  Antonio  (MSA)  1,325 

Austin-San  Marcos  (MSA)  846 

El  Paso  (MSA)  592 


many  more.  This  grouping  does  not, 
however,  reflect  variations  in  educa- 
tion, standards  of  living,  and  health 
status.  The  Hispanic  designation  fails 
also  to  identify  the  differences  in  cul- 
ture, geography,  history,  and  perspec- 
tive that  these  groups  acquire  as  they 
work  to  become  other  than  “newcom- 
ers” to  America.  Therefore,  the  term 
“Latino”  will  be  used  in  this  article  to 
validate  the  perspectives  of  researchers 
who  represent  historically  and  geopo- 
litically  the  groups  that  subsume  the 
designation  Hispanic  and  to  validate 
the  choice  made  by  those  represented 
in  the  official  designation  (8). 

Geographic  location  and 

GROWTH  PATTERNS 

In  1990,  the  largest  Hispanic/Latino 
populations  were  located  in  California 
(7.7  million),  Texas  (4.3  million), 
New  York  (2.2  million),  and  Florida 
(1.6  million).  States  with  the  largest 
concentrations  were  New  Mexico 
(38.2%),  California  (25.8%),  and 
Texas  (25.5%)  (7).  Hispanic  Latinos 
represented  a median  age  of  26.2  years 
in  1991,  Mexicans,  as  a subgroup, 
were  younger  (24.3  years)  and  more 
mobile,  had  larger  families,  and 


13.0 

2.4 

20.7 

3.5 

47.4 

1.2 

20.9 

2.2 

69.6 

1.1 

tended  to  marry  earlier  than  most 
Americans  and  Texans  (8,9). 

Latinos  are  more  likely  than  non- 
Latinos  (92%  vs  73%)  to  live  in  and 
around  the  major  metropolitan  cities 
(9).  In  Texas,  approximately  2.4  mil- 
lion Hispanic/Latinos  (approximately 
90%  of  whom  are  Mexican)  reside  in 
13  metropolitan  statistical  areas  (Table 
2).  In  the  United  States-Mexico  border 
region,  an  additional  1 .6  million  live  in 
the  Texas  portion,  which  covers  15 
counties  and  extends  868  miles  be- 
tween El  Paso  and  Brownsville  (9,10); 
a larger  Mexican  population,  2.1  mil- 
lion, resides  in  the  northern  areas  of  the 
four  Mexican  border  states:  Chi- 
huahua, Coahuila,  Nuevo  Leon,  and 
Tamaulipas.  This  population  is  increas- 
ing at  a rate  of  2.2%  per  year  on  both 
sides  of  the  Rio  Grande  as  more  than 
100  million  people  cross  between  Texas 
and  Mexico  to  work  and  to  socialize, 
linking  the  cultures  and  economies  of 
this  flourishing  area  (11). 

The  Latino  growth  rate  of  3%  per 
year  exceeds  the  1%  increase  over  the 
growth  rate  of  the  United  States  dur- 
ing the  baby  boom  of  the  1940s  and 
1950s.  If  projections  are  accurate,  the 
Latino  population  will  reach  25  mil- 
lion by  the  year  2000  (8),  making  this 


* Consolidated  Metropolitan  Statistical  Areas  (CMSAs)  and  Metropolital  Statistical  Areas  (MSAs). 
From  Reference  2,  p 43. 
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Table  3.  Educational  attainment  of  persons  25  years  and  older  for  Texans  vs  Hispanic  Texans. 


Educational  Attainment 

Non-Hispanic  (%) 

Hispanic  (%) 

Less  than  9th  grade 

13.5 

37.9 

9th  to  12th  grade 

14.5 

17.5 

High  school  graduate 

25.6 

20.6 

Some  college,  no  degree 

21.1 

13.1 

Associate  degree 

5.2 

3.6 

Bachelor’s  degree 

13.9 

5.0 

Graduate  or  professional 

6.5 

2.3 

Data  Source:  1990  US  Census  Summary  Tape  File  3A,  US  Department  of  Commerce. 
Developed  by  UT  System  Texas-Mexican  Border  Health  Coordination  Office. 


the  largest  ethnic/racial  group  in  the 
United  States  (12). 

The  true  fertility  rate  among  Lati- 
nos is  difficult  to  calculate  because  of 
the  lag  in  methods  of  data  collection 
and  because  of  the  number  of  undoc- 
umented workers  who  return  to  their 
native  countries  to  deliver  or  who  de- 
liver in  their  homes  or  in  birthing  cen- 
ters in  the  United  States.  However, 
national  data  report  the  estimated  fer- 
tility rate  for  Latino  women  aged  15 
to  44  years  at  93.2  births  per  1000 
women  in  1990,  significantly  higher 
than  the  64.4  births  per  1000  for  non- 
Latino  women.  These  rates  show  that 
Latino  women  account  for  12.5%  of 
all  US  births  in  1990  (13). 

In  Texas,  1993  data  showed  the 
general  fertility  rate  was  75.6  per  1000 
women  aged  1 5 to  44,  while  the  Mex- 
ican rate  was  110.2  births  per  1000 
women  (14).  These  data  validate  the 
projected  increases  both  of  Latinos  in 
general  and  Mexicans  as  a subgroup 
within  the  United  States  as  well  as  in 
Texas. 

Educational  attainment 

Educational  attainment  among  Texas 
Latinos  mirrors  that  of  the  United 


States  as  a whole.  Data  show  that  in 
1991  slightly  more  than  half  of  His- 
panic persons  25  years  and  older  had 
completed  4 years  of  high  school, 
more  than  a fifth  had  completed  at 
least  1 year  of  college,  and  almost  a 
tenth  had  completed  at  least  4 years  of 
college.  By  1 993,  the  Mexican  sub- 
group in  the  United  States  had  com- 
pleted 4 years  of  high  school  or  more 
at  the  rate  of  46.2%,  up  from  43.6% 
in  1991.  Among  Mexicans  who  com- 
pleted 4 or  more  years  of  college  in 
1993,  the  5.9%  rate  reflected  a down- 
ward plunge  from  the  1991  rate  of 
6.2%  (2).  On  the  average,  more  fe- 
males complete  4 or  more  years  of 
high  school,  while  slightly  more  males 
complete  4 or  more  years  of  college. 

While  the  above  figures  approxi- 
mate closely  those  of  Hispanic/Mexi- 
cans in  Texas,  issues  in  educational 
attainment  among  Latinos  in  Texas  are 
not  shared  by  the  nation  as  a whole.  Ac- 
cording to  the  work  of  the  Border 
Health  Coordination  Office  at  The 
University  ofTexas-Pan  American,  the 
proportion  of  Latinos  in  Texas  with  less 
than  a ninth  grade  education  was  38%; 
this  figure  for  the  border  counties  was 
44%.  Furthermore,  those  who  com- 
pleted 4 or  more  years  of  college  repre- 


sented 7.3%  in  Texas  as  a whole  as  well 
as  in  the  border  counties  (Table  3)  (10). 

Texas  Latinos  are  to  a considerable 
extent  less  educated  and,  therefore,  less 
skilled  in  an  era  when  the  need  for 
skilled  labor  and  technological  advance- 
ment demands  the  best  educated  of  the 
populace.  This  deficiency  provides  Tex- 
ans with  the  opportunity  to  consider 
creative  ways  in  which  to  educate  and  to 
train  a young  population  to  meet  the 
coming  demands  of  the  state  and  to  be- 
come full  participants  in  its  growth,  re- 
sponsibility, and  advancement. 

Because  education  affects  income, 
educational  attainment  is  a crucial 
factor  in  the  economic  mobility  and 
health  status  of  Mexican/Latinos  in 
Texas.  The  large  percentage  of  under- 
educated  limits  employment  opportu- 
nities for  most  Latinos  throughout  the 
United  States  as  the  increasing  educa- 
tional requirements  of  the  labor  mar- 
ket reduce  access  (8). 

Work  force  participation 

Latinos  have  a strong  work  ethic  and 
participate  in  the  labor  force  at  high 
proportional  levels,  although  their  so- 
cioeconomic status  has  not  improved 
(15).  Compared  with  51%  of  non- 
Latino  men,  74%  of  all  Latino  men 
work  in  service,  production,  and  la- 
borer occupations.  Of  the  Latino 
women  who  are  in  the  labor  force, 
40%  hold  clerical  or  administrative  po- 
sitions, 26%  are  in  service  industries, 
and  14%  work  as  assemblers  and  ma- 
chine operators  in  factories  (7-9).  In 
Texas,  the  job  distributions  appear  to 
follow  the  national  data.  In  1990,  the 
per  capita  income  of  Latino/Mexicans 
in  Texas  was  $6,633  in  contrast  to  the 
state  figure  of  $12,904.  Per  capita  in- 
come provides  a marker  for  the  size  of 
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Table  4.  Demographics  of  Texas  border  counties.* 


County 

1980-1990 
Land  Area  Population 
(sq  mi)  Growth,  % 

1990 

Population 

Median  Age 

Per  Capita  Income, 
in  dollars  % 

in  Poverty 

% Under  18 
in  Poverty 

M igrant/ Seasonal 
Population! 

Brewster 

6,193 

15 

8,681 

32.4 

10,730 

27.6 

31.4 

256 

Cameron 

906 

24 

260,120 

27.4 

7,125 

39.7 

50.7 

48,058 

El  Paso 

1,013 

23 

591,610 

27.9 

9,150 

26.8 

36.1 

4,147 

Hidalgo 

1,569 

35 

383,545 

26.1 

6,630 

41.9 

52.7 

203,204 

Hudspeth 

4,751 

7 

2,915 

29.7 

7,994 

38.9 

55.1 

614 

Jeff  Davis 

2,265 

18 

1,946 

38.6 

9,975 

19.7 

24.8 

0 

Kinney 

1,364 

37 

3,119 

39.8 

7,931 

28.6 

40.8 

518 

Maverick 

1,280 

16 

36,378 

25.6 

5,184 

50.4 

58.3 

21,542 

Presidio 

2,236 

28 

6,637 

31.5 

6,347 

48.1 

58.7 

2,343 

Starr 

1,223 

49 

40,518 

23.9 

4,152 

60.0 

68.0 

31,077 

Terrell 

2,358 

-12 

1,410 

36.2 

10,146 

27.4 

38.5 

65 

Val  Verde 

3,171 

8 

38,721 

27.8 

7,904 

36.4 

47.0 

11,294 

Webb 

3,357 

34 

133,239 

25.5 

6,771 

38.2 

47.3 

12,236 

Willacy 

597 

1 

17,705 

27.5 

6,074 

44.5 

57.5 

7,512 

Zapata 

997 

40 

9,279 

29.0 

6,541 

41.0 

52.6 

1,468 

Total 

33,280 

27 

1,535,823 

27.1 

6,633 

35.8 

46.3 

344,334 

State  of  Texas 

262,071 

19 

16,986,510 

30.8 

12,904 

18.1 

24.3 

500,138 

* Population  and  other  figures  shown  use  1990  Census  data.  These  figures  have  been  substantiated  as  having  significant  undercounts  for  this  area 
and  the  state  as  a whole. 

t Estimate  of  workers  with  dependents.  From  Reference  1 1 , p 2. 
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the  disparity  in  income  for  this  group 
when  compared  with  the  general  pop- 
ulation in  Texas  (10). 

Poverty  levels 

Latino  families  are  more  likely  to  live  in 
poverty  than  are  most  other  families  in 
the  United  States.  The  1 992  poverty  fig- 
ures reveal  that  26%  of  Latino  families 
fell  below  the  poverty  level,  compared 
with  8.9%  for  white  families  (2).  Latino 
children  (under  18  years  old)  living  in 
poverty  account  for  39.9%  of  all  chil- 
dren living  below  poverty  levels,  com- 
pared with  16.9%  for  white  children  (2). 

Per  capita  income  among  Texas 
Latinos  reflects  the  continuing  trend 
in  poverty  seen  nationally  in  this 
group.  The  statewide  poverty  rate  of 


18%  differs  markedly  from  the  rate  of 
35.8%  among  Mexicans  in  the  border 
counties  (10).  Data  for  the  overall 
Texas  Latino  population  living  in 
metropolitan  areas  are  not  available. 
The  above  data,  however,  provide  a 
context  from  which  to  conclude  that 
the  Mexican  population  in  Texas  rep- 
resents a considerable  number  of  per- 
sons living  below  poverty  levels. 

Texas-Mexico  BORDER 

The  15  counties  that  make  up  the 
Texas-Mexico  border  include  a cluster 
of  counties  that  are  distinct  from  other 
counties  in  Texas  and  that,  in  1990, 
composed  9%  of  Texas’  population 
(Table  4).  These  1.5  million  residents 
have  the  following  characteristics: 


• Overwhelmingly  Mexican  represen- 
tation (79%  versus  25%  statewide); 

• High  average  number  of  persons 
per  household  (3.5  per  household 
versus  2.73  statewide); 

• Poverty  rates  exceeding  statewide 
rates; 

• Small  tax  bases  available  to  provide 
local  services  and  address  problems 
($36.2  billion  total  in  1990,  with 
agricultural  loss  of  11%  producing 
an  actual  base  of  $32.1  billion  and 
35%  of  the  total  in  El  Paso  County); 

• Adult  educational  attainment 
below  state  norms  (46%  lack  high 
school  diploma);  and 

• Higher  than  average  unemploy- 
ment rates  (exceeding  10%)  (16). 

Two  distinct  but  overlapping  popu- 
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Table  5.  Conditions  for  which  Mexicans  in  the  United  States  need  support  and  medical  care. 

Infectious  Diseases 
Intestinal  parasites 
Immunizations 
Tuberculosis 

Human  immunodeficiency  virus/acquired  immunodeficiency  syndrome 
Sexually  transmitted  diseases  (especially  Chlamydia  trichomatous) 

Hepatitis  (both  non-A  and  non-B) 

Salmonella 

Chronic  Diseases 
Cancer 

Diabetes  (type  II) 

Gallbladder  disease 
Renal  disease 

Nutritional  Status 
Iron  deficiency 
Obesity 

Other  Deficiencies 

Vision  (inadequate  usual  monocular  distance  vision  more  prevalent  among  children 
living  in  poverty) 

Dental 


lations  of  Mexicans  living  in  the  border 
counties  share  the  above  characteristics 
of  this  region.  These  populations  are 
known  as  “Migrant/seasonal  workers” 
and  persons  living  in  the  colonias  areas. 

Migrant/seasonal  workers,  exclud- 
ing their  dependents,  make  up 
193,000  (13%)  of  the  population  liv- 
ing in  the  Lower  Rio  Grande  Valley 
(16).  These  workers  plus  their  depen- 
dents represent  approximately  84%  of 
the  four-county  population  in  the  Val- 
ley, with  59%  of  them  living  in  Hi- 
dalgo County.  However,  according  to 
studies  from  the  National  Migrant 
Health  Resource  Program,  Texas  is  the 
home  base  for  as  many  as  85%  of  the 
estimated  3 to  5 million  migrant  and 
seasonal  farm  workers  and  their  fami- 
lies in  the  United  States  (16).  The 
quality  of  life  for  this  group  compared 
with  nationwide  conditions  has  not 


been  studied  since  the  late  1 980s. 
These  workers  are  known  to  suffer  ex- 
cessively from  unhealthy  conditions, 
exposures,  and  chronic  illnesses,  with 
few  resources  from  which  to  draw  for 
continuity  of  health  and  social  services 
(17-20). 

Persons  and  families  who  live  and 
work  in  colonias,  the  rural  subdivisions 
along  the  Texas  border  counties,  consti- 
tute a population  of  more  than 
140,000,  or  11%  of  the  populations  of 
Hidalgo,  Cameron,  Willacy,  and  El 
Paso  counties  (15).  Most  of  these  per- 
sons are  field  workers  with  low  in- 
comes, no  health  insurance  (65%),  no 
treated  water  systems  (24%),  no  run- 
ning water  in  homes  or  on  their  prop- 
erty (18%),  and  outhouses  or  cesspools 
with  excessive  flooding  (44%)  (15). 
The  consequences  of  these  unhealthy 
conditions  are  numerous. 


Health  status  and  access 
for  Mexicans/Latinos 

The  health  status  of  Mexicans  in  Texas 
reflects  their  economic  status,  educa- 
tion, language  barriers,  culture,  and 
access  to  health  and  medical  care.  Ex- 
cept for  some  unique  variations  in  the 
border  counties,  health  status  data  for 
Latino/Mexican  Texans  mirror  na- 
tional data. 

National  and  Texas  data  for  Hispan- 
ics/Latinos  have  been  available  only 
within  the  past  decade.  In  1981,  the 
National  Center  for  Health  Statistics 
started  publishing  national  estimates  of 
birth  and  fertility  rates  by  Latino-ori- 
gin groups  (8).  Infant  mortality  rates 
and  the  first  national  estimates  of  the 
numbers  of  deaths  listed  by  causes  of 
death  by  Latino-origin  group  were 
made  available  in  1984  (8).  Mortality 
data  during  the  early  years  of  collection 
did  not  represent  all  Latinos  because 
only  29  states  participated  and  high 
percentages  of  data  for  states  who  did 
participate  were  missing.  Beginning  in 
1989,  the  compilation  of  national  data 
on  both  births  and  deaths  by  Latino 
origin  had  improved,  "l  his  progress  can 
be  attributed  in  part  to  improved  re- 
porting by  the  states  but  reflects,  as 
well,  the  redesign  of  the  US  standard 
certificates  for  births  and  deaths. 

The  first  special  population  survey 
targeting  Hispanics/Latinos  was  con- 
ducted from  1982  through  1984  by 
the  National  Center  for  Health  Statis- 
tics. The  Hispanic  Health  and  Nutri- 
tion Examination  Survey  was 
conducted  on  the  three  largest  Latino 
subgroups  living  in  the  continental 
United  States:  Mexicans  living  in  the 
five  southwestern  states  (Texas,  New 
Mexico,  Colorado,  Arizona,  and  Cali- 
fornia), Cubans,  and  Puerto  Ricans. 


VOLUME  92  ★ NUMBER  IO 


69 


Table  6.  Leading  causes  of  death  in  Texas,  1990  (age-adjusted  rates  per  100,000  population). 


Total  Population 

White  Population 

Hispanic 

Population 

Border  Population 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

Deaths 

Rate 

Diseases  of  the  heart 

39,443 

156.4 

30,095 

153.1 

4,425 

127.0 

2,595 

127.1 

Malignant  neoplasm  (cancer) 

28,483 

131.8 

21,703 

132.9 

3,190 

96.0 

1,787 

100.0 

Cerebrovascular  disease  (stroke) 

8,388 

30.8 

6,226 

28.4 

979 

27.2 

515 

23.8 

Accidents  and  adverse  effects 

6,225 

34.1 

3,996 

33.3 

1,397 

33.7 

529 

34.0 

Chronic  and  pulmonary  disease 
and  allied  conditions 

4,857 

19.6 

4,250 

22.4 

290 

7.9 

316 

14.9 

Pneumonia  and  influenza 

4,267 

15.1 

3,300 

14.6 

522 

13.5 

271 

11.8 

Diabetes  mellitus 

3,458 

15.0 

2,047 

11.4 

873 

26.6 

397 

21.3 

Homicide 

2,391 

14.2 

721 

6.6 

734 

17.4 

132 

9.1 

Suicide 

2,156 

12.2 

1,714 

14.6 

300 

7.3 

116 

7.6 

Human  immunodeficiency  virus 

1,836 

10.4 

1,224 

10.6 

295 

7.0 

49 

3.5 

Chronic  liver  disease,  cirrhosis 

1,562 

8.5 

927 

6.7 

479 

15.4 

196 

13.3 

Certain  conditions  originating 
in  the  perinatal  period 

1,052 

6.0 

391 

4.2 

340 

5.9 

103 

5.9 

Congenital  anomalies 

1,005 

5.7 

543 

5.4 

321 

6.0 

100 

5.7 

Other  causes 

19,896 

91.1 

14,190 

85.0 

2,924 

86.2 

1,558 

81.9 

All  causes  (Total) 

125,019 

540.5 

91,327 

518.6 

17,069 

470.0 

8,664 

456.2 

From  Texas  Vital  Statistics  Annual  Report — 1990  and  Texas  State  Health  Plan,  1993-94.  Austin,  Tex:  Texas  Department  of  Health. 


The  survey  included  a home  interview, 
in  which  health  histories  and  socio- 
demographic characteristics  were  ob- 
tained, and  a physical  examination  in  a 
mobile  examination  center.  The  results 
of  that  survey  demonstrated  that  Mex- 
icans living  in  the  United  States  need 
continued  support  and  medical  care  lor 
infectious  diseases,  chronic  illnesses, 
nutrition,  vision,  and  dentistry  (Table 
5)  (21).  Among  Latinos,  most  cancer 
rates,  including  melanomas,  lym- 
phomas, and  carcinomas  of  the  colon, 
rectum,  breast,  and  lung  are  similar  to 
or  lower  than  those  of  whites. 

A current  research  review  conducted 
by  Valdez  et  al  suggests  that  while  can- 
cer among  Latinos  is  lower  nationally, 
their  highest  incidence  rates  occur  in 
cancers  of  the  stomach,  esophagus,  gall- 
bladder, and  liver.  These  authors  specu- 
late that  these  higher  rates  may  be 
related  to  the  acculturation  of  descen- 
dants of  recent  immigrants,  who  have 


lost  their  protective  attributes  through 
the  process  of  adapting  to  life  in  the 
United  States  (22).  These  high  inci- 
dence rates  among  Latinos  nationwide 
require  close  monitoring  by  the  health- 
care systems  in  the  United  States. 

Cardiovascular  disease,  manifested 
by  both  ischemic  heart  disease  and 
cerebrovascular  disease  (stroke),  is  the 
leading  cause  of  mortality  and  disabil- 
ity for  all  ethnic  groups  in  the  United 
States.  Prevalence  estimates  for  Lati- 
nos as  a whole  are  nonexistent  (8). 
While  preliminary  self-reported  data 
from  the  Hispanic  Health  and  Nutri- 
tion Examination  Survey  estimated  an 
overall  2%  of  men  and  1%  of  women 
having  had  a diagnosis  of  heart  attack 
(21),  these  data  represent  only  partic- 
ipants from  the  Southwest  and,  hence, 
fail  to  provide  a national  perspective. 

Diabetes  is  the  most  well-known 
and  studied  condition  among  Latinos 
and  the  Mexican  subgroup.  The 


Laredo  Project  in  Texas  conducted  in 
1979,  the  San  Antonio  Heart  Study 
conducted  from  1979  to  1982,  and  the 
San  Luis  Valley  Colorado  Study  be- 
tween 1984  and  1986  documented 
that  Mexicans  suffered  from  diabetes  at 
a rate  two  to  three  times  greater  than 
that  for  whites  (23-27).  These  studies, 
although  regional  in  nature,  provide 
evidence  among  populations  with  large 
Mexican  subgroups  that  diabetes  dis- 
proportionately affects  Latinos,  partic- 
ularly Mexicans,  in  the  United  States. 

Human  immunodeficiency  virus/ 
acquired  immunodeficiency  syndrome 
(HIV/AIDS)  presents  nationally  a lower 
risk  for  Mexicans  than  for  other  Latino 
groups  (28).  This  trend  is  undergoing 
change  as  more  immigrant  Mexicans 
and  US-born  Mexicans  interact  with 
the  drug  community.  The  larger  Mexi- 
can subgroup  is  expected  to  become  af- 
fected by  AIDS  as  a result  of  border 
crossings  and  heterosexual  transmission. 
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Table  7.  Selected  health  statistics  for  Texas  border  area. 


Disease 

1990 

1991 

No.  of  Cases 

Rate  per  100,000 

No.  of  Cases 

Rate  per  100,000 

Measles  — border 

650 

42.3 

34 

2.2* 

Measles  — Texas 

4,409 

26.0 

294 

1.7 

Shigellosis  — border 

806 

52.5 

291 

18.5 

Shigellosis  — Texas 

3,550 

21.0 

2,178 

12.6 

Hepatitis  A — border 

663 

43.2 

571 

36.2 

Hepatitis  A — Texas 

2,722 

16.0 

2,663 

15.4 

Diabetes  mortality  — border 

397 

25.8 

376 

23.9 

Diabetes  mortality  — Texas 

3,458 

20.0 

3,593 

20.8 

Tuberculosis  — border 

421 

27.4 

469 

29.8 

Tuberculosis  — Texas 

2,242 

13.0 

2,525 

14.6 

*1991  figures  do  not  reflect  outbreak  that  began  in  December  1991  in  the  Rio  Grande  Valley  and  accounted  for  more  than  1 100  cases  in  1992. 
Source:  Texas  Department  of  Health. 


The  major  causes  of  morbidity  and 
mortality  among  Mexicans  and  whites 
in  Texas  are  compared  in  Table  6. 
These  data  do  not  reflect  exactly  the 
national  data  but  important  similarities 
exist.  Cardiovascular  disease  in  Texas 
has  been  the  leading  cause  of  death  for 
the  past  five  decades.  In  1990,  age-ad- 
justed  rates  of  heart  disease  were  lower 
for  Mexicans/Latinos  than  for  whites. 
Rates  for  stroke  (cerebrovascular  dis- 
ease) were  proportionally  the  same.  Ex- 
cept for  cervical  cancer,  the  same  holds 
true  for  cancer:  for  the  period  1980 
through  1988,  Mexican  women  experi- 
enced a lower  age-adjusted  rate  (5.1  per 
100,000)  than  did  white  women  (2.4 
per  100,000)  (29). 

Diabetes  mellitus  among  Mexicans, 
both  native  and  immigrant,  continues 
to  be  more  prevalent  than  among 
whites.  In  1990,  of  the  3454  Texans 
who  died  from  diabetes  mellitus, 
40.8%  were  Mexican/Latino  Texans 
(29).  The  lack  of  statewide  prevalence 
data  for  Texas  Mexicans  does  not  allow 
specific  quantifiable  evidence  to  deter- 
mine the  size  of  the  diabetes  problem 


among  this  subgroup.  However,  the 
risk  of  diabetes  for  Mexicans  is  esti- 
mated to  be  two  to  four  times  greater 
than  the  risk  for  the  general  US  popu- 
lation (8).  Efforts  to  identify  the  true 
prevalence,  to  better  target  programs 
for  identifying  and  reducing  the  risk 
factors  of  obesity,  to  achieve  better 
compliance  with  medical  regimen,  and 
to  conduct  research  into  the  etiologic 
nature  of  this  disease  among  the  sub- 
group are  needed. 

Infectious  diseases  among  Mexican 
immigrants  and  native  Texas  Mexicans 
deserve  attention.  Childhood  immu- 
nization falls  below  desirable  levels; 
1990  data  for  Texas  indicated  that  the 
rates  of  reported  measles  cases  per 

100,000  were  33.8  for  Mexican/Latino 
children  compared  with  17.6  for  white 
children.  Hidalgo  County  experienced 
a rate  of  118.4  per  100,000  in  1992. 
Tuberculosis  among  Mexicans  ac- 
counted for  40%  of  the  reported  cases 
as  compared  with  28%  among  whites 
in  1990  (29).  Furthermore,  24%  ol  the 
cases  were  foreign  born,  with  68%  of 
them  from  Mexico  (29,30).  According 


to  data  provided  by  the  Pan  American 
Heath  Organization  on  tuberculosis  lor 
Texas  border  counties,  Cameron,  Hi- 
dalgo, Presidio,  Starr,  and  Webb  coun- 
ties experienced  rates  between  25  and 
38  per  100,000  population  in  1992 
(30). 

Cases  oi  AIDS/HIV  among  Mexi- 
cans/Latinos represent  15%  of  all  re- 
ported cases  in  Texas  in  1990.  The 
trend  of  who  gets  AIDS  in  Texas  is 
shifting  more  and  more  to  women 
and  children.  Racial  and  ethnic  mi- 
norities are  showing  a marked  increase 
under  the  estimated  incidence  rate  ol 

73.000  for  Texas  (6). 

Homicide  among  Mexicans  is  on 
the  rise  as  it  is  in  all  racial  groups;  al- 
though Mexicans/Latinos  in  Texas  ex- 
perience homicide  at  a lower  rate  than 
that  lor  other  Latino  groups,  men  be- 
tween the  ages  ol  1 5 and  34  years  who 
are  Mexican  accounted  for  65.4%  of 
the  homicides  in  Texas  with  an  in- 
creased incidence  oi  deaths  among  fe- 
males in  1990.  Among  this  group, 
firearms  contributed  to  18.7  per 

100.000  as  compared  to  the  state  av- 
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erage  of  13.7  per  100,000  (29). 

The  Texas-Mexico  border  counties 
deserve  further  attention  for  addi- 
tional issues  that  disproportionately 
affect  quality  of  life  (Table  7).  Hepati- 
tis A,  shigellosis,  and  amebic  dysen- 
tery rates  are  reported  to  be  two  to 
three  times  higher  than  the  state  rates. 
Older  Mexican/Latino  women  have 
higher  rates  of  cervical  cancer  due  to 
the  lack  of  knowledge  and  of  access  to 
Papanicolaou  testing.  Tuberculosis 
rates  are  higher,  with  22%  of  all  drug- 
resistant  cases  in  Texas  reported  from 
the  border  area.  Teenage  pregnancy 
rates  run  64.1  per  1000  for  the  border 
counties  compared  with  47.5  for 
Texas  as  a whole.  Forty  percent  of  all 
births  occur  with  late  or  no  prenatal 
care,  leading  to  the  probability  of 
complications  during  pregnancy, 
birth,  and/or  delivery  (11). 

These  conditions  are  exacerbated 
further  by  the  socioeconomic  condi- 
tions, language  barriers,  living  condi- 
tions, and  the  new  demands  of  an 
expanding  industrial  and  transportation 
mecca.  The  North  American  Free  Trade 
Agreement  (NAFTA)  puts  additional 
pressures  on  an  already  strained  health 
and  environmental  infrastructure. 

The  health  status  measures  and 
conditions  discussed  thus  far  provide  a 
small  description  of  a people  who  are 
both  immigrants  and  native  Texas 
Mexicans.  Their  particularity  provides 
an  overwhelmingly  complex  set  of  op- 
portunities for  Texans  as  a whole  to 
provide  health  care  for  a vulnerable 
population.  Added  to  new  and  emerg- 
ing issues  such  as  managed  care  and 
lack  of  health  insurance,  Mexicans,  as 
immigrants,  bring  to  Texas  a different 
mix  of  needs  and  perspectives.  We  can 
begin  to  consider  how  to  meet  their 
health-care  needs  by  understanding 
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better  some  of  the  barriers  faced  by 
the  groups  as  a whole  and  by  the  im- 
migrants in  particular. 

Access  to  health  care  is  the  most  in- 
clusive rubric  under  which  Latinos 
can  receive  a broad  array  of  health  ser- 
vices from  preventive  to  curative.  Pri- 
mary care  is  an  essential  medical 
component  to  the  identification  and 
prevention  of  problems. 

Access  indicates  a person’s  ability  to 
obtain  care  for  an  immediate  need,  for 
prevention,  and  for  maintenance  of 
good  health  status  (8).  Latinos  in  gen- 
eral and  Mexicans  in  particular  have 
been  documented  as  lacking  access  to 
health  services  as  a result  of  financial, 
linguistic,  cultural,  educational,  and 
institutional  barriers  (31-33).  Mexi- 
cans in  Texas  suffer  from  lack  of  access 
because  of  their  poverty  levels,  ways  of 
communicating,  lower  educational  at- 
tainment, and  living  day  to  day  by  a 
set  of  norms  not  always  understood  by 
institutions.  Institutional  barriers  they 
confront  include  cost  of  health  care, 
long  waiting  lines,  long  waits  for  ap- 
pointments, loss  of  pay  from  work,  in- 
convenient hours  of  service,  and  care 
unavailable  when  needed  (34-36). 

In  addition,  changes  along  the 
Texas-Mexican  border  with  the  advent 
of  NAFTA,  managed  care,  and  the  con- 
stant influx  of  people  and  materials  will 
strain  the  systems  currently  in  place. 
The  Rio  Grande  Valley,  as  the  principal 
area  where  immigrants  and  undocu- 
mented workers  may  enter  Texas,  com- 
prises a set  of  communities  inter-related 
and  already  heavily  burdened  with 
shortages  of  medical  personnel,  hospi- 
tals that  accept  the  poor,  and  public 
health  clinics  and  programs  (11). 

Mexican  immigrants  who  migrate  to 
urban  areas  experience  similar  problems. 
While  many  of  them  work,  their  use  of 
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public  hospital  emergency  rooms  as 
usual  sources  of  care  documents  the  re- 
strictions in  their  limited  insurance  cov- 
erage (8).  Further,  the  state’s  Medicaid 
threshold  currently  eliminates  choices 
under  the  expanded  Medicaid  policies. 
Physicians  are  plentiful  in  urban  centers; 
whether  they  represent  the  needed  spe- 
cialty areas  remains  a question.  Notwith- 
standing that  issue,  many  do  not  accept 
these  Mexican  newcomers  because  of 
the  administrative  burdens  associated 
with  their  sponsorship  or  because  no 
sliding  fee  schedule  is  available  to  meet 
their  income  restrictions. 

State,  county,  and  local  governments 
are  and  will  continue  to  be  required  to 
shoulder  more  and  more  of  the  burden 
associated  with  the  provision  of  health 
care  to  these  groups.  Therefore,  physi- 
cians, policymakers,  and  representatives 
of  the  leadership  among  these  entities 
will  be  required  to  solve  the  problem  of 
access  to  appropriate  and  comprehen- 
sive care. 

Asians 

The  Asian  and  Pacific  Islander  popu- 
lation is  composed  of  several  groups 
that  differ  in  language,  culture,  and 
time  of  immigration  to  the  United 
States  (37).  The  total  population 
group  categorized  as  Asians  includes 
Chinese,  Japanese,  Asian  Indian,  Ko- 
rean, Vietnamese,  Hmong,  Laotian, 
Thai,  Filipinos,  and  the  Pacific  Is- 
landers (Hawaiians,  Samoans,  and 
Guamanians).  Subgroups  as  Chinese 
and  Japanese  have  been  in  this  coun- 
try for  several  generations.  Others, 
such  as  Hmong,  Vietnamese,  Lao- 
tians, and  Cambodians,  are  compara- 
tively recent  immigrants.  The  Pacific 
Islanders  represent  few  who  were  for- 
eign born,  with  Hawaiians  being  na- 


tive  to  the  United  States  (37). 

The  1990  Census  provides  figures 
that  show  the  total  Asian  and  Pacific  Is- 
lander population  as  7.2  million,  of 
which  6.9  million  (93%)  were  Asians 
and  365,024  (5%)  were  Pacific  Is- 
landers. This  population  represents  ap- 
proximately 3%  of  the  total  United 
States  population  (2).  Although  this 
population  is  a diverse  group,  data  pre- 
sented for  the  United  States  and  most 
states  treat  its  members  as  homoge- 
neous. Health-care  providers  should  be 
careful  that  these  data  are  not  applied 
across  the  board  for  each  subgroup. 
Specific  information  about  subgroups 
in  Texas  will  be  limited  but  can  serve 
important  functions  as  we  plan  to  meet 
the  health-care  needs  of  relatively  new 
immigrants. 

Data  provided  for  the  first  time  by 
the  Census  Bureau  under  its  series  of 
Population  Reports  highlight  the  char- 
acteristics of  this  population  that  is 
growing  throughout  the  United  States. 

Asians  and  Pacific  Islanders  reside 
predominantly  (59%)  in  the  Western 
region  of  the  United  States  (Alaska,  Ari- 
zona, California,  Colorado,  Hawaii, 
Idaho,  Montana,  Nevada,  New  Mex- 
ico, Oregon,  Texas,  Utah,  Washington, 
and  Wyoming).  The  rest  live  in  the 
Northeast  (17%)  and  the  South  (14%). 
Ninety-four  percent  of  all  Asians  and 
Pacific  Islanders  lived  in  metropolitan 
areas  in  1991;  almost  half  (49%)  lived 
in  suburbs  of  metropolitan  areas. 

Thirty  percent  of  Asians  and  Pa- 
cific Islanders  were  younger  than  1 8 
years  in  1991,  and  7%  were  older 
than  65  years.  Their  median  age  is 
30.4  years  as  compared  with  33.9 
years  for  whites.  Asians  and  Pacific  Is- 
landers represent  2%  of  all  families  in 
this  country,  with  an  average  family 
size  of  three  or  more  persons.  Approx- 


imately 80%  were  married  as  com- 
pared with  83%  for  whites. 

In  1991,  of  all  Asians  and  Pacific 
Islanders  25  years  and  older,  39%  had 
completed  4 or  more  years  of  college, 
almost  twice  the  22%  of  whites.  Nev- 
ertheless, great  variation  exists  in  edu- 
cational levels  among  their  subgroups. 
For  example,  among  Vietnamese,  one 
of  seven  mothers  reported  16  years  or 
more  of  schooling  (38). 

Median  earnings  of  Asian  and  Pa- 
cific Islander  males  for  full-time,  year- 
round  work  were  slightly  lower 
($26,760)  than  earnings  of  comparable 
white  males  ($28,800).  This  difference 
did  not  hold  true  for  Asian  and  Pacific 
Islander  females  ($21,320)  as  com- 
pared with  white  females  ($20,050). 
However,  earnings  by  females  differed 
by  educational  attainment.  For  those 
living  in  the  West  and  college  edu- 
cated, no  statistical  difference  was 
found  between  median  earnings  for 
Asian  and  Pacific  Islanders  ($33,890) 
and  those  for  whites  ($36,880). 

Asians  and  Pacific  Islanders  are 
represented  in  the  labor  force  at 
slightly  lower  rates  than  whites  (64% 
versus  66%).  A higher  proportion  of 
men  (33%)  than  women  (26%)  are 
employed  in  managerial  and  profes- 
sional specialty  occupations;  this  rate 
for  men  is  higher  than  that  for  white 
males  (27%).  Asian  and  Pacific  Is- 
lander women  are  well  represented  in 
technical,  sales,  and  administrative 
support  jobs  (43%). 

In  1990,  the  per  capita  income  of 
the  Asian  and  Pacific  Islander  popula- 
tion was  $13,420  as  compared  with 
$15,270  for  the  white  population. 
Based  on  1990  data,  a larger  propor- 
tion (11%)  of  Asian  and  Pacific  Is- 
landers than  of  white  families  (8%) 
lived  below  the  poverty  level  (37). 
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These  demographics  represent  a 
very  different  national  perspective  as 
compared  with  Mexicans/Latinos  in 
the  United  States.  Asians  and  Pacific 
Islanders  as  a whole  are  better  edu- 
cated, earn  more  money,  and  represent 
a smaller  proportion  of  this  country’s 
poor.  However,  because  national  data 
collection  methods  traditionally  aggre- 
gate the  subgroups,  determining 
which  subgroups  are  worse  off  educa- 
tionally, financially,  and  socially  has 
been  difficult.  Numerous  studies  have 
traced  the  historical  immigration  pat- 
terns of  each  subgroup  but  have  failed 
to  consider  the  subgroups  relative  to 
socioeconomic  factors  (39). 

The  subgroups  that  are  currently 
perhaps  the  most  successful  have  been 
categorized  by  Lum  as  “those  from  the 
fourth  phase  of  immigration’’  who 
came  after  the  passage  ol  the  Immi- 
gration Act  of  1965  (39).  This  legisla- 
tion endorsed  and  supported 
immigration  ol  professionals  and  in- 
tellectuals, a decision  reflected  in  the 
characteristics  of  the  overall  popula- 
tion of  Asians  and  Pacific  Islanders. 

Asian  subgroups  in  Texas 

In  Texas,  Asians  come  primarily 
through  the  Refugee  Program.  While 
Texas  is  home  to  other  Asian  groups, 
we  do  not  collect  information  system- 
atically on  their  demographics.  These 
groups  are  aggregated  under  the 
“Other  Asian”  categories  within  our 
data  collection  methodologies  because 
they  represent  relatively  small  num- 
bers for  statistical  purposes  as  com- 
pared to  Mexicans  and  other  racial 
and  ethnic  groups  in  Texas. 

Therefore,  this  article  will  describe 
the  demographics  of  Asian  refugees,  1 8 
years  or  older,  represented  in  Texas  as 

73 


X 

H 


< 

tu 

X 

H 

Z 

< 

02 

U 

2 

2 

z 

o 

2 

73 

Vi 

o 

c- 

2 

>H 

c/5 


Vietnamese  (total  sample,  803)  and 
Laotian  (243)  from  a study  conducted 
by  the  Texas  Office  of  Immigration  and 
Refugee  Affairs.  In-depth  interviews 
were  conducted  among  a self-selected 
sample  claimed  to  represent  approxi- 
mately 80%  of  all  refugees  in  Texas 
(40).  While  these  data  may  not  repre- 
sent the  entire  subgroup,  they  provide 
needed  information  regarding  the  de- 
mographics of  each  group  and  serve  as 
an  important  marker  in  the  identifica- 
tion of  potential  needs  for  a growing 
population  of  Texans.  Table  2 will  pro- 
vide the  overall  state  representation  and 
location  of  Asians  who  have  migrated 
to  or  were  born  in  Texas. 

Vietnamese 

Vietnamese  refugee  resettlement 
began  in  Texas  in  1975  with  the  end 
of  the  US  occupation  in  Southeast 
Asia.  The  exact  number  of  Vietnamese 
in  Texas  is  unknown  but  is  estimated 
to  be  between  120,000  and  180,000, 
with  refugees  estimated  at  70,000  to 
90,000  (40). 

Most  of  the  Vietnamese  inter- 
viewed (55%)  were  between  33  and 
49  years  old;  23%  were  50  years  and 
older.  Many  (31%)  had  been  in  the 
United  States  10  to  14  years  and  28% 
had  been  in  the  United  States  15  or 
more  years.  Only  12%  had  been  in 
the  United  States  1 year  or  less.  They 
are  a stable  population,  with  61% 
having  lived  in  only  one  state  and 
56%  in  the  same  city.  Thirty-nine  per- 
cent of  the  study  population  were 
Christian  while  the  majority  (53%) 
were  Buddhist. 

Most  (62%)  Vietnamese  refugees 
in  the  Texas  study  were  married;  29% 
were  single.  Thirty-nine  percent  of 
those  studied  lived  with  no  children, 

74 


while  an  additional  36%  lived  with  up 
to  three  children  in  the  home.  Two 
thirds  lived  in  detached  homes,  and 
one  third  lived  in  apartments. 

Educational  attainment  and  Eng- 
lish speaking  and  writing  vary.  Sixty- 
seven  percent  of  Vietnamese  in  Texas 
have  at  least  a high  school  education, 
4 1 % have  taken  some  college  courses, 
and  22%  hold  college  degrees.  Thirty- 
two  percent  speak  English,  but  only 
28%  could  read  and  write  it. 

Of  those  studied,  68%  worked; 
those  who  did  not  work  were  looking 
for  work,  were  in  school,  or  were  full- 
time homemakers  or  retired.  General 
manufacturing  (eg,  machinist,  produc- 
tion analyst,  and  electric  assembly)  was 
the  most  frequent  occupation  (20%); 
most  worked  with  engineer/computer 
programming  and  technology,  both 
occurring  10%  of  the  time  for  those  in 
the  study.  Fewer  (5%)  were  employed 
in  clerical/administrative  positions. 
Eight  percent  were  business  owners/ 
self-employed. 

The  average  annual  income  for 
Vietnamese  interviewed  was  $21,621 
in  1992.  The  proportion  of  Viet- 
namese families  statewide  reporting 
incomes  below  the  poverty  level  for 
1989  was  three  times  higher  than  for 
other  Asian  subgroups,  and  42%  of 
the  Vietnamese  population  5 years 
and  older  lived  in  a linguistically  iso- 
lated household  (38,40). 

Vietnamese  refugees  in  this  study 
were  relatively  young,  were  employed, 
and  had  a working  command  of  the 
English  language.  As  their  language 
and  educational  skills  improved,  so  did 
their  income.  In  addition,  Vietnamese 
refugees  are  eligible  for  a number  of 
cash  and  other  resettlement  supports 
that  enhance  their  ability  to  secure  a 
stronger  socioeconomic  base  in  the 
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United  States  (Table  1).  Specially  fo- 
cused programs  at  the  state  and  local 
levels  are  available  also  to  fill  gaps  not 
met  by  direct  federal  funding  (3). 

Health  status  information  for  this 
study  group  is  likewise  limited.  Of  those 
participating  in  the  study,  70%  felt  that 
their  health  was  good  or  very  good,  but 
7%  considered  their  health  to  be  poor 
or  very  poor.  Fifty-three  percent  had 
private  health  insurance;  45%  had  some 
form  ol  government-assisted  health  in- 
surance such  as  Medicare,  Medicaid,  or 
County  Indigent  Health  Care.  Twenty- 
six  percent  ol  all  Vietnamese  refugees 
had  no  health  insurance. 

Ol  women  40  years  or  older,  48% 
had  received  mammogram  screening, 
while  52%  had  never  been  screened. 
For  84%  of  those  who  were  un- 
screened, either  they  had  not  heard  of 
a mammogram  or  mammography  was 
not  recommended  by  their  physicians. 
Vietnamese  refugees  were  found  to 
have  (service)  providers,  53%  of 
whom  spoke  their  native  language 
well  to  very  well  and  31%  who  spoke 
it  not  at  all  to  poorly  (38,40). 

For  this  study  population  in  Hous- 
ton’s Harris  County,  where  45%  of 
the  state’s  refugees  settle,  most  had 
some  form  ol  health  insurance,  but  a 
considerable  number  had  none.  Pre- 
ventive health  services  for  this  group 
may  be  limited  by  the  high  percentage 
of  women  who  had  never  experienced 
a mammogram.  Limited  language 
skills  may  narrow  choices  for  this 
group  to  access  a full  range  of  health 
care  and  may  cause  problems  for  its 
members  as  they  navigate  through  a 
complex  maze  of  institutional  require- 
ments seeking  care. 

Mental  health  service  needs  may  be 
high  among  this  group,  but  data  on 
mental  health  needs  were  not  provided 


in  this  study.  Other  studies  (39)  pro- 
vide evidence  that  many  Vietnamese 
and  Cambodian  refugees  suffer  from 
post-traumatic  stress  disorder  and  de- 
pression. Mental  health  assessments 
and  services  appear  to  be  much  needed 
among  these  groups  (41,42). 

Although  linguistically  and  cultur- 
ally isolated,  Vietnamese  women 
(77%  to  80%),  as  immigrants  or 
refugees,  were  nearly  as  likely  as 
whites  (83%)  to  initiate  pregnancy 
care  in  the  first  3 months  of  pregnancy 
(38).  Likewise,  preterm  births  among 
Vietnamese  are  high  (10.4%)  as  com- 
pared with  other  Asian  subgroups  and 
Latinos  (38).  Adverse  pregnancy  out- 
comes of  Vietnamese  women 
throughout  Texas  were  lower  or  only 
moderately  elevated  compared  with 
those  of  white  mothers  nationally. 

Laotians 

We  do  not  have  an  exact  count  of 
Laotians  in  Texas  either,  but  accord- 
ing to  limited  immigration  data  from 
the  US  Office  of  Refugee  Resettle- 
ment, since  1975  an  estimated  7,000 
to  12,000  Laotian  refugees  have  lived 
in  the  state.  Including  American-born 
Laotians  living  in  Texas  brings  the 
total  population  to  an  estimated 
15,000  to  25,000;  this  population  is 
rapidly  increasing  (40).  The  Texas 
Refugee  Study  investigated  a group  of 
243  Laotians. 

Sixty-one  percent  of  the  Laotian 
participants  were  between  30  and  49 
years  old,  and  21%  were  50  years  and 
older.  A smaller  proportion  (11%) 
was  25  to  29  years  old  with  only  18% 
being  18  to  29  years  old.  More  than 
half  (56%)  of  Laotians  in  the  study  ar- 
rived in  the  United  States  between 
1979  and  1983,  and  23%  of  them 


have  been  in  the  United  States  for  1 5 
years  or  more.  Texas  had  been  the  only 
home  for  68%  of  those  studied,  and 
Houston,  Tex,  had  been  the  only  city 
in  which  many  (63%)  had  lived. 

Almost  all  those  interviewed  (90%) 
were  Buddhist;  9%  were  Christian. 
Most  Laotians  (79%)  were  married 
and  lived  in  households  of  up  to  five 
persons  (20%).  Eighty-two  percent 
lived  in  single  family  dwellings,  and 
18%  lived  in  apartments. 

Laotian  refugees  average  8'A  years 
of  education.  Almost  half  (48%)  have 
an  eighth  grade  education  or  less,  and 
24%  have  a high  school  education; 
10%  have  college  training  or  degrees. 

Only  10%  of  Laotian  refugees  are 
fluent  in  English;  83%  can  speak  and 
understand  at  least  short  conversa- 
tions. This  trend  is  similar  to  their 
abilities  to  read  and  write  English. 
Laotian  refugees  who  need  medical 
and  social  services  and  who  do  not 
speak  English  have  difficulty.  They  re- 
ported that  approximately  87%  of 
their  service  providers  do  not  speak 
their  language  or  speak  it  poorly  (40). 

Among  the  Laotians  studied,  75% 
work  and  23%  are  unemployed.  Oc- 
cupational areas  for  Laotian  refugees 
are  diverse.  The  most  common  type  of 
work  is  manufacturing  (39%)  and 
technical  work  (14%),  while  work  in 
the  auto  repair/transportation  fields 
(9%)  is  common  and  represents  those 
occupations  that  may  be  most  com- 
mon to  the  Houston  area.  The  average 
yearly  income  of  Laotian  refugees  was 
$19,219  in  1992.  With  improved 
English  skills,  that  income  increases 
on  the  average  to  $24,183  per  year. 

Fifty-eight  percent  of  Laotian 
refugees  had  seen  a doctor  in  the  previ- 
ous 12  months.  One  in  five  had  never 
seen  a doctor.  Almost  three-fourths 
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(73%)  reported  having  private  health 
insurance  paid  for  by  their  employers  or 
their  spouses  employer.  Twenty-three 
percent  have  government-assisted 
health  insurance  such  as  Medicare, 
Medicaid,  or  County  Indigent  Health 
Care.  However,  21%  of  all  Laotian 
refugees  have  no  health  insurance. 
Mammogram  screens  had  been  ob- 
tained for  51%  of  women  40  years  or 
older.  Of  the  49%  who  had  not  been 
screened,  59%  said  they  had  never 
heard  of  such  screening  and  41%  said 
their  doctor  had  never  recommended  it. 

These  data  make  clear  that  all  but 
21%  of  Laotians  have  health  insur- 
ance and  that  preventive  and/or  pri- 
mary care  services  are  much  needed 
among  this  group.  These  Asians  are 
less  well  educated  and  have  less  com- 
mand of  the  English  language  than 
Vietnamese  and,  hence,  may  have 
considerable  difficulty  securing  health 
care.  While  members  of  the  study 
population  were  located  in  Houston, 
we  cannot  generalize  to  all  Laotians  in 
the  state,  but  their  experiences  may  be 
more  or  less  comparable  to  those  of 
other  Laotians  in  Texas. 

Data  from  the  Refugee  Health 
Screening  Program  indicate  that 
among  Southeast  Asian  refugees,  1 0% 
to  15%  of  childbearing  women  are 
carriers  of  hepatitis  B infection  (29). 
The  Asians  in  this  subgroup  are  at 
high  risk  for  carriage  and  transmission 
of  this  disease.  Carriers  are  at  greatly 
increased  risk  of  cirrhosis  or  cancer  of 
the  liver  as  well. 

Furthermore,  refugees  are  at  high  risk 
for  tuberculosis  with  an  overall  infection 
rate  of  40%  to  50%.  Those  refugees  at 
risk  may  develop  tuberculosis  at  a rate  as 
high  as  10%  if  not  treated  preventively. 
Seventy  percent  of  refugees  have  been 
found  to  be  infected  with  intestinal 
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parasites  in  the  absence  oi  symptoms, 
and  50%  screened  for  the  period  1983 
to  1991  for  parasites  were  found  to  be 
infected  (29).  Other  common  condi- 
tions found  among  refugees  include  vi- 
sion impairments,  dental  problems, 
goiter,  hypertension,  heart  conditions, 
hearing  impairments,  anemia,  and  in- 
complete immunizations. 

These  data  emphasize  the  need  for 
primary  care  services  for  the  Viet- 
namese and  Laotians.  To  be  effective, 
organization  and  delivery  of  those  ser- 
vices will  require  the  involvement  of 
these  communities  and  their  leader- 
ship. The  large  number  of  uninsured 
individuals  who  require  medical  at- 
tention pose  an  equally  important  pri- 
ority for  the  public  health. 

Barriers  to  health  care  for 

IMMIGRANTS 

The  sociodemographics  and  histories 
of  immigrant  populations  are  varied 
and  complex  in  Texas.  The  pressures 
of  dwindling  state  budgets,  demands 
of  increasing  infrastructure,  and  un- 
certainty regarding  the  financing 
mechanism  for  health  care  continues 
to  challenge  policymakers  to  better 
serve  all  Texans.  Although  different 
from  one  another,  each  population  of 
immigrants  shares  the  common  prob- 
lem of  access  caused  by  barriers  that 
affect  the  availability  and  affordability 
of  services  and  their  acceptability  and 
adequacy  for  those  needing  care  (43). 

Organizational  barriers  block  avail- 
ability of  providers  in  the  areas  in  which 
immigrants  and  refugees  live  and  deter- 
mine whether  those  providers’  doors  are 
open  to  these  groups  (43).  Undocu- 
mented aliens  have  a particularly  diffi- 
cult time  proving  their  citizenship  or 
residency,  which  some  care  providers  re- 


quire. These  individuals  are  reluctant  to 
seek  care,  except  through  emergency 
rooms  of  hospitals  or  outpatient  clinics, 
when  their  conditions  have  been  un- 
treated for  extended  periods.  Inade- 
quate community  outreach  and 
educational  services  contribute  to  orga- 
nizational barriers  as  evidenced  by  the 
lack  of  mammogram  screening  among 
immigrant  and  refugee  women  older 
than  40  years.  Immigrants  bring  further 
barriers  in  the  form  of  limited  language 
skills  and  differing  cultural  norms  and 
attitudes  about  health  and  western 
medicine.  These  barriers  result  in  non- 
compliance  with  medications  or  advice 
and  fear  and  distrust  that  precludes  ap- 
propriate return  for  follow-up  (43,8). 

Financial  barriers  stand  also  be- 
tween immigrants  and  medical  ser- 
vices. Among  immigrants,  refugees, 
and  undocumented  aliens,  the  overall 
percentage  of  uninsured  is  approxi- 
mately 45%.  The  poverty  rate  among 
Mexicans  in  the  Rio  Grande  Valley  is 
36%  and  among  children  younger 
than  18  years  is  46%  (Table  4),  docu- 
menting the  financial  barriers  that 
place  both  adults  and  children  at  risk. 
Private  physicians,  public  agencies, 
and  institutions  designed  to  deliver 
health  care  must  redefine  “risk”  to  in- 
clude the  cost  to  the  citizenry  if  we 
cannot  develop  a system  of  health  and 
medical  care  responsive  to  the  needs 
of  these  populations  in  Texas. 
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Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
"Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “Dor- 
land’s  Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third 
New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but 
not  necessarily  — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify 
content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete 
document  is  available  in  the  June  1982  issue  of  the  Annals  of  Internal  Medi- 
cine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Associa- 
tion Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  princi- 
ples and  techniques  of  clear,  concise  writing,  which  are  applicable  to  sci- 
entific as  well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


FOR  AUTHORS 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  should  be  black  and  white  drawings  or  positive  photographs, 
with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  author’s  name,  and  title  of  ar- 
ticle in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check 
before  publication.  After  the  article  is  sent  to  the  printer,  only  minimal  re- 
vision may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a 
reprint  printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed 
articles  automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commen- 
tary will  be  published  in  the  appropriate  section  at  the  discretion  of  the  ex- 
ecutive editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  executive  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine , Texas  Medical  Association, 
401  W 1 5th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permission  from  the  managing  editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement  of 
the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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“ Were  helping 
prevent 
liability  claims 
by  educating 
physicians  and 
their  staffs.  ” 


During  (he  past  year,  TMA 

scored  high  marks  for  you: 

• Developed  TMA/Texas 
Medical  Liability  Trust 
home  study  about  risk 
management  in  managed 
care. 

• Educated  physicians/ office 
staffs  through  workshops 
on  workers  compensation, 
coding,  OSHA,  and  more. 

• Provided  financial  and  in- 
vestment planning,  auto 
leasing,  and  other  member 
service  programs. 

• Produced  publications  on 
such  topics  as  OSIiA,  man- 
aged care,  and  capitation. 

• Offered  Texas  Medical  As- 
sociation Insurance  Trust 
and  TMLT  coverage. 

Texas  Medical  Association. 

Caring  for  you  and  your 

practice  so  you  can  care 

for  your  patients. 


TexasMedical 

Association 


Texas  Medicine 

Texas  Physicians’  Directory 


Allergy 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 
Evaluation  Diagnosis  and  Treatment  of  Chronic/Acute  Pain 
Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Spinal  Cord  Stimulation  Implantable  Intraspinal  Narcotic  Pumps 

XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  Suite  C-538  (214)  661-4890  Fax  (214)  661-4894 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  lmplants 

euroyt'c  roce  ures  Intra-Thecal  Opiate  Delivery  System 

Rad,o  Frequency  Lesmnmg  Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

An  Affiliate  of  PainCare 


Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

6200  W.  Parker  Road,  Suite  412,  Plano,  Texas  75093; 

Phone  (214)  608-8592;  Fax  (214)  608-8462 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave„  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

(214)  661-7010 


Legal  Medicine 


ROBERT  V.  WEST,  M.D.,  J.D. 

Diplomate  American  Board  of  Emergency  Medicine/Attorney  at  Law 

1250  N.E.  Loop  410  #805  910  Lavaca 

San  Antonio,  Texas  78209  Austin,  Texas  78701 


(210)  828-4218 
Fax  (210)  822-5557 


(512)479-1399 
(800)  999-9177 
Fax  (5 12)  476-7731 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 


1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations; 

1 030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 
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DIRECTORY  RA  PES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of 5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701 . Deadline  is  the  1st  of  the  month 
preceding  publication  month. 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
(214)  879-6299 


Orthopedic  Spinal  Surgery 

JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Orthopedic  Surgery 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316,  (800)  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Craig  C.  Callewart,  MD  James  W.  Brodsky,  MD 

Huntly  G.  Chapman,  MD  Kurt  W.  Rathjen,  MD 
Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  (214)  661-7010 


METROPLEX  ORTHOPEDICS  and  SPORTS  MEDICINE,  P.A. 

ANNOUNCES 

Stephen  Ozanne,  MD 
Orthopedic  Surgeon 

F.A. A. O.S.  Spinal  Disorders  & Related  Surgeries 

9262  Forest  Ln„  Ste.  101  Dallas,  Texas  75243;  (214)  340-5090 

SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 

Donald  Mauldin,  MD  Philip  Graehl,  MD  James  Ough,  MD 

Richard  Jones,  MD  Joseph  Jacko,  MD  Charles  Neagle,  MD 

Kevin  Gill,  MD  Charles  Cook,  MD  Scott  Paschal,  MD 

James  Montgomery,  MD  Kenneth  Driggs,  MD  Larry  Johnson,  MD 

William  Burns,  MD  Samuel  Bierner,  MD  Marvin  Van  Hal,  MD 

Eric  Coligado,  MD 

Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 

William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


Mark  Greenberg,  MD 
Bruce  Faust,  MD 


Donald  Mauldin,  MD  Larry  Johnson,  MD 

Kevin  Gill,  MD  Charles  Neagle,  MD 

James  Montgomery,  MD  Kenneth  Driggs,  MD 

Charles  Cook,  MD  James  Ough,  MD 

Scott  Paschal,  MD  Samuel  Bierner,  MD 

2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061,  (214)  254-8000 

Marvin  Van  Hal,  MD 
Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  (214)  492-1334 

Philip  Graehl,  MD  Glenn  Wheeless,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C- 1 0 1 , Mesquite,  TX  75 1 50,  (2 1 4)  682- 1 307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 
Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 
John  Prudich,  MD  Bruce  Douthit,  MD 

8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  (214)  265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 


Lewis  Frazier,  MD 


James  Guess,  MD 
Bruce  Douthit,  MD 


Kevin  Gill,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 
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OPPORTUNITIES  AVAILABLE 

Allergy  and  Asthma 

ALLERGIST:  Exciting  opportunity  for  an  ambitious 
individual  to  join  a growing  allergy  practice  seeing  adult 
and  pediatric  patients  in  booming  Houston.  Immediate 
opening.  Please  send  C.V.  to:  Allergy  Center,  Inc., 

902  Frostwood  #222,  Houston,  Texas  77024,  Attn:  Ruth. 
Fax  (713)  932-1636. 

Emergency  Medicine 

EMERGENCY  ROOM  OPPORTUNITY  IN  NORTH- 
EAST TEXAS.  Full  time  or  part  time  position  available. 
BC  in  Primary  Care  or  EM  needed.  ACLS  required,  ATLS 
beneficial.  Annual  volume  14,000-13,000.  Flexible  hours 
available,  or  straight  weekend  work  available.  12  or  24  hour 
shifts.  Straight  compensation  of  >$100.00  per  hour.  Call 
(903)  886-6225  after  hours,  fax  (903)  886-8765, 
e-mail:  selfam@koyote.com,  or  send  C.V.  to  T.  Selvaggi, 
M.D.,  PO  Box  522,  Commerce,  Texas  75428. 


PRACTICE  IN  PARIS! 

New,  private  urgent  care  clinic  in  Paris, 
Texas  is  looking  for  a full/part  time  Primary 
Care  Physician.  Low  Volume,  Excellent  Pay. 
Contact  ANDREW  BLANKENAU,  M.D. 
(903)  739-9191. 


Call  Toll  Free 

1 -8  8 8 -DOCS -91 1 

TEXAS:  Regional  emergency  group  has 
held  20-year  contract  to  staff  nationally 
recognized  ED.  Contracts  range  from 
12,000-60,000  pt  visits.  Earn  the  industry’s 
maximum  compensation  as  an  indepen- 
dent contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


FP’S  BEST  OPPORTUNITY!  BEST:  location,  demand, 
schools,  recreation,  metro/cultural  access,  S140K+,  earn 
$ 1 80K+.  Call  Mary  Latter  (800)  520-2028.  Job 
#M297FAF. 


r 


JOHNSON  COUNTY,  TX 


Newly  acquired  EM  contract  50  minutes 
south  of  Dallas/Ft.  Worth  Metroplex  area  has 
a need  for  Full  Time  EM  Physician  and 
Director  candidates.  Qualifications:  BC- 
Primary  Care,  ACLS  and  ED/Directorship 
experience  preferred.  This  relatively  new  hos- 
pital is  part  of  a large  and  well  respected  hos- 
pital group.  ED  physicians  enjoy  a strong  and 
supportive  nursing  staff  and  back-up  panel. 
Call:  JOHN  TORRES  at  800-227-2092  for 
more  information.  For  immediate  considera- 
tion, fax  your  c.v.  to  510-484-4107  or  mail  it  to 
^PO  Box  788,  Pleasanton,  CA  94566. 


Need  doctors  to  cover  weekends  in  rural  hospitals.  Call 
Jerry  at  The  Lewis  Group  for  more  information. 

(800)  460-8159. 

Family/General  Practice 

FAMILY  PRACTICE  — New  family  practice  group  locat- 
ed in  Southwest  Kansas  is  seeking  clinicians  for  both  staff- 
and  directorship-level  positions.  Extremely  competitive 
compensation  package  includes:  paid  malpractice  insur- 
ance; CME  stipend;  relocation  assistance;  and  seven  weeks 
paid  time  off.  Practice  will  emphasize  primary  care, 
womens  health  issues,  pediatrics  w/o  obstetrics,  occupa- 
tional medicine.  Contact  Ian  Castronuovo  at  Liberty 
Healthcare  Corporation  (IN)  during  business  hours  at 
(800)  331-7122  or  24-hour  voice  mail  (610)  617-3699, 
ext.  161.  EOE. 


FAMILY  PHYSICIANS 

Employment  Opportunities  with: 

City  of  Austin/Travis  County 
Health  and  Human  Services  Department 
Primary  Care  Division 

Opening  for  BC/BC  IM  to  deliver  health 
care  to  the  underserved  population  of 
Austin/Travis  County.  This  position 
includes:  malpractice  coverage,  12 
vacation  days/year,  1 1 holidays/year, 

CME  allowance  and  paid-time  off,  plus 
memberships  paid  for  TMA,  TCMS. 

Contact:  Philip  Brown 
Health  and  Human  Services  Department 
2100  E.  St.  Elmo 
Austin,  TX  78744 
(512)  707-3288 
(800)  299-0265 
Fax  (512)  707-5403 


Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

Exciting  opportunity  for  BC/BE  Family 
Practitioners  to  join  newly-opened  Family 
Health  Centers  in  rapidly-growing  suburban 
communities.  Competitive  salary  with  com- 
prehensive benefit  package  and  bonus 
incentive.  Appointment-based  and  walk-in 
urgent  care.  Fee-for-service  with  participa- 
tion in  managed  care  plans.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  Board  Certified 
Internists.  A progressive,  six-person 
Methodist  affiliated  IM  group  looks  to 
establish  a second  office  location  in  a near- 
by rapid-growing  suburban  community. 
Competitive  salary,  comprehensive  benefit 
package,  bonus  incentive,  and  rotating  call 
coverage.  Earnings  based  upon  collections 
beginning  in  the  third  year  with  continued 
benefits.  Business  aspects  of  the  practice 
professionally  managed  by  a Group  Practice 
Administrator. 

PEDIATRICS 

Two  established  “solo”  pediatricians  each 
seek  a full-time  or  part-time  pediatrician  to 
join  them  in  their  busy  practices.  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947-4579, 
fax  (214)947-4502. 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  . . . The  TEXAS  Specialists 


• Academic  Positions  (in 
FP,  IM  and  Pediatrics) 

• Correctional  Medicine 

• Family  Practice 

• Geriatrics 

• Internal  Medicine 

• Obstetrics/Gynecology 


Physician 
Resource 
Network 


Otolaryngology 
Pediatrics 
Psychiatry  - Adult 
Surgery  - Cardiothoracic 
Surgery  - Critical  Care 
Surgery  - Plastic 
Surgery  - Trauma 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 
PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


The  University  of  Texas  Medical  Branch  - Conroe  Family  Medicine  Residency 
Program  needs  an  experienced  board-certified  family  medicine  faculty  member. 
Experience  should  include  obstetrics,  teaching  and  a minimum  of  two  years  practice  expe- 
rience. Must  have  a Texas  license.  UTMB  is  an  EO/AA  employer,  M/F/DA/.  UTMB  is  a 
smoke-free/drug-free  workplace.  UTMB  hires  only  individuals  authorized  to  work  in  the 
United  States.  Please  respond  by  contacting  Joseph  G.  Ewing,  MD,  Program  Director, 
University  of  Texas  Medical  Branch,  701  E.  Davis,  Suite  C,  Conroe,  Texas  77301. 


INSTRUCTOR/ASSISTANT  PROFESSOR  (full  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate  of  The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth 
and  Houston.  Low  stress,  office  based  practice.  No  nights, 
no  emergencies,  and  no  hospital  work.  Paid  malpractice. 
M-F.  Lucrative  salary  and  benefits.  Call  Lisa  Cole  at  (800) 
254-6425,  or  fax  CV  to  (214)  256-1882. 

Spanish-speaking  FP’s  needed  throughout  Texas 
(Beaumont,  Laredo,  Corpus  Christi,  McAllen  and 
Brownsville  area,  El  Paso),  Oklahoma,  Florida,  Arizona, 
Ohio,  and  Chicago.  High  income  guarantees,  $120- 
$140K+  production.  Full  benefits,  call  coverage.  Call  Mary 
Latter  — (800)  520-2028.  Job  #M381FAF. 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  guarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


PHYSICIAN  WANTED 

Family  practice,  BC/BE.  Full  time  minor 
emergency  clinic  in  Central  TX.  No  call  or  WE 
hours.  $130-$  1 50K  • % • benefits. 

Call  Bobby  Snyder  at  (817)  634-6999- 
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Family/General  Practice 

SAN  ANTONIO  — BC/BE  Family  Physicians  needed. 
Excellent  practice  opportunities  available  in  a variety  of 
practice  structures  and  locations.  Salary,  plus  bonus  leading 
to  shareholder  status.  Call  or  send  C.V.  with  cover  to:  Jane 
Vogt,  (800)  546-0954, 1.D.  #4426TX,  222  S.  Central,  Ste. 
700,  St.  Louis,  MO  63105,  fax  (314)  726-3009. 


MEDICAL  DIRECTOR/ 
PRIMARY  CARE  PHYSICIAN 


to  serve  as  Health  Authority  for  Smith  County 
Public  Health  District  in  Ty  ler,  Texas. 

One  full-time  or  two  half-time  opportunities  in  local 
public  health  with  adult  primary  care  responsibility. 
Require  Texas  license  and  current  competencies. 
Outstanding  community,  professional  staff,  minimal 
administrative  tasks,  full  benefits  with  retirement 
plan,  and  malpractice  fee  reimbursement. 

Contact  D.E.  Sciarrini,  FAAMA,  Director  at  (903)  535-0036. 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attrac- 
tive FP  group  openings  in  Denton, 
Dallas,  Arlington,  Corpus  Christi; 
major  hospital  affiliations;  attractive 
income  guarantees;  reply  confidential- 
ly to  Phil  Kelbe  or  Laurie  Myers,  Fox 
Hill  Associates,  250  Regency, 
Brookfield,  Wisconsin  53045 

(800)338-7107  Fax  (414)  785-0895 


BC/BE  Family  Physician  wanted  for  part-time  (10  hours 
a week,  no  call)  position.  Stimulating  atmosphere,  wonder- 
ful staff,  flexible  hours.  Community  clinic  serving  the 
working  poor  of  Austin.  Please  contact  Anne  Cooper,  MD, 
(512)  323-4940. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 


ISSUE  DEADLINE 

December  1996  November  1, 1996 
January  1 997  November  29, 1 996 
February  1 997  December  31,1 996 
March  1 997  January  31,1 997 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


Internal  Medicine 


INTERNAL  MEDICINE,  BOARD 
CERTIFIED  OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH 
PRIMARY  CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpatient 
services,  depending  on  physician  prefer- 
ence for  hospital  or  office  practice.  Other 
attractive  opportunities  in  suburban  areas 
of  Dallas/Fort  Worth  and  Houston  area. 
Very  attractive  compensation  package 
includes  salary,  plus  benefits  to  include  pro- 
fessional liability  insurance,  major  medical 
and  term  life  insurance,  paid  vacation,  one- 
week  paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incentives 
to  promote  individual  achievement  and 
group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712-2018 
or  800/527-2 1 45,  or  fax  214/71 2-2444 


DALLAS,  TEXAS 

Established,  single-specialty  group 
practice.  Prosperous  suburban  commu- 
nity. Exceptional  income  potential.  Full 
partnership.  Contact  Patrick  Schmidt,  1- 
800-338-7107  or  Fax:  (414)  785-0895. 


Locum  Tenens 


Staff 


the  staffing  solution 
a DSI  company 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  sen/ice  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  In  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 
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Locum  Tenens 


Inf  rim 

Physicians® 

In  Texas  since  1982'' 

Helping 

provide  continuity 
of  patient  care. 

[j#  Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 


Occupational  Medicine 

OCCUPATIONAL  MEDICINE  MDs  NEEDED  for 

Houston  area,  national  company.  Excellent  career 
opportunities.  Full  time  and  part  time.  Call  Ned  at 
(713)  797-6106. 

DALLAS/FORT  WORTH, TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 
Dallas,  TX  75235. 


Pathology 

Experienced  AP/CP  Pathologist  needed  in  North  Cen- 
tral Texas  for  part-time  and  locum  tenens  coverage.  For 
immediate  consideration,  send  C.V.  to  Ad  Box  910,  Texas 
Medicine , 401  W.  15th  St.,  Austin,  TX  78701. 

Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  u , 

Houston,  TX  77242-23 1 4 B r o n s t e l n 
FAX  71  3-493-2234  & Associates 


MEDICAL  DIRECTOR 
PRIMARY  CARE 

The  City  of  Austin,  Health  and  Human  Services 
Department,  Primary  Care  Division  has  a full-time 
position  available.  Will  be  responsible  for  directing 
and  delivering  healthcare  to  the  under-served 
population  of  Austin  and  Travis  County.  Requires 
at  least  two  years  of  administrative/leadership 
experience.  Must  have  completed  a three  year 
residency  program  in  either  FP  or  IM  and  be 
either  Board  Certified  or  Eligible.  Excellent  salary 
and  benefits. 

Contact:  Philip  Brown 

Health  and  Human  Services  Department 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
1-800-299-0265 
512-707-5403  FAX 
EOE/M/F/D 


TEXAS  ANDTHROUGHOUTTHE  SUNBELT: 

Family  Practice,  Internal  Medicine,  Dermatology, 
Nephrology,  Oncology,  Cardiology,  Pediatrics,  OB/GYN, 
Neurosurgery,  Urology,  Ophthalmology  Excellent  pack- 
ages; income  guarantees.  Metropolitan  and  smaller 
communities.  Call  Quest  Healthcare,  (800)  556-2718; 
or  fax  a C.V.,  (214)  250-9354. 

Positions  Wanted 

BOARD-CERTIFIED  MD  DIAGNOSTIC  RADIOLO- 
GIST, 26  years  of  practice  experience,  available  for 
LOCUM  TENENS  after  January  1,  1997.  MRI,  CT, 
Angio-interventional,  nuclear,  ultrasound,  general. 
Lawrence  D.  Brotman,  M.D.,  (210)  421-3147  or  toll-free 
(888)  363-3266. 


AVAILABLE  FOR  LOCUM  TENENS 

John  Edgar  Lewis,  M.D.,  Pathologist, 
board  certified,  AP,  CP,  Cytopathology; 
Licensed  Texas,  Oklahoma,  Arkansas. 
Call  (915)  697-8447. 


Bariatrics  Physician  needed  for  new  clinic  in 
Austin  area.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  no  hospital  work,  paid 
malpractice  insurance,  PT/FT,  lucrative  salary  and 
benefits.  Send  CV  w / cover  to: 

C.  Peets,  2607B  Hanes,  Midland ,TX  79705 
Fax  to:  (915)  682-6219  or  call:  (915)  570-7023 


next 

caneen  move  — 


Healthcare  Recruitment  Specialists 

Immediate  positions  available  for: 

• primary  care  physicians;  FP’s,  IM’s  & PED’s 

• neonatologists 

• medical  hematologists/oncologists 
Positions  offer  a variety  of  practice  options,  excel- 
lent compensation  packages,  and  attractive  loca- 
tions. 


Contact:  GLENDA  CANTU  JOHNSTON 

PO  Box  682184  • Houston,  Texas  77268 
Phone  713-440-0636  • Fax  713-587-1147 
Toll  Free  888-638-3106 


University-trained  M.D.,  F.A.A.R,  MRO-,  in  good  stand- 
ing, married,  broad  experience,  world  traveler,  boatbuilder, 
sailor,  bilingual,  can’t  afford  to  retire  yet.  Seeking  unique, 
interesting,  rewarding  position  in  medicine/related  field/ 
/other.  Evenings  (817)  731-9565.  E-mail: 
thewhale@mem.po.com. 

Diagnostic  Radiologist  seeking  position  in  Houston  or 
Dallas  and  surrounding  50  mile  areas.  Will  consider  full- 
time, part-time  and  locums.  Call  (210)  318-4634. 

FOR  SALE  OR  LEASE 

Equipment 


FOR  SALE 


GOLDMANN  PERIMETER  940 

visual  field  equipment.  $2,950. 
Margaret/Austin  EEG  Lab.  (512) 
458-5223;  fax  (512)  458-4846. 
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Automobiles 

Suburbans,  luxury  cars,  sports  cars  — all  makes  and 
models  — personal  or  commercial  — delivered  to  your 
door.  Perfect  credit  rewarded,  but  not  required.  Jones 
Leasing,  Inc.,  (800)  657-8910. 

Practices  For  Sale 

FAMILY  CLINIC  & MINOR  EMERGENCIES:  New 

clinic  with  x-ray  along  the  IH-10  corridor  of  northwest 
San  Antonio.  Call  Dr.  Pinkley  at  (210)  690-5599. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Guenther 
(214)  868-9085 


Office  Space 


MEDICAL  SUITE  AVAILABLE 


Copperffield  area  of  Northwest 
Houston  - 1652  NRSF.  Former 
OB/GYN  space  as  low  as  $8.40  psf 
first  year.  Call  Vickie  at  (71  3)  558-001  1 . 


TRAVEL 

KEYSTONE  COLORADO,  ski  condominiums.  2 bed- 
room, 3 to  5 minute  walk  to  lifts.  Sleeps  4 to  6.  Amenities. 
From  $950/week,  reasonable.  Dr.  R.  Bloch,  (714)  692-8025. 

BUSINESS  AND  FINANCIAL  SERVICES 


MEDCON  GROUP,  INC.  will  provide  expert 
Diagnostic  Radiology  second  opinions  on  all 
diagnostic  radiology  imaging,  including  MRI,  CT 
for  defense,  plaintiff,  insurance  purposes,  HMO 
quality  issues,  medical  malpractice,  depositions 
and  testimony.  Board  certified  M.D.  Radiologist. 
Free  initial  telephone  consultation,  hourly  or  case 
rates  TOLL  FREE:  1-888-3MEDCON  or  1-888-363-3266 


MEDICAL  FINANCING  — We  buy  accounts  receivables 
on  a non-recourse  basis  and  provide  funding  for  your 
acquisition  of  new  practices.  For  a no  obligation  review, 
call  Guilin  Medical  Capital,  (800)  459-2384. 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don't  delay,  call  today! 

HI-GROWTH  INVESTMENTS 

(214)  868-9085 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


MD  MONEY  ADVISORS,  INC. 

& 

KANTI S.  PATEL,  M.D;  M.B  A 

Registered  Principal 
Securities  Offered  Through 

NORTHEAST  SECURITIES,  INC. 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  • Bonds  • Mutual  Funds  * Pension  • 
Plans  * IRA’s  * Trusts  • Keogh’s  • 
Professional  Money  Management 


805  West  Wadley 
Midland,  Texas  79705 


(800)  9STOCK  1 
Fax  (915)  686-0439 


Advertising  Rates  & Data  - Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50, 
per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  used  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 


5 to  9i/2  inches  $85/inch 

10  to  19i/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Melissa  McAdoo,  Advertising  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 16 

Arizona  Medical  Association 6 

Austin  Diagnostic  Clinic 15 

Autoflex  Leasing Inside  Front  Cover 
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El  Dorado  Insurance 15 
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Frontier  Insurance II 
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Jay  Menna  Insurance 7 

MedExchange 14 
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Residency  Program  35 

Scott  & White Back  Cover 
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Texas  Medical  Association  Insurance  Trust  ...  I 
Texas  Medical  Liability  Trust 

Inside  Back  Cover 

Timberlawn  Psychiatric  Hospital 23 

University  of  Oklahoma  87 
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Alan  J.  Winters,  MD,  JD  29 

Woodway  Financial  Advisors 35 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Educational  Opportunities 


ULTRASOUND  EDUCATION:  Specialties  of  OB/GYN, 
Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8502  Tybor 
Street,  Houston,  TX  77074.  Visit  our  website  at 
www.ahec-inc.com! 

Williamsburg  Conference  on  Heart  Disease. 

December  8-11,  1996;  Williamsburg,  Virginia.  Sponsored 
by  American  College  of  Cardiology.  Program  Director: 
William  C.  Roberts,  MD,  FACC.  18.5  Category  1 credit 
hours.  For  information,  call  (800)  253-4636,  ext.  695;  fax 
(301)  897-9745. 

TAX  STRATEGIES  FORTHE  90S  — Learn  137  strate- 
gies to  make  your  current  expenses  tax  deductible  and  how 
to  document  deductions  with  IRS-approved  methods. 
Locations  in  San  Antonio,  Dallas,  Amarillo,  and  Houston. 
Call  (800)  880-1300,  ext.  1421,  for  more  information. 


Announcing  tHe  Fourth  in  the  1996 
Series  of  Advanced  Seminars: 

Geriatrics  Update  for  primary 
CARE  PHYSICIANS:  A DIDACTIC  & 
Skills  Symposium  Craig  Rubin,  M.D.. 
Shelley  Roaten,  Jr.,  JVL.  D. , 

Albert  Roberts,  AT.D.  — Course  Directors 
CiWK.  Credit  offered 

December  7 , 1996  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Education 
214/648-2166;  i -800/688-8678;  FAX  214/648-2317 

Southwestern 

An  equal  opportunity  institution 


24TH  ANNUAL  CRITICAL  CARE  MEDICINE  COURSE 

March  1-6,  1997 
Marriott  Hotel 
Oklahoma  City,  Oklahoma 

Guest  Lecturers: 


John  E.  Heffner,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

University  of  Arizona  Health  Sciences  Center- Phoenix 

L.  David  Hillis,  M.D.  - Cardiology 

University  of  Texas  Southwestern  Medical  Center 

Susan  K.  Pingleton,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

Kansas  University  Medical  Center,  Kansas  City 

Roger  P.  Simon,  M.D.  - Neurology  & Psychiatry 

University  of  Pittsburgh,  Pittsburgh 

Robert  D.  Toto,  M.D.  - Nephrology/Critical  Care  Medicine 

University  of  Texas  Southwestern  Medical  Center  @ Dallas 

Program  Directors: 

Paul  V.  Carlile,  M.D.  and  Martin  H.  Welch,  M.D. 


Contact:  Ms.  Dora  Lee  Smith 
Course  Coordinator 
3SP  400  - P.O.  Box  26901 
Oklahoma  City,  OK  73190 
Tele:  (405)  271-5904 
Fax:  (405)  271-5892 

# 

HEATTH 

SCIENCES  CENTER 

TEACHING.  HEAUNG.  DISCOVERING 


Sponsored  by:  Department  of  Medicine 
College  of  Medicine 
The  University  of  Oklahoma 
Health  Sciences  Center 
and 

Veterans  Affairs  Medical  Center 

In  Conjunction  With:  Irwin  H.  Brown  Dept,  of 
Continuing  Education 

Accreditation:  AMA,  AAFP,  AOA,  ACEP 
(49  Hours) 


TMA  LIBRARY 


Beginning  an  Exploration  of  the 
Internet:  World  Wide  Web 
Up  to  2 hours  AMA/PRA  Category 
1 credit 

TMA  Library,  Austin,  4-6  p.m. 
(800)  880-1300,  ext.  1552 

Wednesday,  November  6 
Wednesday,  December  1 1 

Grateful  Med:  Computer  Access  to 
Information 

Up  to  4 hours  AMA/PRA  Category 
1 credit 

TMA  Library,  Austin,  1-5  p.m. 
(800)  880-1300,  ext.  1552 
Saturday,  November  23 
Saturday,  December  7 
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BackTalk 


Question 


What  can  be  done  to  improve 
health-care  delivery  to  immigrants? 


“T  hat  presupposes  that  we’re  not  doing  something  as 


well  as  we  could.  But  I dont  know  of  anything  we  re 
doing  wrong  or  anything  that’s  inadequate  with  our  delivery 
system.  I could  see  how  it  would  be  nice  to  have  immigrants 
screened  for  tuberculosis  and  their  children  for  immunizations, 
but  we  already  have  clinics  set  up  for  that.  Maybe  I’m  living  in 
the  Dark  Ages,  but  I think  everything’s  fine.” 


Lee  D.  Jones,  MD,  69 

family  practice,  Brownsville 


aintain  clinics  open  24  hours  a day.  This  reduces 


I trips  to  emergency  rooms.  Insurance  companies 
and  HMOs  should  contribute  a percentage  of  their  huge 
profits  to  the  care  of  indigents  and  research.” 


Vicente  Tavarez,  MD,  70 

general  surgery,  McAllen 


** 


emember  that  patients’  cultural  backgrounds 
i strongly  influence  their  understanding  of  illness 
and  their  willingness  to  comply  with  prescribed  therapy.” 


Stephen  J.  Spann,  MD,  45 

family  practice , Galveston 


“A  n agency  should  be  established  for  medical  and 


i surgical  care  of  aliens  for  precertification  for 
elective  procedures  and  care.  Emergency  care  should  also  be 
reported  to  the  agency  for  information  only.” 


Denton  A.  Cooley,  MD,  76 

vascular  surgery,  Houston 


ake  the  effort  to  understand  their  medical 
B B beliefs  and  priorities;  provide  health-care  ser- 


vices and  information  in  their  own  languages;  and  take  the 
services  into  their  communities.” 


Janet  C.  Gildea,  MD,  40 

family  practice,  El  Paso 


H|n  cases  infectious  disease,  critical  illnesses,  or 
-i  life-and-death  situations,  immigrants  should  be 
treated  like  other  American  citizens.  Possibly,  the  federal 
government  should  help  defray  the  actual  cost  of  treatment 
in  areas  where  there  are  large  numbers  of  immigrants.” 


Mario  E.  Ramirez,  MD,  70 

family  practice,  McAllen 


£ £^^ake  away  the  fear  of  prosecution.” 


Carlos  P.  De  Juana,  MD,  49 

urology,  McAllen 


MV  he  acceptance  of  all  immigrants,  especially  chil- 

B c 


dren,  into  the  health-care  system  is  critical. 
Indeed,  the  denial  of  that  access  will  place  this  country’s 
nonimmigrant  population  at  unnecessary  health  risks.” 


Carmen  Rocco,  MD,  43 

pediatrics,  Brownsville 


horough  screening  examinations  on  entrance  to 

■ ' 


the  United  States;  free  volunteer  medical  care 
through  medical  and  paramedical  groups;  and  medical  edu- 
cation — in  their  native  languages  — using  any  media  of 
communication  in  order  to  focus  on  preventive  medicine.” 


Claudio  Sanchez,  MD,  59 

emergency  medicine,  Corpus  Christi 


^4  Outreach:  Go  with  health  services  to  where  the 

■ # 


patients  are  via  mobile  vans,  temporary  sites, 
and  school-based  clinics.  2.  Education:  Stress  preventive, 
ongoing  care  vs  episodic  or  emergency  department  care.  3. 
Responsibility:  Make  patients  co-responsible  for  their 
ongoing  health  care.” 


Pedro  Castaneda,  Jr,  MD,  53 

pediatrics,  Laredo 
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For 


Ten 


Years 


All  We’ve 


Done  Is 


Lease 


Cars. 
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After  10  years  in  practice,  you  're  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing.  We  are  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Texas  Dental  Association.  So,  call  an  Autoflex 
leasing  specialist  today. 


^ Tex 

L 


TexasMedical 

Association 


Auto/fer 

(l  E A S I N G) 

Call  1-800-634' 1 234 
or  214 C34 C234 


You  can’t  count  on  a cookie  to  provide  good  fortune. 

You  can  count  on  TMAIT. 


Responsible  financial  planning 
for  the  future  takes  more  than 
good  luck.  TMAIT  provides  you 
a choice  of  traditional  indemnity 
plans  or  the  new  Group  Plus 
niof -Service  (POS)  plan  for  you,  your  family,  and 
ir  office  staff. 


10  Years^fk. 


know  and  understand  the  financial  needs  and  con- 
cerns of  other  TMA  physicians  like  you. 

TMAIT  offers  you  financial  security,  stability  and 
responsive  service. 

Call  TMAIT  at  1-800-880-8181  for  more  information. 


vlAIT  is  endorsed  and  was  created  by  the  TMA.  Its 
)ard  of  Trustees  includes  TMA  physicians  who 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Tfcx; 

Asm 


Tfcxas  Medical 
Association 


P.O.  Box  1707,  Austin,  Texas 


78767-1707  • In  Austin  370-1776  • In  Houston  224-5309  • Fax  (512)370-1799 

Underwritten  by  The  Prudential  Insurance  Company  of  America 
Prudential  Plaza,  Newark,  NT  07102 
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TexasMedicine 


Cardiologist  Paul  Tucker,  MD,  of  Interventional 
Cardiovascular  Consultants,  in  Austin,  discusses 
test  results  with  Duane  See. 
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COVER  STORY 


Hats  off  to  Texas 
medical  schools 

For  medical  schools  across  the  country,  changing 
hats  means  changing  curricula  to  steer  more  stu- 
dents toward  primary  care  specialties.  Under  pres- 
sure from  market  forces  and  the  state  legislature, 
Texas  schools  are  making  the  grade. 

BY  LARRY  BeSAW 


Cover  illustration  by  JAMES  T.  PENDERGRAST 


m 


Law 

Tracking  down 

{the  bad  guys 30 

A new  law  makes  it  easier  to  get  tough  on  health-care  fraud 
and  abuse. 

BY  TERI  LEE  JONES 


Legislative  Affairs 

Step  by  step 24 

Who  d have  thought  it?  Afier  the  Clinton  plan  debacle  of 
1994,  Congress  has  finally  passed  meaningful  health-sys- 
tem reforms. 

BY  KEN  ORTOLON 
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You  don  't  make  a place  tor  you  r- 
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We  know  how  hard  you  work, 
because  we’ve  been  in  business  with 
cattlemen  lor  more  than  75  years. 
We’re  your  locally-owned  and  oper- 


ated Federal  Land  Bank  Association. 

You  won’t  Find  a better  under- 
standing ot  your  business,  or  your 
hnancial  needs,  anywhere  else 
when  acquiring  or  rehnancing 
land,  making  improvements,  or 


purchasing  capital  equipment. 

When  it  comes  to  serving  the 
Financial  needs  ol  livestock  produc- 
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that  ’s  something  you  can  bank  on. 
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Marie  Sck  aefer,  MD,  UTMB’s  first  female  faculty  memker, 
keld  ker  post  at  tke  turn  of  tke  century? 
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ilestones,  dates  of  1997  medical  meetings,  and  interesting 
eack  montk. 
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Newsmakers 


Jaime  R.  Garza,  MD,  DDS,  was  named 
chiel  of  the  Plastic  and  Reconstructive 
Surgery  Division  at  The  University  ol 
Texas  Health  Science  Center  at  San 
Antonio  and  chief  ol  plastic  surgery  at 
Audie  Murphy  Veteran’s  Administra- 
tion Hospital  in  San  Antonio. 

Houston  ophthalmologist  Louis  J.  Gi- 
rard, MD,  was  honored  with  the  cre- 
ation of  The  Louis  J.  Girard,  MD, 
Distinguished  Chair  in  Ophthalmol- 
ogy at  The  University  of  Texas  Med- 
ical Branch  at  Galveston. 

The  American  Heart  Association, 
Texas  Affiliate,  Inc,  gave  Longview 
cardiologist  Rodney  L.  Henry,  MD,  the 
Paul  V.  Ledbetter,  MD,  Physician  Vol- 
unteer of  the  Year  Award. 

Harold  R.  High,  MD,  Cuero,  received 
j the  Texas  Family  Physician  ol  the  Year 
i Award  from  the  Texas  Academy  of 
Family  Physicians. 

Amarillo  pediatrician  Gerald  Holman, 
MD,  was  selected  chair  for  the  Ameri- 
can Academy  of  Hospice  and  Pallia- 
tive Medicine,  formerly  the  American 
Academy  ol  Hospice  Physicians. 

Dallas  internist  Lynne  Kirk,  MD,  was 

Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of,  or  honors  from, 
a national  or  state  organization;  or,  space  permitting,  recogni- 
tion at  the  local  level.  Items  for  the  Newsmakers  section  are  pub- 
lished at  the  discretion  of  the  managing  editor.  Submit  items  for 
consideration,  with  photos  if  possible,  to  Johanna  Fratike,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512) 
370-1632;  e-mail  johanna_f@texmed.org 


named  governor-elect  of  the  North 
Texas  Academy  Chapter  ol  the  Amer- 
ican College  of  Physicians. 

Houston  pediatrician  John  L.  Kirkland, 
MD,  was  elected  to  the  board  ol  direc- 
tors ol  the  Houston  Chapter  of  the 
American  Diabetes  Association. 

Cardiologist  Zvonimir  Krajcer,  MD,  of 

Houston,  received  the  Robert  J.  Hall, 
MD,  Outstanding  Attending  Physi- 
cian Award  from  the  cardiology  fel- 
lows  at  The  Texas  Heart  Institute. 

Houston  allergist  John  R McGovern,  MD, 

was  honored  lor  his  longtime  support  of 
the  Houston  Academy  of  Medicine- 
Texas  Medical  Center  Library  when  the 
library’s  historical  center  was  renamed  as 
the  John  P.  McGovern  Historical  Col- 
lections and  Research  Center. 

Brownwood  obstetrician-gynecologist 
R Michael  Schultz,  MD,  was  elected  to 
serve  as  a member  ol  the  board  ol  di- 
rectors of  the  American  Association  of 
Physician  Specialists. 

Laura  Bush,  wife  ol  Gov  George  W. 
Bush,  presented  Dallas  pediatrician 
Janet  Squires,  MD,  with  an  award  Irom 
Bryan’s  House,  a child-care  facility  lor 
lamilies  affected  by  AIDS  and  HIV,  for 
the  UT  Southwestern  Department  of 
Pediatrics’  work  in  aiding  these  families. 

San  Antonio  internist  Daniel  D.  Von 
Hoff,  MD,  has  been  asked  to  serve  as  a 
member  of  the  board  ol  scientific  ad- 
visors of  the  National  Cancer  Institute 
through  June  30,  1998. 


Jaime  R.  Garza,  MD,  DDS  Louis  J.  Girard,  MD 


Lynne  Kirk,  MD  John  R McGovern,  MD 


Deaths 


Frederick  William  Braastad,  MD,  81; 

Houston;  University  of  Michigan 
Medical  School,  1940;  died  August 
25,  1996. 

Jack  Ritchey  Chandler,  MD,  71;  San 

Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1953; 
died  July  29,  1996. 

Stanley  Lewis  Clayton,  MD,  78;  Deni- 
son; The  University  of  Texas  Medical 
Branch  at  Galveston,  1941;  died  Au- 
gust 31,  1996. 

Gerald  Sherman  Dowdy,  Jr,  MD,  69; 

Houston;  University  of  Oklahoma 
College  of  Medicine,  1953;  died  Au- 
gust 10,  1996. 


VOLUME  92  ★ NUMBER  II 


9 


i’  Licensed  and  admitted  carrier  with 
S&P  rating  of  A+  for  claims  paying  ability. 

W Cost-saving  policy  with  premium 
financing  available. 

W Risk  Management  Program  to  help 
you  return  to  a standard  policy. 

W Coverage  for  all  specialties  and 
an  alternative  to  the  JUA  program. 

El  Dorado  is  dedicated  to  the  unique 
needs  of  the  medical  professional. 

For  more  information, 
call  Claudia  Cox  or  Boh  King  at 
(800)  221-3386  or  (713)  521-9251, 
or  Fax  (713)  521-0125. 

EL  DORADO 

INSURANCE  AGENCY,  INC. 

“INSURANCE  PLUS”.  . . SINCE  1968 

P.O.  Box  6657 1 • Houston,  Texas  77266-6571 

© 1996,  El  Dorado  Insurance  Agency,  Inc. 


Sick  Over  Malpractice 
Insurance  Premiums? 


Rejected,  cancelled  or  non-renewed? 

In  a high-risk  specialty? 
El  Dorado  has  the  cure! 


FREEMAN  E>  COCKERELL 


DERMATOPAT  II  O I O G V 


9 Diagnostic  Dermatopathology 
B Evaluation  of  Margins 
B Immunofluorescence 
B Immunohistochemistry 
B Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


ORATORIES 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAYJ.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS,  TEXAS  75235 


People 

Boyce  Elliott,  MD,  86;  Jourdanton; 
Case  Western  Reserve  University 
School  of  Medicine,  1936;  died  Au- 
gust 22,  1996. 

Hector  Perez  Garcia,  MD,  82;  Corpus 
Christi;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1940;  died 
July  26,  1996. 

Thomas  Hall  Guthrie,  Jr,  MD,  84; 

Lafayette,  La;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1936; 
died  September  4,  1996. 

Oscar  Edward  Hall,  Jr,  MD,  77;  Cuero; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1950;  died  Feb- 
ruary 27,  1996. 

Francis  Leon  Jaubert,  Jr,  MD,  72;  Bay- 
town;  Tulane  University  School  of 
Medicine,  1947;  died  August  24, 
1996. 

Charles  Clinton  Jones,  Jr,  MD,  79;  Ker- 
rville;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1940;  died  Au- 
gust 22,  1996. 

Donald  Lapan  Kelley,  MD,  67;  Austin; 
Boston  University  School  of  Medi- 
cine, 1958;  died  August  7,  1996. 

Gerald  Lawayne  Marable,  MD,  71; 

Lubbock;  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 1954;  died  August  6,  1996. 

Billy  Bert  Markette,  MD,  77;  San  An- 
tonio; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1944;  died  August  21,  1996. 

Mary  Cassandra  Matustik,  MD,  47; 

Fort  Worth;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1973; 
died  August  18,  1996. 

George  Cooper  Morris,  Jr,  MD,  72; 

Houston;  University  of  Pennsylvania 
School  of  Medicine,  1948;  died  Au- 
gust 29,  1996. 
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Dean  Huston  Morrow,  MD,  65;  Hous- 
Iton;  Indiana  University  School  of 
Medicine,  1956;  died  July  16,  1996. 

Eugene  Douglas  Perrin,  MD,  75; 

Cameron;  Baylor  College  of  Medicine, 
j 1945;  died  August  12,  1996. 

Kerry  Worth  Rasberry,  DO,  52;  Pales- 
j tine;  College  ot  Osteopathic  Medicine 
and  Surgery-Des  Moines,  1972;  died 
July  19,  1996. 

Ray  E.  Santos,  MD,  63;  Lubbock;  1 he 
University  ofTexas  Medical  Branch  at 
Galveston,  1958;  died  September  4, 
1996. 


Practice  Management  Solutions 

for  Texas  Healthcare  Providers 


Computerized  Patient  Records  System 
Medical  Office  Management  System 
•Automated  Billing  & A/R  Tracking 
•Electronic  Claims  Submission 
•Superbill  Encounter  Forms 
•Appointment  Scheduling 
•Managed  Care  Tracking 
•Revenue  Reporting 
•Report  Writer 
All  are  fully  integrated  in  our 
Practice  Management  PLUS  System 


TX  V. 

THIN 


:T:  EXAS 
(jEALTH 
jj  NFORMATION 
m ETWORK 


Arthur  Freels  Terry,  MD,  48;  Fort 
Worth;  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio, 1974;  died  August  27,  1996. 


American  Medical  Software” 

"Simply  the.  Bail” 

800-423-8836 


EmCare  Physician  Staffing  Services  has  the  perfect  opportunity  waiting  for 
you.  As  a full  service  physician  staffing  company  we’re  prepared  to  meet  your 
every  need. 


Whether  it’s... 

• Physician  Search  • Locum  Tenens  • Contract  Management 

Don’t  wait  for  a knock  on  the  door.  Call  us  today.  Your  opportunity  is  waiting. 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 
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Texas  photographer 
goes  on  medical  mission 


Susan  Gaetz,  a regular 
contributor  to  Texas 
Medicine,  volunteered 
to  travel  and  photograph 
the  Flying  Doctors  of  Amer- 
ica on  a medical  mission  to 
Peru  in  June  1 996.  Eighteen 
volunteers,  including  physi- 
cians, dentists,  chiroprac- 
tors, nurses,  students,  and 
business  people,  treated 
about  1,200  patients  in  and 
around  Huilloq,  a remote 
village  11,500  ft  up  in  the 
Andes  Mountains. 

The  primary  people 
served  were  the  indigenous 
Quechuan  Indians,  descen- 
dants of  the  Incas,  who  live 
in  primitive  adobe  homes 
with  dirt  floors,  no  run- 
ning water,  and  no  electric- 
ity. They  lead  strenuous, 
agrarian  lives,  harshened  by 
the  effects  of  high  altitude, 
strong  sunlight,  and  the 

Cecelia  Kane,  MD,  of  Atlanta, 
Ga,  examines  a child’s  ear  during 
a routine  screening. 


steep  mountainsides  on 
which  they  live  and  grow 
crops. 

The  Indians  have  little 
or  no  access  to  formal  med- 
ical care.  Their  medical 
problems,  a direct  result  of 
their  lifestyles,  include  se- 
vere back  and  neck  strains, 


malnutrition  Irom  eating 
primarily  potatoes  and  lima 
beans,  and  parasitic  infec- 
tions caused  by  exposure  to 
contaminated  feces  from 
animals  living  in  and 
around  their  homes. 

Ms  Gaetz  shot  more 
than  70  rolls  of  film.  Dur- 


ing the  day,  she  worked 
alongside  the  doctors  and 
staff,  documenting  patient 
examinations,  treatment, 
and  surgery.  She  also  spent 
time  hiking  in  the  area  and 
visiting  with  families  in 
nearby  villages. 

“I  am  used  to  pho- 
tographing doctors  in  of- 
fices and  hospitals  — 
environments  where  they 
seem  competent  and  se- 
cure,” Ms  Gaetz  said.  “It 
was  interesting  and  reward- 
ing to  see  these  doctors  care 
for  patients  in  unfamiliar, 
informal  surroundings  us- 
ing very  basic  equipment. 
The  effect  of  their  care  was 
obvious  in  the  faces  of  the 
patients  they  treated.” 

Allan  Gathercoal,  found- 
er and  president  of  the  Fly- 
ing Doctors,  said  photo- 
graphy is  a “priceless  tool  for 
recruiting  volunteers  and 
funding,  and  for  bringing 
compassion  for  the  human 
condition  to  US  medical 
communities.” 
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Qiiecbuan  children  surround  photographer  Susan  Gaetz  in  the  Huilloq 
school  yard. 


The  swollen  abdomen  of  this  young  child  could  be  a sign  of  parasitic  in- 
fection. 


A Quechuan  boy  carries  a load  of 
dried  corn  husks.  Nearly  all  the 
adult  Qiiechuan  Indians  seen  by 
the  mission  team  had  lower  back 
pain  and  muscle  strain  caused  by 
carrying  heavy  loads  on  the  steep 
terrain. 


A couple  waits  to  see  an  oph- 
thalmic surgeon  in  the  Andean 
town  of  Urubamba. 


The  Flying  Doctors  of 
America  is  a nonprofit, 
nonsectarian,  nonpolitical 
organization  that  sends  vol- 
unteer physicians,  dentists, 
and  nonmedical  support 
teams  into  remote  areas  of 
the  world  to  serve  the 
poorest  ol  the  poor.  In  6 
years,  the  group  has  flown 
more  than  80  missions  and 
served  more  than  56,000 
children  and  adults.  Cur- 
rent destinations  include 
Central  and  South  Amer- 
ica, Thailand,  and  India. 

Also  volunteering  on 
the  Peru  mission  was  Ce- 
celia Kane,  MD,  an  Atlanta 
psychiatrist  and  1992  grad- 
uate of  Texas  Tech  Univer- 
sity School  of  Medicine. 
Dr  Kane,  who  has  kept  her 
Texas  license  current  and 
hopes  to  move  back  to  the 
Lone  Star  State,  was  the 
team  pediatrician  and  gy- 
necological consultant  in 
Peru,  treating  more  than 
250  patients. 

Said  Dr  Kane,  “It  was 
very  touching  to  be  able  to 
work  with  the  children 
and  deliver  care  that  we 
consider  to  be  so  basic  for 
good  health,  so  that  they 


have  a better  chance  ol  be- 
ing healthy  adults.” 

For  more  information 
or  to  volunteer  for  a mis- 
sion, call  (770)  451-3068 
or  write  Flying  Doctors  of 
America,  1951  Airport  Rd, 
DeKalb-Peachtree  Airport, 
Atlanta,  GA  30341. 


Editor’s  note:  An  exhibit  of 
Susan  Gaetz  photographs  ti- 
tled “. Physicians  Caring  for 
Texans ” is  on  display  in  the 
Texas  Medical  Associations 
History  of  Medicine  Gallery. 
See  article  below. 


Photography  exhibit 
spotlights  physicians 

Physicians  Caring  for  Texans,”  an  exhibit  of 
work  by  photographer  Susan  Gaetz,  is  on 
display  at  the  Flistory  of  Medicine  Gallery 
from  November  1,  1996,  through  February  28, 
1997.  The  exhibit  includes  more  than  50  black-and- 
white  images  of  Texas  doctors  and  their  patients. 

Ms  Gaetz  is  a regular  contributor  to  Texas  Medi- 
cine, and  many  of  the  exhibit  photographs  were  taken 
while  on  assignment  for  the  magazine.  Sixteen  physi- 
cians and  one  medical  student  from  across  the  state 
are  featured  at  their  offices,  in  operating  rooms,  and 
with  their  families. 

The  gallery  is  located  on  the  first-floor  lobby  of 
the  Texas  Medical  Association  building  at  401  W 
15th  St  in  Austin.  The  exhibit  can  be  viewed  from 
8:15  am  to  7 pm,  Monday  through  Friday,  and  9 am 
to  1 pm  on  Saturday.  The  TMA  building  is  closed  on 
major  holidays.  For  more  information,  contact  Patty 
Mullins  in  the  TMA  Library  at  (800)  880-1300,  ext 
1543,  or  (512)  370-1543. 
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Physician  leaders  face  challenges  of 
managed  care  at  fall  conference 

Health-system  reform  in  the 
'90s  is  “the  opportunity  of  a 
lifetime,”  said  Daniel  H. 
Johnson,  Jr,  MD,  president  of  the 
American  Medical  Association,  in 
his  keynote  address  to  the  Texas 
Medical  Association’s  1996  Fall 
Leadership  Conference.  More  than 
700  physicians,  medical  students, 
and  invited  guests  attended  the  pro- 
gram September  21  in  Austin. 

Dr  Johnson  stressed  that  physi- 
cians need  to  keep  in  mind  the  five 
P’s  of  personal  power  when  trying  to 
take  advantage  of  health-system  re- 
form opportunities:  purpose,  pride, 
patience,  persistence,  and  perspec- 
tive. “The  fact  that  you’re  here  sets 
you  apart  from  the  average  physi- 
cian,” Dr  Johnson  told  the  attendees. 
“Don't  underestimate  yourself.’’ 

Texas  Attorney  General  Dan 
Morales  updated  physicians  on  the 
lawsuit  Texas  filed  in  federal  court 
against  the  tobacco  industry,  which 
Mr  Morales  described  as  “the  biggest, 
most  politically  important,  and 
wealthiest  political  lobby  on  the 
globe.”  The  suit,  which  he  predicted 
will  reach  the  courtroom  by  early  sum- 
mer 1997,  seeks  $4  billion  in  damages 
to  reimburse  tax  dollars  spent  on  Med- 
icaid patients  suffering  from  smoking- 
related  illnesses,  prohibition  of 
tobacco  advertising  that  targets  kids, 
and  disclosure  of  the  harmful  effects  of 
tobacco  use  to  the  public. 

State  Representative  Ralph  M. 
Hall  (D-Rockwall)  spoke  at  the  con- 
ference luncheon  about  past  legisla- 
tive victories  for  medicine  and  future 
challenges.  He  received  a TMA  Spe- 
cial Recognition  Award  for  his  stead- 
fast advocacy  for  patient  rights. 
Robert  J.  Provan,  JD,  of  Austin,  pre- 
sented the  Philip  R.  Overton  Lec- 
tureship in  Medicine  and  the  Law  on 
physicians  and  the  Americans  with 
Disabilities  Act. 


TMA  President  Hugh  Lamensdorfi  MD,  welcomes  participants  to  the  TMA  1996  Fall  Leader- 
ship Conference  in  Austin.  Theme  of  the  conference  was  “ Turning  Challenge  into  Opportunity.  ’ 


Daniel  H.  Johnson,  Jr,  MD,  president  of  the 
American  Medical  Association,  encouraged 
physicians  to  get  inside  the  health-care  system 
and  talk  to  the  AMA  rather  than  “standing 
outside  throwing  rocks.  ” Dr  Johnson  is  a Texas 
native  now  practicing  diagnostic  radiology  in 
Metairie , La. 

Alan  C.  Baum,  MD,  chair  of  the 
TMA  Board  of  Trustees,  recognized 
TMA  Executive  Vice  President 
Robert  G.  Mickey  for  29  years  of 
TMA  service.  “He’s  steadfast,  he  has 
resisted  quick  fixes,  and  his  strength 
of  character  has  had  enduring  influ- 
ence on  those  with  whom  he  works,” 
Dr  Baum  said.  Mr  Mickey  retires  at 


Texas  Attorney  General  Dan  Morales  said  he 
expects  the  federal  court  where  the  Texas  law- 
suit will  be  tried  to  be  tough  on  tobacco  com- 
panies’ typical  pretrial  stalling  tactics.  “I  think 
we  have  them  on  the  run,  ” Mr  Morales  said. 
“They’ve  never  been  under  this  degree  of  as- 
sault. ’’ 

the  end  of  the  year. 

TMA  councils,  committees,  and 
other  groups  met  in  conjunction 
with  the  conference.  Physicians  also 
attended  workshops  on  strategies  for 
the  defendant  physician  and  5.01(a) 
opportunities  and  pitfalls.  A priority 
planning  meeting  immediately  fol- 
lowed the  conference. 
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TMA  Executive  Vice  President  Robert  G.  Mickey,  left,  was  recognized 
for  29  years  of  TMA  service.  Beside  him  are  his  wife,  Anita  Mickey, 
and  Alan  C.  Baum,  MD,  chair  of  the  TMA  Board  of  Trustees.  Mr 
Mickey,  the  associations  executive  vice  president  and  chief  executive  offi- 
cer for  the  last  10  years,  retires  at  the  end  of  the  year. 


Rose  Crum-Johnson,  regional  administrator  for  the  Health  Care  Fi- 
nancing Administration  (HCFA)  in  Dallas,  praised  Texas  physicians  for 
helping  HCFA  implement  new  reforms.  “Our  common  goal  is  what  is 
best  for  patients,  "Ms  Crum-Johnson  said.  Recent  Medicare  restructur- 
ing was  not  an  attempt  to  reduce  deficits,  she  said,  but  rather  was 
preparation  for  future  beneficiaries,  who  will  be  “older,  sicker,  and  more 
disabled’’  than  those  of  today. 


Dan  S.  Wilford,  president  of  the  not-for-profit  Memorial  Healthcare 
System  in  the  Houston  area,  talks  with  former  TMA  President  Betty 
Stephenson,  MD.  Mr  Wilford  told  physicians  that  managed  care  will 
account  for  42%  of  his  hospital  system's  revenues  this  year,  compared  to 
0 in  1986.  Mr  Wilford  said  provider-based,  not-for-profit  health  plans 
are  the  best  way  to  deal  with  managed  care.  “If  doctors  and  hospitals 
don’t  work  together,  we’ve  had  it.  ” 


From  right,  Clifford  Findeiss,  MD,  president  of  InPhyNet  Medical 
Management  Inc,  and  Erie  Chapman,  JD,  chief  executive  officer,  chat 
with  Mr  Wilford  of  Memorial  Healthcare  System  and  Dr  Stephenson. 
“We  believe  very  strongly  that  physicians  need  to  band  together  and  re- 
take the  high  ground  that  we  have  lost  over  the  last  few  decades,  ” Dr 
Findeiss  said.  InPhyNet  has  been  endorsed  by  TMA’s  Texas  Physician 
Services  Organization  to  provide  practice  and  network  management 
services  for  Texas  physicians. 
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By  T E R I Lee  Jones,  Associate  editor 

Cardiology 

Pump  it  up 


CARDIOLOGY  IS  THE  LARGEST  AND  FASTEST 
growing  internal  medicine  subspecialty.  It  be- 
came a certified  subspecialty  in  1941,  right  be- 
fore specialties  began  their  explosive  post- World  War  II 
growth.  By  the  early  1970s,  8 out  of  10  internal  medicine 
residents  chose  further  subspecialty  training.  Cardiology 
has  been  described  as  a discipline  especially  rich  in  inno- 
vations in  the  last  decade.  And  cardiologists  say  heart  dis- 
ease, which  is  still  the  No.  1 killer  of  Americans,  is  being 
managed  differently  than  it  was  just  15  years  ago,  with 
better  results. 

Number  of  cardiologists  in  Texas:  1,052 
Number  in  the  nation:  18,437 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  53.4%  of  those  physicians  who  had  described 
cardiovascular  medicine  as  their  primary  specialty  be- 
tween 1981  and  1994. 

Typical  income  range:  $230,000  to  $330,000 

Key  concern:  Impact  ol  managed  care  on  access  to  spe- 
cialized cardiologic  care. 


What  cardiologists  like  most  about  their  specialty:  Abil- 
ity to  make  a profound  difference  in  patients’  lives 
quickly;  treatment  innovations  in  both  equipment  and 
drugs;  performing  technical  procedures. 

What  cardiologists  often  don’t  like  about  their  specialty: 

Unpredictable  schedules;  long  hours;  physical  and  emo- 
tional toll  of  caring  for  many  seriously  ill,  hospitalized 
patients. 

It  helps  if  cardiologists  . . . can  visualize  things  in  three  di- 
mensions. 

Cardiologist  stereotype:  Compulsive  type  As. 

Personality  traits:  Intellectually  curious;  enjoy  solving 
complex  problems;  excited  about  new  things;  gadget 
lovers. 


Sources:  Texas  State  Board  of  Medical  Examiners,  American  College  of 
Cardiology,  Texas  Chapter  of  the  American  College  of  Cardiology,  Amer- 
ican Medical  Association. 


1949  1992 

American  College  of  Cardiology  founded.  Membership  now  totals  Texas  Chapter  of  the  American  College  of  Cardiology  founded.  Mem- 

22,300.  bership  currently  totals  750. 


1 6 


TEXAS  MEDICINE  ★ NOVEMBER  1996 


TEXAS  MEDICINE  ROUNDS 


Running  for  health 

Healthy  Patient  2000  5K  Run/ 5 K Walk  participants  are  cheered  on  by  Susan  Rudd  Wynn , 
MD,  far  right,  official  starter  and  chair  of  the  Healthy  Patient  2000  Task  Force.  With  260 
runners  and  walkers,  the  race  was  held  in  conjunction  with  the  Texas  Medical  Association 
Fall  Leadership  Conference  in  September  to  promote  healthy  living  and  the  physician-pa- 
tient relationship. 


Texas  hospitals  fare  well 
in  magazine’s  rankings 

Eight  1’exas  medical  institutions 
earned  spots  among  the  126 
hospitals  that  received  the 
highest  scores  in  the  seventh  annual 
“America’s  Best  Hospitals”  rankings 
published  by  US  News  & World  Re- 
port in  August. 

The  University  ofTexas  M.D.  An- 
derson Cancer  Center  in  Houston 
ranked  in  10  of  the  16  specialties  sur- 
veyed: cancer  (2),  gynecology  (3), 
urology  (8),  otolaryngology  (9),  or- 
thopedics (17),  neurology  (19),  en- 
docrinology (21),  gastroenterology 
(27),  AIDS  (34),  and  rheumatology 
(33).  M.D.  Anderson  also  ranked  9th 
in  the  “Honor  Roll”  category,  for 
which  a hospital  had  to  rank  among 
the  top  10  in  at  least  three  specialties. 

Baylor  University  Medical  Center 
in  Dallas  ranked  in  eight  specialties: 
rehabilitation  (7),  urology  (11),  gas- 
troenterology (12),  ophthalmology 
(12),  cardiology  (25),  neurology 
(29),  geriatrics  (30),  and  endocrinol- 
ogy (34). 

Parkland  Memorial  Hospital  in 
Dallas  ranked  in  seven  specialties: 
gynecology  (8),  endocrinology  (9), 
gastroenterology  (18),  rheumatology 
(21),  urology  (27),  orthopedics  (30), 
and  otolaryngology  (31). 

Scott  & White  Memorial  Hospi- 
tal in  Temple  ranked  in  three  special- 
ties: urology  (28),  cancer  (35),  and 
orthopedics  (37).  The  Methodist 
Hospital  in  Houston  ranked  in  two 
specialties:  cardiology  (14)  and  or- 
thopedics (31). 

The  Texas  Heart  Institute  of  St 
Luke’s  Episcopal  in  Houston  ranked 
5th  in  cardiology,  Texas  Children’s 
Hospital  in  Houston  ranked  17th  in 
pediatrics,  Hermann  Hospital  in 
Houston  ranked  40th  in  endocrinol- 
ogy, and  The  University  of  Texas 
Medical  Branch  hospitals  in  Galve- 
ston ranked  4 1st  in  otolaryngology. 
The  hospitals  were  ranked  by 


reputation  as  well  as  by  two  kinds  of 
information  in  12  of  the  16  special- 
ties: death-rate  statistics  and  a col- 
lection of  measures  specific  to  each 
specialty  that  physicians  and  social- 
science  researchers  believe  reflect  the 
quality  of  care. 

Drug  development  program  seeks 
new  anticancer  drugs  for  kids 

Researchers  at  The  University 
ofTexas  Health  Science  Cen- 
ter at  San  Antonio  are  creat- 
ing a drug  development  program  to 
find  and  test  new  anticancer  drugs 
specifically  for  children. 

“Adults  and  children  have  differ- 
ent types  of  cancer,  and,  often,  a 
drug  that  works  well  for  adults  is 
not  effective  in  children,”  said  pedi- 
atrician Steven  D.  Weitman,  MD, 
PhD.  While  adults  tend  to  get  colon 


cancer,  breast  cancer,  cervical  cancer, 
and  others  on  the  surface  of  the 
body  that  interact  with  the  environ- 
ment, children  develop  cancer 
deeper  in  the  body  such  as  a Wilms’ 
tumor  on  the  kidney  or  a neuroblas- 
toma. Most  new  anticancer  drugs 
are  geared  toward  adult  patients  and 
may  not  help  the  7,000  new  child- 
hood cancer  patients  diagnosed  each 
year  in  the  United  States,  Dr  Weit- 
man says. 

The  new  program,  which  will 
also  work  to  shorten  the  time  from 
the  laboratory  testing  phase  to  pa- 
tient treatment,  has  been  funded  by 
the  San  Antonio  Area  Foundation, 
RGK  Foundation  of  Austin,  and  the 
Elsa  U.  Pardee  Foundation  of  Mid- 
land, Mich.  Dr  Weitman  also  has  ap- 
plied the  funds  he  received  for 
earning  a career  development  award 
from  the  American  Cancer  Society 
toward  the  program. 
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This  white  paper,  or  position  paper, 
resulted  from  deliberations  of  the  Caucus  of  the 
Chairs  of  Texas  Academic  Departments  of  Pathol- 
ogy, which  is  a group  constituted  by  the 
Texas  Society  of  Pathologists  (TSP).  While 
still  serving  as  chair  of  the  Department  of 
Pathology  and  Laboratory  Medicine  at 
The  University  of  Texas-Houston  Medical 
School,  1 was  charged  by  Susan  M.  Strate, 

MD,  then  TSP  president,  to  lead  the  cau- 
cus in  developing  a position  paper  on 
town-gown  issues  affecting  pathology. 

The  resultant  white  paper  is  a product 
of  subsequent  discussions  involving 
Michael  Lieberman,  MD,  of  the  Baylor 
College  of  Medicine;  David  Walker,  MD, 
of  The  University  of  Texas  Medical  Branch 
at  Galveston;  Errol  Friedberg,  MD,  of  The 
University  of  Texas  Southwestern  Medical 
Center;  Julius  Gordon,  MD,  of  the  Texas 
A&M  Medical  School;  and  myself,  includ- 
ing a concluding  session  at  the  annual  TSP 
meeting  on  February  2,  1996,  in  Dallas. 

This  report  has  been  accepted  by  TSP 
and  incorporated  into  the  planning  of  that 
organization.  We  present  this  white  paper 
to  the  larger  community  of  Texas  medi- 
cine because  we  know  the  issues  addressed  have  broad  rele- 
vance outside  of  pathology,  and  with  the  intention  that  our 
deliberations  will  provide  a basis  for  further  dialogue  and  in- 
sights regarding  issues  affecting  us  all. 

The  issues 

The  sweeping  changes  and  reorganization  involving  medi- 
cine are  having  a major  impact  on  the  practice  of  pathology, 
perhaps  more  than  other  medical  disciplines,  because  of  the 
broad  interweaving  of  pathology  in  the  infrastructure  of 
medical  practice. 

Relationships  between  academic  departments  of  pathology 
and  private  practitioners  of  pathology  in  Texas  have  generally 
been  amicable  and  collegial  in  the  past.  However,  the  current 
environment  is  causing  increasing  strain  in  the  relationships 
between  the  two  groups.  The  private  practice  community  is 
alarmed  by  what  it  perceives  to  be  institution-subsidized  or 
state-subsidized  competition  with  the  private  sector.  Con- 
versely, academic  departments  of  pathology  find  significant 
erosion  in  their  traditional  practice  bases  and  revenue  streams. 
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The  chairs  of  the  academic  departments  recognize  that  private 
practice  pathologists  as  well  as  academic  pathologists  are  fac- 
ing significant  threats  to  their  practices.  Therefore,  the  chairs 
of  academic  departments  have  provided  the 
following  observations  regarding  the  issues 
and  concerns  of  academic  pathology  as  well 
as  our  recognition  of  the  issues  and  concerns 
of  the  private  sector,  with  the  goal  of  reach- 
ing common  ground  on  these  vexing  issues. 

Academic  mission  and  goals 

The  traditional  tripartite  mission  of  acade- 
mic pathology  departments  is  to  provide 
education  to  medical  students,  pathology 
residents,  and  other  trainees;  to  conduct 
research;  and  to  provide  laboratory  services 
to  the  patients  of  the  medical  staff  of  the 
academic  practice.  In  the  past,  revenue 
streams  have  been  sufficient  for  these  re- 
sponsibilities; however,  this  is  becoming 
increasingly  less  so.  In  order  for  the  tradi- 
tional functions  of  academic  pathology  de- 
partments to  be  carried  out,  departments 
must  first  of  all  survive  financially. 

In  the  past,  revenues  have  come  in  the 
form  of  state  appropriations  and  endow- 
ments, student  fees,  other  institutional 
sources,  research  grants,  and  service  earnings.  For  state  insti- 
tutions, in  recent  years,  state  appropriations  have  progres- 
sively declined  as  a percentage  of  overall  budgets  as  expenses 
have  increased.  State  contributions  now  amount  to  no  more 
than  10%  to  20%  of  the  total  budgets  of  state  university  de- 
partments. Other  institutions,  such  as  Baylor  College  of 
Medicine,  get  state  appropriations  only  for  medical  educa- 
tion based  on  their  number  of  Texas  students.  The  Texas  sit- 
uation is  reflective  of  national  trends  documented  by  the 
American  Association  of  Medical  Colleges  in  The  Journal  of 
the  American  Medical  Association  (1995;274:723-730). 

Thus,  state  appropriations  now  represent  only  a small 
percentage  of  the  overall  budgets  of  academic  departments 
of  pathology.  Clearly,  clinical  income  is  required  in  a major 
way  to  support  the  education  and  research  missions  of  the 
departments.  Furthermore,  departments  are  required  to  pay 
some  levy  from  their  clinical  earnings  for  the  overall  support 
of  the  institution.  This  situation  does  not  support  the  con- 
cept that  taxpayers’  dollars  are  being  used  to  support  the  de- 
partments’ clinical  practices.  Rather,  clinical  income  is  being 
used  to  support  the  academic  mission. 

In  the  future,  we  may  expect  state  appropriation  funds  to 
become  tighter  and  student  fees  to  remain  a very  small  part 
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of  the  total  budget.  Research  funds  arc  likely  to  become 
tighter  with  increasing  diversion  of  federal  health  dollars 
into  services  and  politically  targeted  areas  such  as  AIDS. 

For  academic  and  private  practice  pathology,  clinical  ser- 
vice revenues  will  likely  decline  as  managed  care  increases. 
For  medical  schools  with  affiliated  hospitals,  revenues  will 
be  at  risk  as  hospital  administrators  look  to  cut  costs  either 
by  reducing  the  hospital’s  contribution  for  Part  A services  or 
by  outsourcing  to  commercial  laboratories.  The  likely 
changes  in  Medicare  and  Medicaid  funding  will  intensify 
the  pressures  on  affiliated  hospitals  to  reduce  payments  to 
medical  schools.  Traditional  revenue  is  also  at  risk  if  the 
practice  group  takes  on  HMO  groups  that  have  exclusive 
arrangements  with  outside  laboratories.  Also,  academic  de- 
partments have  experienced  competition  at  their  traditional 
ambulatory  care  sites  from  outside  laboratories. 

Recognition  of  private  practice  issues 

Despite  the  considerable  stresses  on  academic  departments, 
academic  pathologists  need  to  recognize  that  private  sector 
pathologists  also  are  being  subjected  to  severe  pressures  from 
the  marketplace.  These  include  hospital  mergers  and  closures, 
threatened  or  actual  loss  of  work  to  commercial  laboratories, 
marked  ratcheting  down  of  payment  for  anatomic  pathology 
services  by  managed  care  fee  schedules,  and  increasing  denials 
for  payment  of  clinical  pathology  services  under  the  separate 
billing  system  that  has  been  the  accepted  norm  in  Texas. 
These  factors  are  leading  to  loss  of  revenues  and  threatened  or 
actual  loss  of  jobs  for  private  sector  pathologists. 

Given  this  situation,  academic  departments  must  give 
consideration  to  the  common  problems  affecting  the  overall 
pathology  community.  This  includes  recognition  that  sacri- 
fices are  needed  on  all  sides  for  the  discipline  as  a whole  to 
endure.  In  pursuing  outreach  activities,  academic  depart- 
ments likely  will  need  to  investigate  a range  of  options. 
Flowever,  strong  consideration  should  be  given  to  ways  in 
which  academic  and  private  pathologists  can  join  together 
to  pursue  clinical  practice  activities.  One  possibility  is  for 
the  academic  department  to  market  outreach  laboratory  ser- 
vices directly  to  the  pathology  community,  and  to  combine 
this  activity  with  continuing  medical  education  and  consul- 
tation services.  Another  possibility  is  to  pursue  efforts  to  de- 
velop networks  involving  private  and  academic  pathologists, 
with  or  without  involvement  of  hospitals. 

Outreach  activities 

Every  effort  should  be  made  by  academic  pathology  depart- 
ments to  maximize  their  clinical  incomes  from  traditional 
sources.  However,  academic  pathology  departments  are  in- 
creasingly compelled  to  pursue  outreach  activities  because  of 


financial  need  dictated  by  decreasing  availability  of  tradi- 
tional revenue  streams  and  because  of  the  reorganization  of 
medical  practice  with  formation  of  integrated  delivery  sys- 
tems. Academic  pathology  departments  must  survive  in  or- 
der to  carry  out  their  primary  responsibilities.  However, 
continued  growth  ol  academic  programs  from  clinical  in- 
come is  not  sustainable.  Also,  academic  pathology  depart- 
ments face  a responsibility  to  carefully  assess  realistic 
pathology  workforce  needs  for  the  future. 

Guidelines  for  academic  department  outreach  activity 
are  as  follows: 

1 . If  clinical  departments  of  a practice  plan  establish  a clinic 
oil  campus  for  educational,  often  primary-care-oriented 
purposes,  then  it  is  appropriate  for  the  pathology  de- 
partment to  do  the  lab  work  for  these  outreach  clinics  for 
the  academic  integrated  health-care  network. 

2.  Academic  pathology  departments  may  need  to  consider 
participation  in  outreach  practice  opportunities  specific 
to  pathology.  In  some  cases,  these  opportunities  may  arise 
in  conjunction  with  activities  of  the  hospital,  laboratory, 
or  other  affiliate  or  partner  of  the  academic  department. 
With  these  outreach  situations,  the  department  should 
abide  by  fair  business  practices  in  the  competition  for 
contracts  and  be  sensitive  to  established  practice  patterns. 
Further  dialogue  is  needed  to  define  and  clarify  guidelines 
for  the  pursuit  of  outreach  business. 

3.  Opportunities  for  networking  between  academic  and  pri- 
vate practice  pathologists  have  the  potential  to  benefit 
both  groups.  The  possibilities  include  the  formation  of  in- 
dependent practice  associations  of  pathology,  which  could 
involve  both  academic  and  private  practice  physicians. 
These  groups  could  seek  government  and  private  managed 
care  contracts,  and  could  develop  joint  marketing  plans. 

Organized  medicine,  specifically  the  Texas  Society  of 
Pathologists  and  the  Texas  Medical  Association,  should  con- 
tinue to  be  facilitators  in  the  area  of  town-gown  relations. 
Organized  medicine  can  foster  support  for  general  guide- 
lines for  outreach  activities  by  academic  departments.  In  ad- 
dition, TSP  and  TMA  can  consider  a role  in  facilitating  the 
development  of  networking  opportunities  between  acade- 
mic and  private  practice  pathologists.  The  caucus  of  pathol- 
ogy chairs  recommends  that  serious  consideration  be  given 
to  this  option  because  of  its  many  potential  advantages. 

The  caucus  urges  organized  medicine  to  impress  upon  the 
state  legislature  and  governor  the  utility  of  providing  more  state 
support  for  academic  departments,  including  pathology,  in  or- 
der to  alleviate  the  current  pressures  promoting  potentially  di- 
visive competition  between  the  academic  and  private  sectors. 
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Health-care  providers 

who  know  costs  order  fewer  tests 

A 4-month  study  performed 
by  physicians  at  Texas  Chil- 
dren’s Hospital  in  Houston 
showed  that  when  health-care 
providers  were  made  aware  of  pa- 
tient-related costs,  fewer  tests  were 
ordered  and  related  charges  were 
lowered  — with  no  compromise  to 
patient  care.  Results  of  the  study 
were  published  in  the  March  1996 
issue  of  Critical  Care  Medicine. 

Laboratory  and  radiology  charges 
were  posted  daily  on  patient  charts  in 
the  pediatric  intensive  care  unit  (ICU) 
during  the  course  of  the  study,  which 
involved  598  patients  over  2,274  pa- 
tient days.  Researchers  found  no  signif- 
icant differences  in  patient  outcomes, 
including  length  of  pediatric  ICU  stay, 
mortality  rate,  and  quality-of-care 
measures.  The  study  showed  a 16.7% 
reduction  in  average  daily  laboratory 
charges  and  a 9.1%  reduction  in  radi- 
ology charges.  Though  the  study  in- 
volved posting  only  daily  laboratory 
and  radiology  charges,  providers  exhib- 
ited an  overall  cost-consciousness,  with 
decreases  in  pharmacy  (25.1%)  and 
CT  scan  (8.5%)  charges. 

African-Americans  aware  of 
high  blood  pressure  dangers 

African-Americans  are  better 
informed  about  hyperten- 
sion than  some  health  pro- 
fessionals may  have  believed, 
according  to  a 4-year  study  at  Baylor 
College  of  Medicine  in  Houston. 

The  study  surveyed  more  than 
6,000  people  in  Houston  and  showed 
that  black  people  were  knowledgeable 
about  high  blood  pressure  and  its 
risks.  The  people  contacted  were  “in- 
terested in  behavior  change,  and  an 
impressive  number  had  sought  med- 
ical care  for  hypertension,”  said 
David  J.  Hyman,  MD,  one  of  the 


principal  investigators  of  the  study. 
“This  is  a gratifying  discovery  because 
middle-aged  black  people  are  twice  as 
likely  to  have  high  blood  pressure  as 
other  racial  groups.” 

The  study  was  conducted  at  Bay- 
lor’s Department  of  Community 
Medicine  in  cooperation  with  the 
hospital  district,  the  Texas  Southern 
University  School  of  Pharmacy,  and 
the  Texas  Woman’s  University 
School  of  Nursing.  The  project  was 
funded  by  the  National  Heart,  Lung 
and  Blood  Institute  of  the  National 
Institutes  of  Health. 

Educational  series  offers  reasons 
for  plastic  surgery  referrals 

Procedures  in  Plastic  Surgery,”  an 
educational  program  developed 
by  the  American  Society  of  Plas- 
tic and  Reconstructive  Surgeons,  ad- 
dresses several  of  the  most  common 
reasons  a primary  care  physician  might 
refer  a patient  to  a plastic  surgeon. 

Packets  are  available  on  wound 
care,  pediatric  plastic  surgery,  breast 
reconstruction,  and  hand  surgery. 
Each  folder  includes  patient  educa- 
tion brochures,  a clinical  paper,  and 
a physician’s  counseling  guide. 
Physicians  can  obtain  the  entire  se- 
ries or  specific  packets,  at  no  charge, 
by  writing  Procedures  in  Plastic 
Surgery,  ASPRS,  444  E Algonquin 
Rd,  Arlington  Heights,  IL  60005,  or 
fax  the  order  to  (847)  228-9131. 

Study  shows  vitamin  E helps  prevent 
formation  of  atherosclerotic  plaque 

Previous  studies  have  shown  that 
vitamin  E can  reduce  the  risk 
of  atherosclerosis  by  inhibiting 
the  oxidation  of  low-density  lipopro- 
teins (LDL).  But  researchers  at  The 
University  of  Texas  Southwestern 
Medical  School  have  found  that  vita- 
min E also  produces  an  intracellular 


antiatherogenic  effect  that  helps  pre- 
vent the  formation  of  plaque. 

The  earliest  sign  of  atherosclerosis 
is  the  accumulation  of  monocytes  — 
foamy  white  blood  cells  filled  with 
oxidized  LDL.  The  monocytes  bind 
to  the  endothelial  cells  lining  the 
artery,  secrete  reactive  oxygen  agents, 
and  release  interleukin  IB  — a cell 
signaler.  These  actions  lead  to  plaque 
formation. 

After  vitamin  E supplementation 
in  21  healthy  individuals  for  8 weeks, 
researchers  saw  several  changes  indi- 
cating a reduction  in  plaque  forma- 
tion, including  a decrease  in  release 
of  reactive  oxygen  agents  by  nearly 
half,  a decrease  in  the  secretion  of  in- 
terleukin IB  by  about  80%,  a 20% 
to  35%  decrease  in  the  binding  of 
monocyte  cells  to  the  endothelial  lin- 
ing of  the  artery  wall,  and  a 40%  re- 
duction in  lipid  oxidation. 

The  study  was  published  in  the 
August  1 996  issue  of  the  Journal  of 
Clinical  Investigation  and  was  funded 
in  part  by  grants  from  the  Natural 
Source  Vitamin  E Association,  the 
Henkel  Corp,  and  the  American  Di- 
abetes Association. 

House  of  Delegates 
meets  in  Austin  this  month 

The  House  of  Delegates,  Texas 
Medical  Association’s  legisla- 
tive and  policy-making  body, 
will  convene  in  Austin  November 
15-16  to  address  numerous  issues 
raised  by  the  membership. 

Reference  committees  will  hold 
hearings  Friday  afternoon,  November 
15,  to  consider  resolutions  from 
county  medical  societies  and  reports 
from  TMA  boards,  councils,  commit- 
tees, and  sections.  TMA’s  Golden  Ap- 
ple Awards  will  be  presented  at  the 
opening  session,  which  begins  at  2 pm 
on  Friday.  On  Saturday  morning,  No- 
vember 16,  the  House  of  Delegates 
will  vote  on  reference  committee  rec- 
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ommendations  and  also  adopt  associ- 
ation priorities  for  the  coming  year. 

All  TMA  members  are  welcome  to 
attend  the  session,  which  will  be  held 
at  the  Hyatt  Regency  at  208  Barton 
Springs  Rd  in  Austin.  For  more  infor- 
mation, contact  Pam  Hale,  Texas 
Medical  Association,  401  W 15th  St, 
Austin,  TX  78701;  (800)  880-1300, 
ext  1304,  or  (512)  370-1304. 


TMA  Advantage 
Check  out 
high-flying, 
platinum  service 


A new  platinum  credit  card  and  a frequent 
flier  program  for  travel  on  any  airline  are 
now  available  to  Texas  Medical  Association 
members  from  MBNA  America,  provider 
ofTMA’s  Gold  MasterCard  since  1988. 

The  TMA  Platinum  Plus  credit  card  has  no 
annual  fee  and  offers  credit  lines  up  to 
$ 1 00,000,  depending  on  credit  worthi- 
ness. MBNA  has  toll-free  customer  ser- 
vice lines,  free  next-day  replacement 
cards,  and  a privacy  protection  pledge. 

The  optional  TMA  Plus  Miles  program  al- 
lows members  to  collect  I frequent-flyer 
mile  for  every  dollar  spent  on  any  airline, 
as  well  as  a 50%  bonus  when  a balance  is 
carried  over.  At  35,000  miles,  the  cus- 
tomer receives  a free  airline  ticket. The 
TMA  Plus  Miles  program  has  a $35  enroll- 
ment fee. 

For  more  information  about  these  two 
new  programs,  please  call  MBNA  at  (800) 
847-7378.  Be  sure  to  say  you  are  a TMA 
member. 


What  has  TMA  done  for  you  lately? 

TMA  Advantage  highlights  new  and  ongoing  benefits 
and  services  available  to  physicians  as  part  of  mem- 
bership in  the  Texas  Medical  Association.  For  more  in- 
formation about  member  benefits,  contact  Connie 
Minogue.  director  of  TMA  physician  management  ser- 
vices, at  (800)  880- 1 300,  ext  1 420,  or  (5 1 2)  370- 1 420. 


50  Years  Ago 

in  Texas  Medicine  - November  1946 

Essentials  to  Adequate  Gynecologic  Patient  Study 
By  A.  Louis  Dippel,  MD 
Houston,  Tex 

THE  EFFECTS  OF  THE  GLOBAL  WAR  UPON  CIVILIAN 
medical  practice  have  reached  into  all  specialties  and  are 
rapidly  becoming  more  obvious.  Gynecologists  are  liber- 
ally represented  in  the  many  thousands  of  physicians 
who  have  entered  the  armed  forces.  Consequently,  many 
patients  have  been  forced  to  consult  non-specialists  because  of  their 
pelvic  symptoms.  Some  of  these  physicians  or  non-specialists  are  older 
men  who  under  normal  circumstances  would  have  retired  or  had  al- 
ready retired  but  were  literally  drafted  to  continue  or  to  resume  practice 
and  aid  as  much  as  possible  in  the  care  of  civilian  ill.  Others  have  been 
practicing  in  specialties  away  from  pelvic  complaints.  As  such,  these 
have  drifted  from  old  accepted  principles  of  gynecologic  patient  study 
and  further  have  not  acquainted  themselves  with  the  few  diagnostic  aids 
which  have  been  added  since  their  earlier  years  in  practice. 

Another  effect  of  the  war  has  been  produced  directly  upon  the  gy- 
necologist, leaving  him  with  more  work  than  he  can  conveniently  per- 
form. Sometimes  he  has  tried  to  compensate  by  circumventing  the 
usual  diagnostic  aids,  moving  directly  from  office  examination  to  ma- 
jor surgery.  The  motivating  “hunch”  or  working  diagnosis  cannot  al- 
ways be  accurate  and  sometimes  leads  him  to  a procedure  which  is  not 
for  the  best  interest  of  the  patient’s  future  health. 

These  reasons,  as  well  as  the  belief  that  there  is  no  short  cut  to  ade- 
quate gynecologic  patient  study,  form  the  incentive  for  this  presenta- 
tion. They  suggest  that  it  is  high  time  physicians  pause  and  review  the 
basic  principles  of  work-up  in  those  patients  with  pelvic  and  lower  ab- 
dominal complaints.  . . . 

(Texas  State  Journal  of  Medicine.  1 946;42  [7]  :4 1 7) 
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By  Larry  BeSaw 

MetraHealth  Care  Plan 
ofTexas,  Inc,  of  Dallas, 
has  introduced  Choice, 
the  first  no-referral 
health  plan  in  the  Dallas- 
Fort  Worth  area.  It  per- 
mits patients  to  directly 
access  the  plan’s  special- 
ists without  seeing  a pri- 
mary care  physician  first. 

MethodistCare,  Inc,  a 
health  maintenance  orga- 
nization owned  by  Hous- 
ton’s Methodist  Health 
Care  System,  has  formed 
a strategic  alliance  with 
General  American  Life  In- 
surance to  provide  health- 
care services  to  residents 
of  44  counties  in  South- 
east Texas.  More  than 
1 ,000  physicians  are  now 
members  of  the  network. 

Nashville  physician  prac- 
tice management  com- 
pany PhyCor,  Inc,  has 
completed  its  acquisition 
of  SPACO  Management 
Co,  of  Dallas,  and  has  ac- 
quired assets  of  South- 
west Physician 
Associates,  a 972-physi- 
cian independent  prac- 
tice association  in  Dallas. 

Managed  Care  Solutions, 
of  Phoenix,  has  signed  a 


letter  of  intent  to  invest 
$3  million  in  a convertible 
loan  in  Blue  Cross  and 
Blue  Shield  ofTexas. 
Meanwhile,  Comprehen- 
sive Care  Corp,  of  Corona 
Del  Mar,  Calif,  says  its 
managed  care  subsidiary, 
Comprehensive  Behav- 
ioral Care,  has  signed  an 
exclusive  3-year  contract 
with  Blue  Cross  and  Blue 
Shield  ofTexas  to  manage 
the  mental  health  bene- 
fits of  the  Texas  Star  Med- 
icaid Program. 

Raytel  Medical  Corp,  of 
San  Mateo,  Calif,  has 
signed  a definitive  agree- 
ment to  acquire  the  non- 
medical assets  of 
Southeast  Texas  Cardiol- 
ogy Associates  in  Beau- 
mont. 

Prudential  Insurance 
Company  of  North  Amer- 
ica will  lose  its  exclusive 
$4.5  billion-a-year  health- 
care contract  with  the 
American  Association  for 
Retired  Persons  (AARP) 
when  the  contract  expires 
at  the  end  of  1997.  AARP 
will  award  a new  contract 
to  United  Health  Care 
Corp,  MetLife,  and  ITT 
Hartford. 

IMG,  a Houston-based 


health-care  consulting 
company,  has  purchased 
theVentana  Consulting 
Group  of  Houston. 

The  national  Consumers’ 
Guide  to  Health  Plans 
ranks  the  Temple-based 
Scott  & White  Health 
Plan  as  No.  I in  the  state 
in  member  satisfaction 
and  quality  of  care. 

Texas  Children’s  Hospital 
has  purchased  the  prac- 
tices of  more  than  50 
Houston  pediatricians 
and  is  negotiating  to  buy 
30  more.  In  addition,  the 
hospital  is  establishing  af- 
filiations with  30  other 
physician  practices. 
(Houston  Chronicle) 

Omega  Healthcare  In- 
vestors, Inc,  of  Ann  Arbor, 
Mich,  has  purchased  a 
skilled  nursing  facility  in 
Austin  and  three  others 
in  Illinois,  Indiana,  and 
Iowa  from  Manor  Health- 
care Corp. 

The  Austin  school  board 
has  agreed  to  pay  Seton 
Medical  Center’s  health- 
care network  and  Chil- 
dren’s Hospital  of  Austin 
$1.4  million  this  year  to 
manage  the  school  dis- 
trict’s registered  nurses 


and  provide  school-based 
health  services.  (Austin 
American-Statesman) 

The  University  ofTexas 
M.D.  Anderson  Cancer 
Center  in  Houston  and 
OneCare,  a health-care 
network  created  by  Her- 
mann Hospital  and  NYL- 
Care  Health  Plans  of  the 
Gulf  Coast,  have  reached 
an  agreement  whereby 
the  cancer  center  will 
take  financial  risk  for 
treating  cancer  patients 
covered  by  OneCare. 
M.D.  Anderson  will  re- 
ceive a fixed  fee  from 
OneCare  for  diagnosing 
and  treating  the  patients. 
(Houston  Chronicle) 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  40 1 W 
15th  St,  Austin, TX  78701;  fax 
(512)  370-  i 632;  e-mail 
larry_b@texmed.org 
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Diabetes  mellitus  is  a serious  disease. 
In  the  United  States,  diabetes  is  the  leading 
cause  of  adult  blindness;  the  leading  cause  of 
chronic  renal  failure,  dialysis,  and 
transplantation;  and  the  leading  cause 
of  nontraumatic  amputations.  Dia- 
betes is  the  second  most  common 
cause  of  heart  attacks  in  the  United 
States  and  is  present  in  25%  of  all 
acute  coronary  syndromes. 

Six  percent  of  all  Americans  have 
diabetes,  although  half  of  them  do  not 
know  they  have  the  disease.  African- 
Americans,  Latinos,  and  Native  Amer- 
icans have  a twofold  to  fivefold 
increased  risk  of  becoming  diabetic. 

Type  II  diabetes,  or  non-insulin- 
dependent  diabetes,  is  not  merely  a 
mild  form  ofType  I,  or  insulin-depen- 
dent,  diabetes.  Type  II  diabetes  ac- 
counts for  more  cases  of  renal  failure 
and  blindness  than  does  Type  I.  Mild 
diabetes  does  not  exist.  Small  eleva- 
tions of  blood  sugar  early  in  the  course 
of  clinical  disease  are  not  a benign 
condition;  6 years  after  diagnosis,  20%  of  all  patients 
with  Type  II  diabetes  will  be  dead  or  will  have  suffered 
a major  vascular  event. 

To  reduce  the  risk  of  diabetes  complications,  the 
American  Diabetes  Association  has  established  stan- 
dards of  care  for  medical  management  of  the  disease. 
The  standards  are  based  on  controlled  clinical  trials 
demonstrating  efficacy  of  glycemic  control  for  mi- 
crovascular  complications  of  diabetes  and  risk  factor 
reduction  for  macrovascular  complications.  Low  risk 
for  microvascular  and  neuropathic  complications  of 
diabetes  is  predicted  by  maintenance  of  fasting  blood 
sugars  consistently  less  than  120  mg/dL  and  HbAlc 
levels  less  than  7%.  The  risk  of  complications  such  as 
retinopathy,  nephropathy,  and  neuropathy  increases 
exponentially  as  HbA,c  levels  increase  above  7%.  The 
upper  limit  of  acceptable  control  for  patients  with 
Type  I or  Type  II  diabetes  is  an  HbA,c  level  of  8%  and 
a fasting  blood  sugar  of  140  mg/dL.  Above  that  level, 
the  risk  of  microvascular  complications  increases 
many-fold  relative  to  HbAlc  levels  less  than  7%. 

Glycemic  control  is  also  important  for  macrovascu- 
lar or  atherosclerotic  complications  of  diabetes.  Ather- 
osclerosis kills  80%  of  all  diabetic  patients.  Reduction 
or  elimination  of  atherosclerotic  risk  factors  such  as 


cigarette  smoking,  hypercholesterolemia,  hypertriglyc- 
eridemia, and  hypertension  are  essential  to  normalize 
the  overall  risk  of  atherosclerosis  in  diabetic  patients. 

To  achieve  desirable  serum  choles- 
terol levels  less  than  200  mg/dL,  triglyc- 
eride levels  less  than  200  mg/dL,  and 
HDL  cholesterol  levels  greater  than  35 
mg/dL,  supplemental  pharmacotherapy 
above  and  beyond  glycemic  control  may 
be  required  after  an  adequate  trial  of 
diet  and  exercise.  Hypertension,  when 
present,  should  be  reduced  as  much  as 
possible  — certainly  below  130/85 
mmHg  and  possibly  lower  if  diabetic 
nephropathy  is  also  present. 

Finally,  adequate  follow-up  is  essen- 
tial to  ensure  attainment  of  these  goals. 
Visitation  and  retesting  at  quarterly  in- 
tervals is  generally  recommended  when 
patients  are  stable;  shorter  intervals 
may  be  necessary  for  patients  who  do 
not  meet  standards  for  control. 

For  patients  not  achieving  or  main- 
taining standards  of  diabetes  control, 
diabetes  reeducation  and  expert  con- 
sultation are  generally  indicated.  Dismissing  patients 
as  being  “noncompliant”  merely  because  they  failed  to 
achieve  diabetes  management  goals  may  be  inappro- 
priate and  may  become  a self-fulfilling  prophecy  if  ad- 
equate medical  intervention  and  consultation  had  not 
been  obtained  and  documented.  Such  acts  of  omission 
or  commission  are  below  the  community  standards  of 
care  for  patients  with  diabetes  mellitus  — standards 
that  are  well  known  by  members  of  the  community 
outside  medicine  and  health-care  fields. 


Alan  J.  Garber,  MD,  PhD,  is  a professor  of  medicine, 
biochemistry,  and  cell  biology  at  Baylor  College  of  Medicine  and 
chief  of  endocrinology,  diabetes,  and  metabolism  at  The  Methodist 
Hospital  in  Houston.  He  is  a past  president  of  the  American  Diabetes 
Association,  Texas  Affiliate,  Inc. 
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Step  by  step 

Health-system  reform  finally  progresses,  incrementally 

By  Ken  Ortolon 


Finally.  After  nearly  3 years  of  debate,  the  US 
Congress  in  August  finally  passed  a health-sys- 
tem reform  bill.  The  Kennedy-Kassebaum  bill 
— named  for  its  two  primary  sponsors,  Sens 
Edward  M.  Kennedy  (D-Mass)  and  Nancy  Kassebaum  (R- 
Kan)  — guarantees  workers  that  they  can  take  their  health 
insurance  coverage  from  job  to  job  and  limits  the  ability  of 
insurance  plans  to  exclude  preexisting  medical  conditions 
from  coverage.  Those  were  two  issues  that  most  lawmakers 
agreed  on  even  back  during  the  debate  over  the  Clinton 
health-care  plan  of  1994. 


But,  if  you  were  waiting  for  another  grandiose  scheme 
such  as  the  Clinton  plan  that  would  produce  a massive  up- 
heaval in  the  American  health-care  delivery  system,  you’re 
still  waiting.  The  Kennedy-Kassebaum  bill  has  been  de- 
scribed as  a “modest”  first  step  in  health-system  reform. 
And  political  observers  say  Congress  just  doesn’t  have  the 
stomach  for  another  round  of  rancorous  debate  similar  to 
that  spawned  by  the  Clinton  plan. 

Instead,  Democrats  and  Republicans  now  largely  agree 
that  any  further  movement  in  the  health-care  debate  likely 
will  occur  in  small,  incremental  steps. 

One  step  at  a time 

“Incremental  change  would 
appear  to  be  the  way  we  re 
going,”  said  family  physi- 
cian Nancy  W.  Dickey,  MD, 
of  College  Station,  chair  of 
the  American  Medical  Asso- 


All  articles  in  Texas  Medicine  that  mention 
Texas  Medical  Associations  stance  on  state  legis- 
lation are  defined  as  " legislative  advertising,  ” ac- 
cording to  Texas  Govt  Code  Ann  §305.027. 
That  law  requires  disclosure  of  the  name  and 
address  of  the  person  who  contracts  with  the 
printer  to  publish  the  legislative  advertising  in 
Texas  Medicine:  Robert  G.  Mickey,  Executive 
Vice  President,  TMA,  401  W 15th  St,  Austin, 
TX  78701. 


ciation  Board  of  Trustees.  “ The  coun- 
try did  not  appear  to  be  terribly  com- 
fortable with  massive  upheaval.” 

Political  observers  suggest  that 
President  Clinton’s  health  plan  failed 
in  1994  because  its  supporters  could 
not  convince  the  American  public 
that  a crisis  severe  enough  to  justify  it 
was  at  hand. 

Harvey  Kronberg,  editor  of  the  Texas 
political  newsletter  The  Quorum  Report, 
says  President  Clinton  tried  to  build  a 
crisis  out  of  health  insurance  coverage 
for  the  poor  when  portability  of  cover- 
age was  the  issue  at  the  front  of  most 
voters’  minds.  “They  built  a crisis,  but  it  wasn’t  a crisis  that  res- 
onated with  the  folks,”  Mr  Kronberg  said.  “All  they  wanted 
was  to  be  able  to  have  their  health  insurance  follow  them.” 

Kim  Ross,  director  of  public  affairs  for  the  Texas  Med- 
ical Association,  says  the  situation  illustrates  the  classic  “80- 
20”  rule  of  politics.  “Rarely  in  politics  can  reformers 
convince  the  ‘haves’  to  share  with  the  ‘have  nots,”’  Mr  Ross 
said.  “If  the  have-to-have-not  ratio  is  more  than  two  thirds, 
as  is  increasingly  the  case  among  insureds  and  uninsureds, 
there  simply  is  not  a large  enough  constituency  to  drive  the 
reform  over  the  objections  of  the  majority.” 
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Narrowing  the  focus 

Absent  a crisis  that  the  voters  would 
buy  into,  the  Clinton  plan  went  down 
in  flames.  But  real  problems  did  exist 
in  America’s  health-care  system,  and 
still  do.  When  Senators  Kassebaum 
and  Kennedy  approached  the  issue 
again  this  year,  they  had  narrowed 
their  focus,  zeroing  in  on  two  issues 
— portability  of  coverage  and  limita- 
tions on  preexisting  condition  exclu- 
sions — that  had  enjoyed  widespread 
support  in  1994. 

Still,  the  bill  did  not  enjoy  clear 
sailing,  even  though  most  lawmakers 
supported  those  issues.  The  bill  passed 
the  Senate  easily  enough  and  without 
a lot  of  extraneous  provisions  at- 
tached. But,  in  the  House,  it  got 
loaded  down  with  provisions  that 
muddied  the  waters  in  what  Mr  Ross 
describes  as  a “game  of  chicken  with 
the  White  House.” 

“It’s  the  House’s  nature  to  load  up 
a bill  with  partisan  ‘gotchas’  and  cam- 
paign issues,  to  add  whatever  they  can 
push  and  see  how  much  survives  the 
conference  committee,"  he  said. 

As  it  turned  out,  medical  savings 
accounts  (MSAs)  — an  issue  strongly 
supported  by  organized  medicine  — 
almost  proved  to  be  the  deal  breaker. 
The  bill  languished  in  Congress  for 
months  as  Republicans  insisted  on 
inclusion  of  MSAs  and  President 
Clinton  threatened  a veto.  The  im- 
passe finally  was  broken  by  a com- 
promise allowing  for  an  MSA 
demonstration  project  that  limits  the 
number  oi  people  who  can  start  the 
accounts  and  requires  Congress  to  re- 
visit the  issue  in  4 years. 


It’s  an  election  year 

Still,  the  Kennedy-Kassebaum  bill 
might  have  continued  to  wallow  in 
Congress  ii  not  ior  one  factor  — pres- 
idential election  year  politics.  Both  Dr 
Dickey  and  Mr  Ross  say  neither  party 
wanted  to  go  into  the  November  elec- 
tions without  some  movement  on 
health-system  reform. 

For  President  Clinton,  it  would  have 
been  failure  on  a major  campaign 
promise.  For  Republicans,  Mr  Kronberg 
says,  passage  of  the  Kennedy-Kassebaum 
bill  was  a major  accomplishment  in  an 
otherwise  failed  Congress.  “This  was  the 
face-saver,”  Mr  Ross  said.  “This  got 
both  parties  off  the  hook  — Republi- 
cans as  obstructionists,  Democrats  as 
over-reachers.  This  was  a way  for  both 
sides  to  declare  victory  and  go  home.” 

So  what  did  the  American  public  get 
for  3 years  of  wrangling  on  the  issue  of 
health  care?  David  Marcus,  PhD, 
TMA’s  director  of  health-care  financing, 
describes  the  bill  as  being  “a  little  more” 
on  each  issue  it  touches.  “We  don’t  have 
any  kind  oi  revolution  here,  but  we  have 
some  evolutionary  steps,  some  of  which 
are  very  important,”  he  said. 

US  House  Majority  Leader  Bill 
Archer  (R-Houston)  says  the  legisla- 
tion will  go  a long  way  toward  making 
health  insurance  more  available  and 
affordable,  particularly  to  the  sell-em- 
ployed and  small  businesses. 

“This  Congress  has  used  private 
sector  initiatives,  like  medical  savings 
accounts,  to  give  Americans  more 
choice  in  their  health  care,”  Congress- 
man Archer  said.  “We  have  also  ended 
the  job  lock  that  has  plagued  many 
Americans  unable  to  switch  jobs  for 


fear  of  losing  their  health  insurance.” 

In  addition  to  the  key  provisions 
on  portability  and  preexisting  condi- 
tions, the  bill  eliminates  individual 
underwriting  within  groups  and  cre- 
ates some  guarantees  on  renewability 
of  coverage.  It  also  assures  those  who 
have  been  part  of  a group  plan  at  work 
and  lose  their  jobs  that  they  can  pur- 
chase individual  policies.  Finally,  it  in- 
creases the  tax  deductibility  oi  health 
insurance  premiums  paid  by  the  self- 
employed  from  30%  to  80%.  Con- 
gressman Archer  says  he  would  like  to 
see  that  increased  to  100%. 

And,  there  is  the  introduction  of 
MSAs.  The  pilot  project  will  run  lor  4 
years  and  be  limited  to  730,000  peo- 
ple. Only  those  who  are  self-employed 
or  those  working  for  businesses  with 
50  or  iewer  employees  will  be  eligible 
to  start  MSAs.  Congress  will  have  to 
come  back  in  4 years  to  vote  on  ex- 
panding MSAs  to  other  groups. 

While  a modest  step,  the  MSA  pi- 
lot is  significant,  Dr  Marcus  says.  “The 
introduction  oi  MSAs,  even  though 
they  are  only  being  introduced  to  a 
very  limited  market  in  very  limited 
number,  is  the  camel’s  nose  inside  the 
tent.  It  sets  the  stage  lor  lurther  devel- 
opment in  the  years  ahead,  he  said. 

Dr  Dickey  also  hailed  approval  oi 
MSAs,  even  in  limited  form,  as  a ma- 
jor step  forward  for  patient  choice. 
The  AMA’s  position,  has  been  that 
“pluralism  is  the  best  mechanism,  that 
allowing  true  competition  with  several 
dilferent  mechanisms  to  exist  on  the 
same  plane  will  allow  the  least  expen- 
sive, most  patient-satisfying  system  to 
rise  to  the  top  like  cream  on  top  of 
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Douglas  C.  McNabb 
Federal  Criminal  Defense  Attorney 


Recognized  as  one  of  Texas'  leading 
federal  criminal  defense  attorneys,  Dou- 
glas C.  McNabb  has  earned  a reputation 
for  his  aggressive  representation  and 
knowledgeable  preparation  in  defending 
the  rights  of  individuals  charged  with 
federal  crimes.  He  limits  his  practice  to 
defending  people  who  are  being  investi- 
gated by  federal  agencies  such  as  the  FBI, 
DEA,  ATF,  IRS,  Secret  Service,  or  Cus- 
toms. 

Mr.  McNabb  has  been  involved  in  nu- 
merous high  profile  cases  that  have  been 
the  subject  of  several  books  and  movies. 
He  is  licensed  to  practice  before  the  U.S. 
Supreme  Court  and  other  federal  courts 
throughout  the  United  States. 

•Health  Care  Fraud  Crimes 
•Tax  Crimes 

•Mail/Wire  Fraud  Crimes 
•Conspiracy  Crimes 
•Money  Laundering  Crimes 
•Export/Import  Crimes 
•Drug  Crimes 
•Environmental  Crimes 

Douglas  C.  McNabb 

Texas  Commerce  Tower 
600  Travis  - 65th  Floor 
Houston,  Texas  77002 

(713)  237-0011 

Not  certified  by  the  Texas  Board  of  Legal  Specialization 
No  designation  has  been  made  by  the  Texas  Board  of  Le- 
gal Specialization  for  a Certificate  of  Special  Competence 
in  these  areas. 


milk,”  Dr  Dickey  said.  “We  believe 
that  medical  savings  accounts  ought  to 
be  part  ot  the  choice  out  there.” 

While  it  received  little  attention 
during  the  debate,  Dr  Marcus  says  a 
section  of  the  bill  dealing  with  claims 
filing  and  data  transmission  will  have 
a tremendous  impact  on  physicians’ 


offices.  T hose  provisions  will  result  in 
a “more  electronically  oriented  future” 
for  medical  practices,  he  says. 

“In  particular,  we  will  be  seeing  the 
federal  government  adopt  new  policies 
on  coding  mandated  by  Congress  and 
a uniform  national  data  set  for  trans- 
mission of  claims,”  Dr  Marcus  said. 


Major  provisions  of  the 
Kennedy-Kassebaum  bill 

Portability 

Employees  covered  by  a group  plan  who  change  jobs  must  receive  coverage 
from  their  new  employer’s  plan;  no  preexisting  condition  exclusions  allowed. 

Preexisting  conditions 

For  employees  not  previously  covered  by  a group  plan  or  with  a lapse  in  cov- 
erage, no  more  than  12  months  exclusion  allowed  for  preexisting  conditions 
diagnosed  within  the  past  6 months. 

Guaranteed  availability 

Insurers  in  the  small-employer  market  must  accept  every  small  employer  (2- 
50  employees)  that  applies  for  coverage. 

Guaranteed  renewability 

Insurers  must  renew  small  and  large  group  markets. 

Individual  market  reform 

Insurers  must  issue  and  renew  coverage  for  individuals,  with  18  months  of 
group  coverage,  who  have  exhausted  COBRA  and  who  are  ineligible  for  a 
group  plan. 

Medical  savings  accounts 

Four- year  pilot  project  limited  to  750,000  MSAs;  only  available  to  self-em- 
ployed and  small  businesses. 

Tax  changes 

Increases  self-employed  tax  deduction  to  80%  by  2006.  Allows  tax  deduc- 
tion for  long-term-care  insurance. 

Fraud  and  abuse 

Sets  standard  for  criminal  intent  as  “knowingly  and  willfully”  to  ensure  that 
honest  billing  errors  do  not  result  in  criminal  liability;  imposes  civil  mone- 
tary penalties  for  physicians  showing  “reckless  disregard  for”  or  “deliberate 
indifference  to”  truth  in  dealings  with  Medicare  or  Medicaid. 
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“This  will  take  a while  to  filter  down 
to  the  physician’s  office  level,  but  it  is 
being  negotiated  now  at  the  federal 
level  with  the  AMA  as  a major  player.” 

Setting  a precedent 

While  the  policy  advances  made  in  the 
Kennedy-Kassebaum  bill  are  modest, 
the  political  gains  may  be  significant, 
Mr  Ross  says.  “Kennedy-Kassebaum 
was  a modest  policy  step,  but  it  was  a 
very  important  political  first  step,  he 
said.  “We  now  have,  as  a matter  of  fed- 
eral law,  portability,  MSAs,  and  the 
beginning  of  some  federally  guaran- 
teed patients’  rights  in  insurance  set- 
tings that  will  lead  to  a larger  debate.” 

Passage  of  the  Kennedy-Kassebaum 
bill  bodes  for  cautious  optimism  that 
Congress  now  has  the  political  momen- 
tum to  tackle  other  elements  of  the 
health-care  debate,  Mr  Ross  says.  “Once 
they  break  the  code  — usually  because 
of  some  powerful  external  pressure,  in 
this  case  presidential  politics  — it  pro- 
vides the  springboard  for  subsequent 
sessions  of  Congress  to  build  upon  that 
new  dynamic,”  he  said.  “That  allows  in- 
cremental improvements  to  continue 
where  that  debate  left  off.” 

Indeed,  we  already  are  seeing  that 
Congress  is  not  finished  with  health- 
care issues.  As  Texas  Medicine  went  to 
press,  Congress  was  completing  work 
on  legislation  to  require  insurers  to 
cover  hospital  stays  of  up  to  48  hours 
for  new  mothers  and  their  babies. 
And,  a bill  to  require  insurance  com- 
panies to  pay  for  mental  health  ser- 
vices on  par  with  other  health-care 
services  also  appeared  poised  for  pas- 
sage before  the  November  elections. 

Back  to  business 

Still,  Dr  Dickey  says  there  are  numer- 
ous issues  for  Congress  to  work  on  in 
1997.  “Does  Kassebaum-Kennedy 
solve  all  the  problems?  Not  by  any 
means,”  she  said. 

The  bill  does  not  address  the  prob- 
lems of  the  uninsured  or  underinsured. 
It  does  not  touch  mental  health  parity, 
tort  reform,  problems  with  the  clinical 


TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512) 370-1382 
Fax  (512)  370-1632. 


• RESERVATIONS  WORLDWIDE  800-333-3333  • 


Radisson  Dallas  Park  Central  Hotel 
7750  LBJ  Freeway  at  Coit  Road 
Dallas,  Texas  75251 

THIS  MUST  BE  THE  PLACE. 


,all  new, 
better  than 

EVER! 


From  top  to  bottom,  inside  and  out,  we've  got 
a whole  new  look... and  a proud  new 
name.  Radisson.  Not  just  a renovation, 
but  a complete  refurbishment  of  nearly 
every  aspect  of  the  hotel  including  a 
new  lobby,  guest  rooms,  business  center, 
pool  and  courtyard  area,  and  restaurant. 

You'll  also  appreciate  our  completely  re- 
decorated function  space  including  new 
seating  and  linens.  Overall,  we  offer  over 
15,000  sq.  ft.  of  space,  including  16  break- 
out rooms.  About  the  only  thing  that  hasn't 
changed  is  our  ideal  North  Dallas  loca- 
tion, within  minutes  of  the  area's  premier 
business,  shopping  and  dining  areas. 

We  look  forward  to  wel- 


For  more 

information 

call 

(972)  233-4421 


coming  you  in  a 
grand  new  style. 
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The  Screening  You  Won’t  Want  to  Miss 


Keep  abreast  of  the  latest  information  on  cancer  prevention, 
screening  and  early  detection  while  earning  CME  hours.  The 
TMA  Physician  Oncology  Education  Program,  Texas’  premiere 
physician  education  program  on  cancer  prevention,  now  offers 
AMA/PRA  Category  1 credit  through  eight  modules. 

0 Modules  are  available  on  cancer  topics  at  a nominal  fee: 
Breast,  Cervix,  Colorectal,  Head  and  Neck,  Lung,  Prostate, 
Skin  and  Nutrition  and  Cancer  Risk  Reduction 

0 Through  self-study,  each  module  provides  one  hour  of  Cate- 
gory 1 in  the  AMA/PRA  at  only  $10  an  hour 

0 POEP  modules  also  serve  as  lecture  tools  for  educating 
physicians,  medical  students  and  other  health  care  profes- 
sionals 


For  information. 

POEP 

401  W.  15th  Street 
Austin,  TX  78701-1680 
(800)  880-1300  Ext. 
1672 
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laboratory  regulations,  or  many  patient 
protection  issues  for  which  organized 
medicine  has  advocated.  And,  it  does 
not  touch  Medicare. 

“Our  feeling  is  that  the  No.  1 issue 
in  1997  will  be  Medicare,  Medicare, 
Medicare,”  she  said.  “We  have  gone 
through  another  entire  calendar  year, 
and  we  have  not  addressed  the  prob- 
lems of  Medicare  funding.  We  have 
not  addressed  where  we’re  going  to 
find  the  cost  savings  to  keep  this  terri- 
bly important  program  going.” 

Congress  has  been  warned  that  the 
Medicare  Part  B trust  fund,  which  fi- 
nances hospital  care  for  the  elderly,  will 
shortly  go  bankrupt  unless  steps  are 
taken  to  cut  costs  or  infuse  more  cash. 
However,  Congress  remains  reluctant  to 
tackle  the  issue  because  it  is  fraught  with 
political  danger.  It  found  that  out  sev- 
eral years  ago  with  passage  of  the  Cata- 
strophic Health  Care  Bill,  which 
required  means  testing  and  increased 
copays  by  Medicare  beneficiaries.  The 
outcry  over  that  bill  from  the  elderly 
population  quickly  resulted  in  its  repeal. 

Whether  Congress  will  act  to  save 
Medicare  before  a crisis  has  occurred 
is  yet  to  be  determined.  “The  thing 
about  a crisis  like  this  is  you  can’t  avert 
the  crisis,”  Mr  Ross  said.  “You  have  to 
wait  until  the  plane  crashes  so  you  can 
talk  about  airline  safety.  Medicare  is 
on  a negative  glide  path.  They  simply 
put  that  off  until  a post-presidential 
year.  But  they’re  going  to  get  to  it  be- 
cause it’s  going  to  get  to  them.  Sooner 
or  later,  that  plane  is  going  to  spiral 
into  the  economic  swamp.”  ★ 
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NOW  OFFERS 

PROFESSIONAL  LIABILITY 
INSURANCE  TO  TEXAS  PHYSICIANS 


About  Frontier 

Frontier  Insurance  Company  of  New  York  is 
a member  of  the  Frontier  Insurance  Group, 
Inc.  We  are  a licensed  and  admitted  carrier 
in  Texas. 


■ SUPERIOR  POLICY 
m COMPETITIVE  RATES 
m FINANCIAL  STABILITY 


Frontier’s  financial  stability  can  be  demon- 
strated by  our  ratings  of  A-  (Excellent)  by 
A.M.  Best  and  A+  by  Standard  & Poor's 
for  our  claims  paying  ability. 


What  Makes  Frontier  Different? 

Consent  to  Settle  Provisions 


Frontier  has  been  recognized  by  Forbes 
Magazine  8 years  in  a row.  We  are  one  of 
only  6 companies  in  the  country  to  have 
that  distinction. 


Occurrence  & Claims  Made  Policies 

Discounts  for  longevity,  loss  history,  risk 
management  courses  and  board  certification 


Frontier  has  an  office  in  Houston  dedicated 
to  managing  the  Texas  medical  malpractice 
insurance  program.  This  office  provides 
support  to  our  agents  and  policyholders. 


True  Incident  Reporting 

Coverage  for  Contractual  Liability, 
HMO  & PPO  Contracts 


frontier 

INSURANCE  COMPANY  OF  NEW  YORK 

11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046  • (800)  853-9502 


Defendants  Reimbursement 

National  panel  of  defense  experts  working  in 
conjunction  with  local,  experienced,  established 
medical  malpractice  defense  firms 

■ A network  of  independent  insurance  agents 
experienced  in  medical  professional  liability 
insurance 


Contact  one  of  our  agents  for  more  information. 


Tom  Baker  Insurance  Agency,  Inc. 
Houston:  (713)  467-4491 

Eichlitz,  Dennis,  Wray 
& Westheimer 


National  Health  Services 
Houston:  (800)  634-9513 

Insurance  Associates  of  Texas 
Conroe:  (409)  756-2222 

Texas  American  Insurers 
Ft.  Worth:  (800)  856-3101 


Aberdeen  Medical 
Insurance  Services 
Houston:  (800)  622-9296 

J.S.  Edwards  & Sherlock 
Beaumont:  (409)  832-7736 

Madeley  & Company 
Dallas:  (800)  382-7741 


San  Antonio:  (210)  223-9171 

Ehrman,  Murphy  & Company 
Houston:  (713)  464-6291 
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Tracking  down  the  bad  guys 

New  law  makes  it  easier  to  get  tough  on  health-care  fraud  and  abuse 

By  Teri  Lee  Jones,  Associate  editor 


When  a crook  robs  a bank,  justice  gets  dealt 

fairly  simply  — you  catch  the  crook, 
prove  he  broke  the  law,  convict  him,  and 
put  him  away.  But  if  that  same  crook 
were  to  bilk  millions  from  health-care  payers,  justice  typi- 
cally would  not  get  dealt  simply.  Prosecutors  have  long  had 
to  piece  together  different  state  and  federal  laws,  at  great 
effort  and  expense,  to  make  criminal  cases  against  health- 
care thieves.  Systemic  weaknesses  have  made  this  country’s 
health-care  delivery  system  easy  prey  for  cheaters,  to  the 
tune  of  an  estimated  $30  to  $100  billion  swindled  in 
1994,  according  to  government  sources.  And,  the  fact  that 
there  has  been  no  one  umbrella  law  against  health-care 
fraud  hasn’t  helped. 


But  the  law  doesn’t  just  make  it 
easier  to  prosecute  bad  guys;  it  also 
makes  it  harder  to  penalize  good  guys 
who  can  prove  they  just  made  an  hon- 
est mistake.  And,  it  charges  the  secre- 
tary of  the  Department  of  Health  and 
Human  Services  (HHS)  to  begin  de- 
veloping standardized  billing  proce- 
dures, which  could  set  the  whole 
industry  heading  toward  uniformity 
and,  hopefully,  more  simplicity.  Most 
of  the  law’s  provisions  went  into  effect 
August  21,  1996. 

Tangled  web 

For  decades,  efforts  to  root  out  fraud 
and  abuse  have  ebbed  and  flowed  with 
political  winds.  Stymying  such  efforts 


That  changed  with  the  passage  of  the  Health  Insurance 
Portability  Bill  this  August.  “The  bill  creates  for  the  first 
time  a series  ol  criminal  offenses  that  apply  to  all  forms  of 
health-care  fraud,”  said  Paul  Coggins,  JD,  the  US  attorney 
in  Dallas.  “It  will  fundamentally  change  the  way  these  cases 
are  charged.’’ 


Legal  articles  in  Texas  Medicine  are  intended  to  help  physicians  understand  the  law  by  pro- 
viding legal  information  on  selected  topics.  These  articles  are  published  with  the  understand- 
ing that  TMA  is  not  engaged  in  providing  legal  advice.  When  dealing  with  specific  legal  mat- 
ters, readers  should  seek  assistance  from  their  attorneys. 


has  been  the  fact  that  the  myriad  ways  money  changes  hands 
in  health-care  delivery  include  some  built-in  incentives  not 
to  root  it  out.  For  instance,  when  a physician  sends  in  a bill 
lor  treating  a Medicare  patient,  that  bill  does  not  go  straight 
to  the  federal  government.  It  goes  to  an  intermediary,  which 
later  bills  the  federal  government  based  on  the  claims  it  has 
paid.  Almost  every  private  medical  insurance  system  has 
such  an  intermediary  as  well.  Intermediaries  get  paid  ac- 
cording to  the  number  of  claims  processed  and  not  accord- 
ing to  the  number  of  fraudulent  claims  found. 
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That  is  not  to  say  intermediaries 
are  themselves  dishonest,  but  rather 
that  few  of  them  have  the  resources  to 
effectively  investigate  fraud  and  abuse. 
It  is  costly,  difficult,  and  time-con- 
suming, especially  considering  that 
the  typical  fraudulent  bill  is  less  than 
$1,000.  Most  scams  involve  numer- 
ous small  overcharges  or  false  bills 
submitted  over  long  periods  of  time. 
Although  government  dollars  account 
for  just  43%  of  all  health-care  expen- 
ditures in  the  United  States,  state  and 
federal  agencies  have  been  the  most 
aggressive  at  targeting  and  prosecuting 
health-care  fraud. 

In  general,  states  handle  Medicaid 
fraud,  the  federal  government  tackles 
Medicare  fraud,  and  state  insurance 
agencies  keep  track  of  fraud  against 
private  insurers  (see  related  article  on  p 
32).  Other  agencies  monitor  the  rest. 
When  investigators  for  a government 
program  discover  fraud,  they  take  their 
case  to  the  state  attorney  general  or  to 
a US  attorney,  who  then  must  sort 
through  the  various  applicable  laws. 

“Even  though  someone  may  have 
used  the  same  basic  scheme  to  defraud 
all  sorts  of  payers,”  Mr  Coggins  said, 
“you  had  to  go  through  a smorgasbord 
of  different  statutes  to  prosecute  them.” 
For  example,  if  someone  stole  from  a 
private  insurer  and  from  Medicare  using 
the  same  scam,  prosecutors  would  prob- 
ably have  to  use  a mail  fraud  law  for  the 
offense  against  the  private  insurer  and 
false  claims  law  for  the  offense  against 
Medicare,  with  each  law  having  differ- 
ent elements  of  proof.  “Now,  you  have  a 
statute  that  says  whoever  defrauds  any 
health-care  benefit  program,  whether 


public  or  private,  has  committed  a fed- 
eral health-care  offense,”  Mr  Coggins 
said.  Fraud,  false  statements,  theft  and 
embezzlement,  obstruction  of  criminal 
investigations,  and  money  laundering 
— against  any  health-care  plan  — are 
now  combined  into  one  law. 

Red  flags 

“The  government  has  always  had  a lot 
of  arrows  in  its  quiver  to  fight  fraud,” 


said  Austin  attorney  Kathy  Darling, 
JD.  “But  its  problem  has  always  been 
twofold:  lack  of  money  and  lack  of 
manpower  to  really  provide  effective 
enforcement.  Over  the  last  few  years, 
there  have  been  a number  of  initia- 
tives to  remedy  that  situation.” 

In  June  1995,  Texas  and  six  other 
states  with  large  Medicaid  and 
Medicare  rolls  began  Operation  Re- 
store Trust,  a pilot,  HHS-sponsored 


Big  don’ts 

Avoid  even  the  appearance  of  fraud  or  abuse 


Unbundling 

Billing  for  separate  parts  of  a single  procedure  when  one  code  would  suffice. 

Upcoding/overcoding 

Exaggerating  office  visits  or  care  provision,  or  routinely  providing  a higher 
level  of  care  than  is  the  general  standard. 

Unnecessary  service 

Providing  a service  that  isn’t  medically  appropriate,  given  the  patient’s  symp- 
toms or  diagnosis. 

Overutilization 

Providing  services  more  often  than  is  medically  necessary. 

Ping-ponging 

Referring  patients  to  a colleague  for  services,  typically  for  screening  proce- 
dures, that  aren’t  medically  necessary. 

Gang  visits 

Making  a single  visit  to  treat  a number  of  people  in  a nursing  home  and 
billing  as  multiple  individual  visits. 

Source:  Part  B Answer  Book,  Medicare  Billing  Rules,  1995  edition 
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Federal  agencies 

Office  of  the  Inspector  General,  Department  of  Health 

and  Human  Services  (HHS-OIG) 

• Oversees  Medicare  primarily. 

• HHS  has  five  other  ofifices  that  address  fraud  and  abuse 
in  addition  to  the  Office  of  the  Inspector  General. 

• Highest  priority  is  criminal  prosecution  but  also  uses 
administrative  and  civil  sanctions. 

• Holds  its  own  administrative  trials,  where  the  burden 
of  proof  is  more  relaxed  than  in  a criminal  trial.  HHS 
administrative  judges  look  for  a “preponderance  of 
the  evidence”  of  fraud  or  abuse  rather  than  “beyond  a 
reasonable  doubt,”  as  in  criminal  law. 

• Noncriminal  sanctions  include  exclusion  from  federal 
programs  and  fines  of  up  to  $10,000  per  claim. 

Federal  Bureau  of  Investigation  (FBI) 

• Investigates  all  federal  crimes,  including  those  affect- 
ing health  care. 

• Has  virtually  unlimited  authority  and  areas  of  interest. 

• Its  agents  often  work  with  other  federal  and  state 
agencies  to  investigate  health-care  fraud. 

US  Postal  Service  (USPS) 

• Postal  inspectors  are  very  experienced  at  investigating 
health-care  fraud  and  other  “white  collar”  crimes  that 
can  be  prosecuted  under  mail  fraud  law. 

Defense  Criminal  Investigative  Service  (DCIS) 

• Investigates  health-care  fraud  in  Federal  Workers 
Compensation  and  CHAMPUS. 

Drug  Enforcement  Administration  (DEA) 

• Investigates  matters  involving  controlled  substances. 

• Does  not  independently  investigate  fraud  by 
providers  but  works  with  other  agencies  that  do. 

Department  of  Labor,  Office  of  Inspector  General 

(DOL-OIG) 

• Investigates  criminal  fraud  cases  primarily  in  Federal 
Workers  Compensation. 


Internal  Revenue  Service-Criminal  Investigative  Division 

(IRS-CID) 

• Enforces  numerous  financial  criminal  laws.  In  addi- 
tion to  the  primary  role  of  investigating  tax  evasion,  it 
focuses  on  money  laundering  when  prosecuting 
health-care  fraud. 

• Has  vast  resources  and  authority,  and  much  experi- 
ence in  investigating  fraud. 

Other  federal  agencies 

US  Food  and  Drug  Administration, 

Office  of  Criminal  Investigations 

Department  of  Veterans  Affairs, 

Office  of  Inspector  General 

Railroad  Retirement  Board,  Inspector  General 

Office  of  Personnel  Management,  Inspector  General 

State  agencies 

State  Medicaid  Fraud  Control  Unit  (MFCU) 

• In  Texas,  the  MFCU  is  an  independent  division  of  the 
Texas  Attorney  General’s  Office. 

• Has  criminal  jurisdiction  only. 

Texas  Health  and  Human  Services  Commission  (THHSC) 

• Investigates  Medicaid  fraud  and  abuse. 

• Has  civil  jurisdiction  only. 

Texas  Department  of  Insurance  (TDI) 

• Investigates  fraud  against  private  insurance  carriers. 

Texas  State  Board  of  Medical  Examiners  (TSBME) 

• Oversees  discipline  of  licensed  medical  doctors. 

Texas  Workers  Compensation  Commission  (TWCC) 

• Investigates  workers’  compensation  fraud. 

Source:  US  Department  of  Justice,  United  States  Attorney,  Northern 

District  of  Texas 
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coalition  designed  to  get  various  state 
and  federal  agencies  working  together. 
Operation  Restore  Trust  beefed  up 
civil  enforcement  efforts  and  insti- 
tuted a voluntary  disclosure  program 
that  allowed  some  protections  from 
prosecution  for  those  who  would  vol- 
untarily pay  for  past  mistakes.  In 
Texas,  prosecutors  at  the  Texas  Attor- 
ney General’s  Office  have  also  been 
cross-designated  to  US  attorney’s  of- 
fices, allowing  them  to  work  in  both 
systems  and  better  utilize  strong  fed- 
eral statutes. 

The  new  law  calls  for  a na- 
tional program  to  be  estab- 
lished by  January  1,  1997. 

Called  the  Fraud  and  Abuse 
Control  Program  and  run  by 
the  Office  of  the  Attorney 
General  and  the  Office  of  the 
Inspector  General,  it  is  de- 
signed to  coordinate  local, 
state,  and  federal  enforcement 
efforts  and  will  share  its  infor- 
mation with  private  third- 
party  payers. 

Part  of  this  plan  includes  a 
data  collection  system  where 
i suspected  fraud  will  be  re- 
ported to  a central  data  base, 
much  like  the  National  Practi- 
tioner Data  Base.  “One  problem  has 
been  that  plans  didn’t  share  informa- 
tion on  a systematic  basis,’’  Mr  Cog- 
gins said.  “If  an  insurance  company 
caught  a fraudulent  bill,  it  would  deny 
it  but  might  not  call  other  companies 
to  warn  them.  Now,  we  hope  an  early 
warning  system  will  be  developed.’’ 

These  efforts  will  be  paid  for  in  part 
by  a special  new  account  to  fight  fraud 
funded  by  money  gained  from  civil 
penalties,  fines,  forfeitures,  and  dam- 
ages assessed  in  health-care  cases. 

Good  news  for  the  good  guys 

Like  walking  through  a maze  full  of 
land  mines  is  how  many  physicians 
have  described  navigating  Medicaid 
and  Medicare  directives,  as  well  as  those 
of  other  insurance  payers.  Rich  with 
countless  complex  rules,  such  directives 


Law 

are  so  confusing  and  difficult  to  comply 
with  that  some  experts  say  fraud  inves- 
tigators “can  get  you  on  anything’’  if 
they  choose  to.  Horror  stories  abound 
in  the  medical  community  of  physi- 
cians who  have  been  fined  thousands  of 
dollars  for  coding  or  billing  errors  they 
or  their  employees  had  made. 

Civil  penalties  for  such  errors  have 
been  difficult  to  fight,  because,  in  civil 
jurisprudence,  proving  intent  to  do 
wrong  had  not  been  necessary.  To  im- 
pose sanctions,  prosecutors  only  had  to 
prove  the  fact  that  errors  had  been 


made,  period,  which  is  a much  easier 
burden  of  proof  than  in  criminal 
courts,  where  an  intent  to  defraud  must 
be  proven  beyond  a reasonable  doubt. 
“That’s  why  you've  seen  so  many  physi- 
cians being  dragged  through  civil  pro- 
ceedings for  making  an  honest 
mistake,”  said  Donald  P.  Wilcox,  JD, 
Texas  Medical  Association’s  general 
counsel.  “There’s  been  tremendous 
anxiety  in  the  medical  community 
about  this.” 

Physicians  were  often  snagged  in 
civil  administrative  proceedings  on 
the  point  of  law  that  said  physicians 
should  know,  even  if  they  didn’t  know 
they  or  their  staffs  were  making  mis- 
takes. Although  the  new  law  raises  the 
civil  money  penalties  from  $2,000  to 
$10,000  per  violation,  it  better  clari- 
fies what  should  know  means.  A person 


“There  is  still  a 
great  deal  of  room 
for  interpretation, 
and  every  case  will 
be  argued  on  its 
facts.  But  the  new 
law  takes  honest 
mistakes  out  of  the 
equation.” 
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must  have  actual  knowledge  that  he  or 
she  had  submitted  a claim  or  had  pro- 
vided false  or  misleading  information, 
and  must  have  acted  in  deliberate  ig- 
norance or  in  reckless  disregard  of  the 
truth  or  falsity  of  the  information.  As 
the  bill  moved  through  Congress,  the 
American  Medical  Association  lob- 
bied hard  to  safeguard  physicians  who 
make  inadvertent  billing  errors. 
“There  is  still  a great  deal  of  room  for 
interpretation,  and  every  case  will  be 
argued  on  its  facts,”  Ms  Darling  said. 
“But  the  new  law  takes  honest  mis- 
takes out  of  the  equation.” 

“The  vast  majority  of  doctors  have 
no  intention  of  committing  fraud,”  said 
Texas  Attorney  General  Dan  Morales. 
“They  just  want  to  know  what  they  are 
supposed  to  do.  Making  these  stan- 
dards clearer  helps  all  the  honest  doc- 
tors. And  it  certainly  helps  prosecutors 
who  can  say,  ‘Here’s  the  standard.  It’s 
not  all  that  hard  to  understand  now.  ” 

For  physicians,  perhaps  the  bright- 
est hope  of  the  new  bill  is  the  provision 
calling  for  uniform  standards  in  billing. 
Exactly  when  physicians  will  see  such 
changes  is  open  to  speculation,  but  un- 
til the  system  is  simpler,  experts  say 
protecting  yourself  from  charges  of 
fraud  and  abuse  may  not  be  all  that  dif- 
ficult (see  related  article  on  p 31). 

“Look  at  each  patient  encounter  as 
a single,  separate  situation  and  bill  it 
accordingly.  Bill  and  collect  only  for 
exactly  what  you  do,”  said  Patrick  Cof- 
fey, manager  of  physician  payment  ad- 
vocacy in  TMA’s  health-care  financing 
department.  “Patient  records  must  re- 
flect all  the  services  and  procedures 
performed,  with  dates  — they  have  to 
justify  the  level  of  code  submitted.” 

Perhaps  the  most  important  warn- 
ing for  physicians  is  that  they  know 
what  their  employees  are  doing,  ac- 
cording to  Mr  Coffey.  “That’s  the  trap 
most  physicians  fall  into.  They  hand 
billing  responsibility  over  to  their  em- 
ployees, and  it’s  the  employees  who 
can  become  overzealous.  Physicians 
will  never  get  into  trouble  if  they  bill 
only  for  exactly  what  they  do.” 
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MEDICAL  SCHOOLS 

ARE  CHANGING 

WITH  THE  TIMES. 

By  Larry  BeSaw, 
Associate 

editor 


WHEN  THE  1996  GRADUATES  of  The  University  of  Texas  Southwestern  Medical  School  in  Dallas  walked 
across  McDermott  Plaza  to  receive  their  doctor  of  medicine  degrees  during  commencement  ceremonies  last  June,  only 
1 of  the  200  newly  minted  MDs  planned  to  become  an  anesthesiologist.  What  makes  that  fact  remarkable  is  that  as 
recently  as  1989,  20  of  the  school’s  200  new  graduates  were  looking  forward  to  careers  in  anesthesiology. 

The  dramatic  drop  in  the  number  of  UT  Southwestern  graduates  wanting  to  be  anesthesiologists,  and  the  fact  that 
more  than  half  of  this  year’s  graduates  plan  to  be  primary  care  physicians,  illustrates  the  revolution  occurring  at  med- 
ical schools  in  Texas  and  throughout  the  United  States.  An  increasing  demand  for  primary  care  physicians  — spurred 
by  the  growth  of  managed  care,  legislative  and  policy  efforts  to  steer  more  physicians  into  medically  underserved  areas, 
and  dire  predictions  that  many  specialists  will  be  unable  to  find  jobs  in  the  years  ahead  — is  causing  medical  schools 
to  make  fundamental  changes  in  how  they  educate  future  physicians. 

The  declining  job  market  for  physician  specialists  was  documented  by  The  Journal  of  the  American  Medical 
Association  (JAMA)  in  the  September  4,  1996,  issue.  The  journal  reported  that  a survey  of  physician  recruitment  adver- 
tisements in  1984,  1987,  1990,  and  1995  showed  that  ads  lor  specialists  had  dropped  55%  since  1990.  The  ratio  had 
declined  from  4 specialist  positions  for  every  generalist  position  advertised  in  1990  to  1.8  last  year.  Only  family  med- 
icine practitioners  showed  continuous  growth.  >->>->->->- 
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The  first  shot  in  the  medical  school  revolution  in  Texas 
was  fired  in  1979  when  state  legislators  — driven  in  part  by 
pressure  from  their  constituents  to  do  something  about  the 
lack  of  physicians  in  many  rural  areas  — began  increasing 
funding  for  programs  designed  to  train  more  family  prac- 
tice physicians.  In  each  successive  legislative  session,  law- 
makers have  given  the  state-supported  medical  schools 
more  direction  about  what  they  are  expected  to  do  to 
increase  the  number  of  primary  care  physicians.  The  drive 
for  more  primary  care  physicians  accelerated  in  1989,  when 
the  legislature  ordered  the  schools  to  establish  mandatory 
third-year  clerkships  in  family  practice. 

In  the  last  session  of  the  legislature,  state  lawmakers 
enacted  several  measures  recommended  by  the  Texas 
Medical  Association  to  increase  the  number  of  primary  care 
physicians.  These  included  establishing  statewide  precep- 
torship  programs  in  general  internal  medicine  and  general 
pediatrics,  enhancing  funding  for  the  Family  Practice 
Training  Program,  expanding  community-based  primary 
care  residency  positions,  and  restoring  funding  for  the 
Resident  Physician  Compensation  Program. 

Legislative  action  has  been  coupled  with  pressure  on  the 
schools  from  their  accrediting  organizations  and  from  mar- 
ketplace changes  that  occurred  after  the  failure  of  the  1994 
health-system  reform  effort  in  Congress.  The  result  is  “very 
definite  pressure  on  the  medical  schools  to  produce  medical 
students  who  look  at  things  a little  differently,  have  different 
attitudes  about  primary  care,  have  been  trained  a little  dif- 
ferently, and  are  likely  to  go  into  primary  care,"  said  Deborah 
L.  Greene,  PhD,  director  of  medical  education  for  TMA. 


Change  of  scenery 

IN  ADDITION  TO  the  third-year  clerkship  and 
other  curriculum  changes,  the  schools  have  begun 
programs  to  allow  students  to  spend  time  with  prac- 
ticing primary  care  physicians  in  their  offices  rather 
than  in  hospitals.  At  first,  the  students  spend  a half 


day  a week  with  the  physicians,  then  come  back  to  class  to 
discuss  what  they  learned.  By  their  second  year,  students  are 
spending  a full  day  or  two  with  the  physicians  each  week. 
By  the  time  they  reach  the  clinical  stage  of  their  education, 
they  have  a good  idea  of  what  a primary  care  physician  is. 

The  idea  is  that  by  scrapping  the  traditional  huge  class- 
room lecture  format  in  favor  of  small  groups  and  problem 
solving,  and  by  introducing  students  to  strong  primary  care 
role  models  early  in  their  medical  school  careers,  they  will 
be  more  inclined  to  go  into  primary  care  medicine. 

Early  exposure  to  primary  care  medicine  also  is  helping 
overcome  some  of  the  stigma  that  once  was  placed  on  gen- 
eralist physicians  by  those  who  said  the  more  intelligent 
students  should  choose  to  specialize. 

“Students  learn  very  quickly  that  they  can  practice  high- 
quality  medicine  [in  primary  care],”  said  Elvin  Smith, 
PhD,  interim  vice  president  for  health  affairs  and  interim 
dean  of  the  Texas  A&M  Health  Science  Center.  “They 
have  firsthand,  very  close  experience  with  primary  care 
physicians,  and  we  think  that  helps  alleviate  some  of  the 
misconceptions  that  might  develop  during  their  medical 
education."  Traditionally,  the  majority  of  A&M  graduates 
have  gone  into  primary  care. 

The  schools’  efforts  seem  to  be  paying  off.  The  percent- 
age of  Texas  medical  school  graduates  entering  primary  care 
has  steadily  increased  over  the  years.  Two  years  ago,  the 
share  was  54%.  This  year,  it  is  60%.  “The  schools  should 
take  credit  for  that,"  Dr  Greene  said. 


Negative  attitudes 


HILE  THE  EXPERTS  SAY  Texas 
medical  schools  are  helping 


to 
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/ improve  the  image  of  primary  care 

m # physicians,  another  survey  reported 

jf  ▼ by  JAMA  in  the  September  4,  1996, 
issue  indicates  that  the  same  may  not  be  true  nationwide. 
The  survey  of  2,293  first-  and  fourth-year  medical  stu- 
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have  firsthand, 

very  close  experience  with  primary  care  physicians, 
and  we  think  that  helps  alleviate  some  of  the  misconceptions 
that  might  develop  during  their  medical  education.” 
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dents,  residents,  clinical  faculty,  internal  medicine  and 
pediatrics  residency  training  directors  and  chairs,  and  med- 
ical school  deans  says  the  schools  aren’t  doing  much  to 
counter  the  negative  attitude  toward  primary  care.  It  was 
conducted  by  Susan  D.  Block,  MD,  of  the  Harvard 
Medical  School  and  Harvard  Pilgrim  Health  Care  in 
Boston,  and  several  colleagues. 

The  researchers  found  that  “in  spite  of  secular  changes 
in  the  health-care  system  and  in  medical  education,  the 
environment  within  academic  health  centers  is  chilly  for 
primary  care  education  and  practice.”  They  even  suggest 
that  the  pervasiveness  and  magnitude  of  the  negative  atti- 
tudes toward  primary  care  in  the  health  centers  constitute  a 
form  of  professional  prejudice. 

Perhaps  the  most  disturbing  finding  of  the  survey  is  that 
no  more  than  half  of  the  respondents  indicated  that  prima- 
ry care  tasks  require  a high  degree  of  expertise.  This  finding 
held  true  for  all  categories  of  respondents,  including  pri- 
mary care  physicians,  themselves. 

“We  believe  that  the  negativity  toward  primary  care  goes 
beyond  benign  professional  rivalry  and  is  deeply  rooted  in  the 
culture  of  medicine,  ” wrote  Dr  Block  and  her  colleagues.  “The 
presence  of  a chilly  climate  for  primary  care  in  academic  health 
centers  represents  a barrier  to  primary  care  career  choice  and 
education,  and  compromises  the  quality  of  professional  life  for 
primary-care-oriented  students,  residents,  and  faculty.” 

The  Baylor  plan 

SEVERAL  YEARS  AGO,  the  advertising  gurus  at 
Oldsmobile  unveiled  a new  advertising  campaign 
designed  to  convince  younger  drivers  that  the  con- 
servative line  of  cars  was  being  replaced  with  newer, 
sportier  models.  “This  is  not  your  father’s 
Oldsmobile!”  they  declared.  Texas  medical  schools  could 
adopt  a similar  slogan,  because  it’s  not  your  father’s  medical 
school  anymore,  either. 

“We  just  essentially  blew  it  up  and  started  all  over,”  is 


how  Rebecca  Kirkland,  MD,  assistant  dean  for  curriculum 
at  the  Baylor  College  of  Medicine,  describes  what  officials 
at  the  school  did  2 years  ago  in  an  effort  to  produce  more 
primary  care  physicians.  “We  took  what  was  good  about  the 
old  [curriculum]  and  retained  it,  but  we  jettisoned  the  rest.” 

Under  the  old  curriculum,  the  first  18  months  were 
daily  back-to-back  lectures  from  8 am  to  5 pm,  punctuat- 
ed by  lab  work.  “You  can  imagine  what  that  does  to  a stu- 
dent who  comes  into  medical  school  excited  about  provid- 
ing service  and  wanting  to  give  care  to  people,  when  they 
don’t  see  any  people  to  give  care  to  for  1 'A  years,”  Dr 
Kirkland  said.  “They  do  a lot  of  book  stuff,  learn  a lot  of 
formulas,  and  learn  about  disease,  and  they  think,  ‘Wait  a 
minute.  What  is  this?’  Then  all  of  a sudden,  at  the  end  of 
2'A  years,  we  say,  ‘OK,  you’ve  got  the  background.  Now  go 
and  do  it.’  So,  then,  they’re  in  the  clinic,  and  they’re  sup- 
posed to  apply  this  stuff.  Well,  how?” 

With  the  new  program,  similar  to  those  at  other  med- 
ical schools,  lectures  are  confined  to  the  morning  hours. 
Two  afternoons  a week,  the  Baylor  students  are  introduced 
to  patient-related  issues.  They  spend  one  afternoon  a week 
with  a physician  mentor,  learning  about  interaction  with 
patients;  then,  the  next  week  they  go  out  to  the  communi- 
ty preceptor’s  office  and  practice  what  they  have  learned. 

With  courses  like  “The  Patient,  Physician  and  Society,” 
the  new  curriculum  is  showing  students  the  rewards  of 
working  closely  with  patients. 

“They  just  sit  and  listen,"  Dr  Kirkland  said.  “They  hear 
the  patients  talk  about  the  impact  of  illness  on  their  lives, 
on  their  families.  We  get  them  to  relate  to  patients  as  peo- 
ple first,  and  less  as  illnesses.  They  no  longer  see  just  a hole 
in  the  heart  or  a cardiovascular  disease.  The  patient  is  now 
a person.  That  makes  you  want  to  treat  the  whole  body 
rather  than  just  the  disease.” 

The  students  also  are  getting  a glimpse  of  what  it  will  be 
like  when  they  complete  their  residencies,  begin  practicing 
medicine,  and  have  to  deal  with  managed  care  plans  and 
reimbursement  hassles. 

Students  learn  the  “alphabet  soup”  of  managed  care  and 
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how  to  help  patients  through  the  system,  Dr  Kirkland  says. 
“Managed  care  plays  a part  in  a lot  ol  the  cases  we  use,”  she 
said.  “You  may  have  a patient  who  has  a certain  health 
maintenance  organization  [HMO],  but  the  patient’s  par- 
ticular condition  is  not  covered.  What  do  you  do?  The  stu- 
dents have  to  work  through  it.” 

While  medical  schools  in  the  past  have  not  given  stu- 
dents formal  training  on  how  to  run  a practice,  what  Baylor 
and  others  are  doing  in  that  area  could  become  increasing- 
ly important.  Joseph  Dougherty,  MD,  chair  of  TMA’s 
Council  on  Medical  Education,  says  managed  care  officials 
have  complained  to  the  council  that  medical  schools  are 
not  training  physicians  to  work  in  HMOs. 

Baylor  officials  are  pleased  with  the  results  the  new 
teaching  method  is  producing.  Two  years  ago,  only  18%  of 
the  school’s  graduates  chose  primary  care.  This  year,  the  fig- 
ure jumped  to  46%. 


Big  changes 

All  eight  of  the  state’s  medical 
schools  have  made  changes  in  their  curricu- 
la since  1989,  according  to  a report  issued 
last  year  by  TMA’s  Special  Committee  on 
Primary  Care,  established  by  the  TMA 
Board  of  Trustees.  The  report  said  all  eight  schools  had 
increased  students’  exposure  to  community-based,  primary 
care  physicians  early  in  the  curriculum,  and  all  were  offer- 
ing preceptorship  experiences  in  family  practice  for  stu- 
dents who  satisfactorily  complete  their  first  year. 

One  school,  the  University  of  North  Texas  Health 
Science  Center  at  Fort  Worth,  requires  students  to  partici- 
pate in  two  32-hour  family  practice  preceptorships  in  com- 
munity physicians’  offices  during  their  second  year.  Another, 
Texas  A&M,  requires  second-year  students  to  have  at  least 
two  5-week  rotations  in  family  practice  and  one  5-week  rota- 
tion in  both  internal  medicine  and  pediatrics. 


Another  major  change  the  medical  schools  are  under- 
taking is  moving  more  teaching  from  hospitals  to  ambula- 
tory care  settings.  That  is  a big  step,  Dr  Dougherty  says, 
because  “the  emphasis  in  the  real  world  is  to  keep  patients 
out  of  the  hospital.  We  won’t  recognize  medical  schools  10 
years  from  now  because  their  hospitals  are  going  to  shrink.” 

At  UT  Southwestern,  entering  students  enroll  in  a new 
teaching  program  called  “Introduction  to  Clinical 
Medicine,  Part  1,”  which  immediately  exposes  them  to 
dealing  with  patients  and  taking  histories.  They  learn  how 
to  communicate  effectively  with  patients,  as  well  as  psy- 
chology, ethics,  and  other  elements  of  a good  doctor-patient 
relationship.  Even  in  the  basic  science  courses  such  as  bio- 
chemistry and  physiology,  instructors  combine  clinical  cases 
with  patient-oriented,  problem-solving  techniques. 

William  B.  Neaves,  PhD,  dean  of  the  medical  school, 
says  emphasis  on  the  physician-patient  relationship  is  need- 
ed to  prepare  students  for  their  third-year  clerkships.  “They 
derive  more  from  that  learning  experience  as  a result  of 
having  been  prepared  for  it  from  day  one  of  medical 
school,  rather  than  just  spending  all  of  the  first  year  and 
part  of  the  second  year  as  though  they  were  still  in  college,” 
he  said.  “By  integrating  the  first  year  with  the  second-year 
introduction  to  clinical  medicine  course,  we  now  have  a 
very  effective  way  to  get  them  up  to  speed.” 

Some  experts  warn  that  policymakers  and  medical 
schools  risk  putting  too  much  emphasis  on  training  primary 
care  physicians,  thus  causing  a future  shortage  of  specialists. 

“We  have  to  strike  a balance  between  primary  care  and  spe- 
cialists,” said  Dr  Dougherty,  a Harlingen  nephrologist.  “One 
has  to  harken  back  to  the  days  of  the  late  1960s  or  early  1970s 
when  there  weren’t  enough  doctors  and  there  was  great  empha- 
sis on  training  more  doctors  of  all  kinds.  If  we  made  a mistake 
in  1965  to  1975,  we  could  be  making  a mistake  in  1995  to 
2005.  It  takes  a minimum  of  7 years  to  train  a physician,  so 
the  students  entering  now  won’t  be  practicing  until  2003,  and 
who  knows  where  the  market’s  going  to  be  by  then.” 

Dr  Dougherty  says  the  medical  schools  would  do  well  to 
strengthen  their  training  programs  for  internal  medicine,  a 
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primary  care  field  that  also  encompasses  many  subspecial- 
ties. “It  would  be  better  to  train  internists  because  then  ii 
you  need  medical  subspecialists,  you  have  someone  who 
already  has  the  basic  training,”  he  said. 


Making  horses  drink 

Medical  schools  can  change 
their  curricula  all  they  want  to  encour- 
age students  to  go  into  primary  care,  but 
the  student  still  has  to  make  the  deci- 
sion. School  officials  contacted  by  Texas 
Medicine  say  they  don’t  actively  discourage  students  from 
choosing  nonprimary  care  specialties,  but  they  do  provide 
serious  counseling  on  the  job  market  and  potential  diffi- 
culties of  finding  a job  in  particular  specialties. 

“We  don’t  overtly  discourage  no  matter  what  percentage  of 
primary  care  physicians  is  produced,”  A&M’s  Dr  Smith  said. 


“The  need  for  specialists  is  going  to  continue,  so  we  don’t  try 
to  insist  that  100%  of  our  students  choose  primary  care.  ” 

Dr  Neaves  remembers  the  criticism  he  received  from 
rural  legislators  over  what  they  felt  were  too  many  anesthe- 
siologists back  in  1989,  when  10%  of  the  graduating  class 
went  into  anesthesiology.  Legislators  wanted  to  know  what 
Southwestern  was  doing  ro  make  so  many  graduates  choose 
that  field.  The  answer  was  nothing. 

“ 1 he  students  themselves,  when  I questioned  them, 
admitted  that  it’s  really  their  perception  of  societal  needs,  as 
reflected  in  what  kind  of  income  expectations  they  could 
have  and  how  society  values  the  services  they  would  be  pro- 
viding, that  influenced  them  in  some  of  those  cases,”  he  said. 
“Even  if  anesthesiology  didn’t  pay  very  well,  some  students 
would  still  go  into  anesthesiology.  In  fact,  that’s  the  case  now 
because  anesthesiology  is  not  as  highly  remunerative  for  a 
person  starting  out  as  it  was  back  in  the  1980s.  I think  that 
illustrated,  as  well  as  any  example,  the  fact  that  medical 
schools  can  lead  a horse  to  water  but  can’t  make  it  drink.” 

Fourth-year  Southwestern  student  Kate  Mitchell,  29,  is 


Council  suggests 

$12.8  million  in  primary  care  spending 

A $12.8  MILLION  package  of  primary  care  spending  proposals  was  approved  by  the  TMA  Council  on  Medical 
Education  during  the  fall  leadership  conference  in  September.  The  I MA  House  of  Delegates  will  be  asked  to 
endorse  the  package  for  submission  to  the  next  session  of  the  Texas  Legislature  as  TMA’s  1997  Primary  Care 
Initiative  when  delegates  meet  later  this  month. 

The  proposals  approved  by  the  council  fund  programs  affecting  undergraduate  medical  education,  graduate  med- 
ical education,  and  medically  underserved  areas.  Among  the  proposals  approved  by  the  council  were: 

• $7,125  million  for  enhanced  funding  of  the  Family  Practice  Residency  Program,  of  which  $2  million  would  be  shift- 
ed from  the  Family  Practice  Pilot  Program. 

• $4.5  million  to  increase  the  number  of  state-supporred  primary  care  residency  positions  by  150. 

• $600,000  to  expand  the  preceptorship  programs  in  general  internal  medicine  and  general  pediatrics  for  under- 
graduate medical  students. 

• $660,000  for  expanding  the  number  of  participants  in  the  Physician  Education  Loan  Repayment  Program  from  165 
to  200  physicians  annually. 

• $550,000  to  fund  the  Underserved  Community-State  Matching  Incentive  Program  for  Primary  Care  Physicians. 

• $660,000  to  give  the  state’s  public  medical  schools  a pool  of  funds  that  could  be  used  to  recruit  new  generalist  faculty. 

• $660,000  to  create  and  fund  the  Texas  Health  Service  Corps  Program  for  Medically  Underserved  Areas.  This  pro- 
gram would  pay  20  primary  care  residents  $1 5,000  a year  for  up  to  3 years  for  agreeing  to  practice  in  specified  areas 
for  at  least  5 years  after  completing  their  Texas  residency  training. 
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one  example  of  how  the  new  curriculum  is  working  to  steer 
future  physicians  toward  primary  care.  Ms  Mitchell  didn’t 
start  out  to  be  a family  practice  physician.  She  thought  she 
would  be  a pediatrician,  like  her  father.  But  during  her 
third-year  family  practice  rotation,  she  found  out  she  liked 
it  better  than  she  thought  she  would,  especially  when  she 
got  to  see  firsthand  what  a family  practice  physician  does. 

“I  loved  the  variety,”  she  said.  “We  saw  many  common 
illnesses,  hut  the  physician  followed  some  people  with  a lot 
of  complicated  chronic  illnesses.  He  made  sure  they  went 
to  all  their  specialists.  I thought  it  was  really  neat  to  have 
experience  with  a wide  variety  of  diseases,  but  not  neces- 
sarily to  have  ultimate  responsibility  for  their  critical  man- 
agement when  the  patients  are  really  sick.” 

Another  factor  in  her  decision  is  that  she  had  a baby 
during  her  third  year,  and  her  husband  is  in  a doctoral  pro- 
gram at  Southern  Methodist  University.  Family  practice 
gives  her  more  flexibility  in  changing  jobs  if  she  has  to,  she 
says.  “It  just  makes  more  sense  for  my  future.” 

Another  fourth-year  student  at  Southwestern,  Garrett 
Andersen,  24,  is  one  of  those  choosing  a specialty  field 
despite  warnings  that  it  may  be  tough  to  find  a job.  Mr 
Andersen,  whose  mother,  father,  and  grandfather  are  physi- 
cians, intends  to  pursue  interventional  radiology. 

Potentially  bleak  job  prospects  are  a big  concern,  he  says. 
“I’m  not  oblivious  to  that.  If  I go  into  radiology,  there’s  less 
chance  of  getting  the  exact  job  I want.  I’ll  have  to  be  more 
flexible  where  I go.  Yet  it  weighs  less  to  carry  that  worry  than 
it  does  to  go  into  something  merely  for  the  reason  of  a guar- 
anteed job.’  If  I started  doing  something  just  because  I knew 
I'd  have  a job,  I’d  think,  'Why  am  I doing  this?”’ 

He  has  agonized  over  his  decision,  but  says,  “This  is  just 
where  my  heart  is.” 

Mr  Andersen  remains  optimistic.  “It  seems  to  me  that  if 


you  can  be  the  best  you  can  be,  you’re  going  to  find  some- 
where to  do  a good  job.  If  you  work  hard,  things  should 
work  out.” 

At  Baylor,  fourth-year  student  Gayle  Alstot,  32,  planned 
to  go  into  primary  care  but  chose  general  surgery  instead. 
“It  was  the  one  that  just  interested  me  the  most,”  she  said. 
“The  internal  medicine  and  pediatric  rotations  were  inter- 
esting, but  I liked  surgical  treatment  better.  I liked  the  way 
you  could  take  care  of  patients  during  surgery.” 

Ms  Alstot  is  realistic  about  what  the  future  may  hold. 
“I’ve  thought  about  it  long  and  hard.  It’s  pretty  clear  to  me 
that  I’m  going  to  spend  longer  looking  for  a job  and  prob- 
ably end  up  working  harder  for  less  money.” 

She  says  her  peers  are  aware  of  the  fact  that  the  age  of 
the  specialist  may  have  come  and  gone.  “But  I haven’t 
heard  anybody  who  is  determined  to  go  into  a specialty 
express  any  concern  about  it,”  she  added. 

“The  most  difficult,  most  intellectually  demanding  job 
in  medicine  is  to  function  as  a generalist,”  said  Dr  Neaves. 
“You  must  be  prepared  to  cope  with  whatever  the  next 
patient  through  the  door  is  going  to  confront  you  with  and 
deal  with  the  whole  panoply  of  diseases  and  disabilities 
while,  at  the  same  time,  remaining  focused  on  the  impera- 
tive of  trying  to  preserve  health  and  not  just  treat  the  after- 
math  of  illness.” 

In  the  end,  he  says,  medical  schools  are  in  a position  not 
unlike  the  one  a lot  of  us  find  ourselves  in  at  home,  in  our 
private  lives,  as  parents.  “We  learn  from  experience  that  the 
most  effective  thing  to  do  with  young  adults  is  to  provide 
them  with  a factual  base  and  then  try  to  steer  them  gently 
in  the  direction  that  will  help  them  reach  a rational  con- 
clusion. But  we  do  not  enjoy  the  ability  to  actually  tell 
them  what  to  do,  not  in  medical  schools  anymore  than  we 
do  at  home  as  parents.”  ★ 
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The  wind  is  everything 

Marshall  internist  Jim  Harris,  MD,  tested  his  mettle  in  Ajrica 


By  Teri  Lee  Jones,  Associate  editor 


ne  balmy  winter  day  last  year  on  the  South 
African  plains,  a small  herd  of  white  rhinocer- 
oses were  enjoying  a leisurely  afternoon  graze, 
when  suddenly,  a warthog’s  dying  squeals  shat- 
tered the  serenity.  Some  200  yards  away,  the  hunter  who 
had  pegged  the  warthog  watched  in  disbelief  as  the 
spooked  rhinos  charged  straight  for  him  and  his  guide, 
covering  the  distance  of  two  football  fields  with  dazzling 
speed.  With  nothing  but  a chin-high  ant  pile  for  cover,  the 
hunters  guide  whispered,  “Don’t  move,  don’t  move!”  just 
as  some  20  tons  of  berserk  animal  flesh  roared  past  them 
on  both  sides,  close  enough  to  spit  on.  Thus  began  the  first 
day  of  one  man’s  dream  hunting  trip  and  the  first  of  sev- 
eral close  brushes  with  the  Grim  Reaper. 


As  soon  as  the  dust  cleared,  in- 
ternist and  gun  enthusiast  Jim  Harris, 
MD,  from  Marshall,  who  says  he  was 
too  jet-lagged  and  too  stupid  to  really 
be  scared,  looked  over  at  his  imper- 
turbable guide.  The  man  acted  as 
though  nothing  at  all  had  happened, 
and  the  pair  calmly  resumed  their 
hunt  for  a Cape  buffalo,  meanest  of  all 
African  game. 

Not  a word  was  spoken  about  the 
rhino  incident  for  a few  days  until  one 
night,  over  a couple  of  Scotches,  the 
guide  informed  Dr  Harris  they  had  in- 
deed been  in  incredible  danger.  “Does 
that  happen  often?”  Dr  Harris  asked  as 
indifferently  as  possible,  hoping  he 
didn’t  sound  scared  and  thinking 
about  all  the  rhinos  they  had 
seen  since.  “Almost  never,” 
the  guide  replied. 

Except  for  Cape  buf- 
falo, who  are  known  for 
going  out  of  their  way 
to  stomp  a person  just 
for  the  heck  of  it,  most 
African  game  avoid  hu- 
man contact  and  typically 
run  from  people.  So  it  was 
all  the  more  terrifying  a few 
days  later  when  the  small  hunting 
party  had  yet  another  rhino  encounter.  This  time,  Dr  Har- 
ris knew  enough  to  be  properly  petrified  when  three  rhi- 
nos ambled  across  the  men’s  path  as  they  studied  the 
earth  for  buffalo  tracks.  For  an  interminable  10  min- 
utes, the  men  sat  quivering  on  their  haunches,  staring 
at  the  rhinos  just  a few  yards  away,  who  were  staring 
back,  bad  eyesight  and  all.  “There’s  no  way  we  could 
have  shot  our  way  out  of  it,”  Dr  Harris  explained.  The 


The  hunt  put  Dr  Harris  face-to-face  with  a Cape  buffalo,  meanest  of  all 
African  game. 
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[standoff  ended  when  the  trackers,  in 
i slow  motion,  began  cracking  twigs  and 
I tossing  them  into  the  brush  and  the 
rhinos  simply  turned  and  walked  away. 

“To  go  buffalo  hunting  in  Africa,” 
Dr  Harris  explained,  “you  gotta  be 
[young  enough  to  walk  and  old  enough 
to  die,”  the  dying  part  being  something 
he  wasn’t  fully  aware  ol  beforehand.  It 
| also  helps  if  you’re  handy  with  a gun, 
which  Dr  Harris  most  definitely  is. 


Cut  this  guy  and  he  bleeds  bullets. 
Not  the  run-of-the-mill,  store-bought 
kind,  but  the  kind  you  spend  hours 
and  hours  making  yourself  in  a proce- 
dure called  reloading,  another  ol  Dr 
Harris’  passions. 

On  his  2,000-acre  ranch  near  the 
town  ol  Marshall,  where  he  was  born 
and  raised,  Dr  Harris  has  a separate 
house  dedicated  just  to  reloading.  He 
painstakingly  trims,  resizes,  and  loads 


bullets  with  just  the  right  amount  of 
powder  and  charge,  all  in  an  effort  to 
make  each  bullet  just  like  the  last  one,  or 
to  make  a gun  shoot  hotter  (meaning 
faster)  or  with  more  oomph.  Reloading, 
Dr  Harris  says,  “appeals  to  anal-retentive 
internists  who  like  meticulous  activity.” 

Lots  of  country  boys  grow  up  lov- 
ing the  outdoors  and  crazy  about 
hunting.  But  perhaps  few  have  the  or- 
ganizational savvy  to  indulge  their 


passions  to  the  degree  Dr  Harris  does 
and  still  do  anything  else  very  well. 
One  of  his  practice  partners  for  24 
years,  Roger  K.  Jones,  MD,  says  his 
friend  stipulated  having  deer  season’s 
opening  day  off  as  a criterion  for  join- 
ing their  practice.  “Jim  has  always 
been  very  fair  in  his  time  commit- 
ments — with  his  family,  with  medi- 
cine, and  with  hunting.”  Friends  say 
he  all  but  personifies  what  politicians 


have  dubbed  “family  values.”  A proud 
father  of  four,  he’s  been  married  to 
Beverly  Harris  for  30  years.  She  ac- 
cepts his  never-abating  hunting  fever 
and  the  trophies  that  fill  up  their 
home  with  aplomb. 

Many  of  his  friends  got  a kick  out  of 
watching  him  agonize  over  the  African 
trip.  “You  should  have  seen  him 
preparing  lor  that  one,”  Dr  Jones  said. 
“Imagine  the  world's  most  compulsive 

“You  just  can’t 
get  in  a hurry. 

Every  step, 
every  twig, 
every  change 
in  the  wind 
can  make  a 
difference.” 

Jim  Harris , MD,  bagged  a nyala  during 
an  African  hunt  last  year. 


woman  packing  for  a trip  to  Paris,  and 
she  would  have  had  nothing  on  Jim 
Harris  packing  for  Africa.  Really,  it  was 
that  bad.  He  planned,  made  lists,  dou- 
ble-checked, made  more  lists,  packed, 
and  repacked.  “This  went  on  lor 
months,”  Dr  Jones  added.  “And  he 
would  debate  over  whether  to  take  a 
gun  that  was  33  inches  long  or  32 
inches  long,  and  I’d  say,  ‘Jim,  what  dif- 
ference does  it  make?’  And  he’d  go  into 
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great  detail  about  how  much  difference 
it  would  make  if  he  was  being  charged 
by  a mad  elephant  bull.  And  I thought, 
'Well,  this  is  my  partner,  he’s  about  to 
do  this,  and  this  is  fun?  Let’s  get  the  in- 
surance up  front,  Jim.’” 

After  his  1 0-day  adventure  and  after 
bagging  a prized  buffalo,  Dr  Harris 
says  he  came  home  a changed  man. 
Not  for  the  gain  of  another  hunter’s 
trophy  or  a dream  fulfilled,  but  for  hav- 
ing lived  through  unexpected,  life- 
threatening  danger.  “It  was  like  I had 
found  something  in  myself  that  was 
important,”  Dr  Harris  said.  “I  seem  to 
be  more  relaxed  now.  Little  things  don’t 
bother  me  as  much.” 

But  he  found  that  every  little  thing 
did  matter  on  the  African  hunt,  unlike 
any  other  hunting  trip  he  had  experi- 
enced. “You  just  can’t  get  in  a hurry,”  he 
said.  “Every  step,  every  twig,  every 
change  in  the  wind  can  make  a differ- 
ence.” People  have  learned  about  the 
wind’s  importance  from  movies,  about 
how  you  have  to  stay  upwind  or  down- 
wind depending  on  what  you’re  doing, 
he  says.  “Africa  proved  it.  You  can  track 
a herd  of  buffalo  all  day  and  be  trying  to 
get  set  up  for  a good  shot,  and  the  wind 
will  change  and  — poof  — they’re 
gone.  They’ll  sniff  you  just  like  that,  and 
all  you’re  thinking  about  is,  'Dang,  it 
sure  is  a long  way  back  to  the  truck.’” 

Although  he’s  known  for  being  a 
steady,  down-to-earth  guy  who,  friends 
say,  doesn’t  really  like  being  called  doc 
or  doctor  outside  the  office,  he  admits 
to  wishing  he  was  a little  less  hot-tem- 
pered. His  longtime  hunting  buddy 
Danny  Butler,  a police  sniper  on  Mar- 
shall’s SWAT  team,  says  the  word 
“stubborn”  better  describes  his  friend. 

“Jim’s  a little  hardheaded,’’  Mr  But- 
ler said.  On  a prairie  dog  hunt  one 
time,  one  of  the  two  men  shot  through 
the  landowner’s  electrified  barbed  wire 
fence.  Convinced  the  power  was 
turned  off  because  touching  one  end 
didn’t  shock  him,  Dr  Harris  told  Mr 
Butler  to  hand  him  the  other  piece  of 
fence  so  he  could  patch  it.  “He  got  half 
angry  at  me  when  I told  him,  ‘Jim,  I’m 
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not  handing  you  that  wire  until  you  go 
up  there  and  tell  the  landlady  what 
|we’re  fixing  to  do,  ” Mr  Butler  said. 
“But  he  kept  insisting  it  wasn’t  on  and 
I finally  badgered  another  fella  into 
handing  him  the  other  piece.  Well, 
you  can  imagine  how  once  he  got  a 
piece  of  wire  in  each  hand,  it  nearly 
i knocked  his  teeth  out.  Then  he  looked 
lover  at  me  kind  of  funny  and  politely 
asked  me  to  go  up  there  and  tell  the 
I lady  to  turn  the  fence  oh." 

“Mr  fence-fixer,"  as  his  friends  now 
| call  him,  is  also  something  of  a braggart 
I about  his  culinary  skills.  During  deer 
! season’s  opening  weekend,  as  many  as 
1 30  men  converge  on  Dr  Harris’  deer 
camp,  many  of  them  anxious  to  show 
off  some  new  recipe.  The  camp  has  a 
i cabin  that  sleeps  at  least  18  and  a rail- 
road boxcar  converted  into  a kitchen 
that  would  rival  most  commercial  ones. 

“It’s  just  one  hellacious  cooking 
j session  down  there,”  Mr  Butler  said. 
“Last  year,  a new  guy  said  he  could 
beat  out  Jim’s  cornbread  recipe,  so  Jim 
spent  the  whole  day  preparing  to  cook 
that  cornbread  and  politicking  for 
votes.”  His  efforts  paid  off,  and  even 
Dr  Jones,  who  has  no  interest  whatso- 
ever in  hunting,  begrudgingly  admits 
Dr  Harris  is,  indeed,  a good  cook. 
“I’ve  never  let  him  know  that  I really 
do  think  his  chili  is  pretty  good,  and 
don’t  ever  tell  him  I said  that.” 

Dr  Jones  describes  his  friend  as  an 
old-time  internist  who  puts  his  patients 
first,  and  also  a reliable,  honest  guy  who 
sticks  up  for  what  he  thinks  is  right. 
“But  in  East  Texas,  if  you  had  an  epi- 
taph to  put  on  any  deer  hunters  grave, 
MD  or  no,  “He  Made  Good  Chili”  is 
probably  as  good  as  it  gets.”  ★ 
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We  used  the  1993  Texas  Behavioral 
Risk  Factor  Surveillance  System  survey 
to  assess  the  prevalence  of  raw  shellfish 
consumption  and  to  find  the  demo- 
graphic and  behavioral  characteristics 
of  raw  shellfish  consumers.  We  studied 
the  general  impact  of  warning  labels  re- 
ported by  survey  respondents.  Data 
were  analyzed  using  univariate  and 
multiple  logistic  regression  methods. 
Fourteen  percent  of  the  Texans  surveyed 
reported  consuming  raw  shellfish.  Re- 
spondents with  incomes  greater  than  or 
equal  to  $25, 000  and  with  education 
beyond  high  school  were  more  likely  to 
report  consuming  raw  shellfish  than 
were  those  with  incomes  less  than 
$25, 000  and  with  high  school  diplo- 
mas or  less.  Respondents  at  risk  for 
acute  and  chronic  drinking,  driving 
while  intoxicated,  and  driving  without 
a seat  belt  were  more  likely  than  those 
not  at  risk  of  these  behaviors  to  report 
consumption  of  raw  shellfish.  We  did 
not  find  a significant  difference  between 
eaters  and  noneaters  of  raw  shellfish  re- 
garding the  impact  of  warning  labels; 
however,  among  eaters  of  raw  shellfish, 
older  respondents  were  more  likely  than 
younger  respondents  to  report  that 
warning  labels  had  no  effect  on  them. 

Dr  Timbo,  medical  epidemiologist;  Dr  Head- 
rick, senior  staff  veterinary  epidemiologist;  Dr 
Klontz,  medical  officer;  Dr  Street,  epidemiol- 
ogist; and  Dr  Wilcox,  chief.  Epidemiology 
Branch,  Division  of  Market  Studies,  Office  of 
Scientific  Analysis  and  Support,  Center  for 
Food  Safety  and  Applied  Nutrition,  Food  and 
Drug  Administration,  Washington,  DC.  Dr 
Headrick  is  with  the  Post  Marketing  Surveil- 
lance Study  Branch,  Center  for  Devices  and 
Radiological  Health.  Send  reprint  requests  to 
Dr  Timbo,  Epidemiology  Branch,  Center  for 
Food  Safety  and  Applied  Nutrition,  Food  and 
Drug  Administration,  200  C St,  SW,  Wash- 
ington, DC  20204. 
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Raw  shellfish  consumption  and  warning  labels: 
results  from  the  1993  Texas  Behavioral  Risk  Factor 
Surveillance  System  (BRFSS)  survey 

Babgaleh  B.  Timbo,  MD,  DrPH  Debra  Street,  PhD 
Marcia  Headrick,  DVM,  MPH  Thomas  Wilcox,  MD,  MS 
Karl  Klontz,  MD,  MPH 


In  the  United  States,  raw 
oysters  have  served  as  a vehicle  for 
transmission  of  various  infectious 
disease  agents,  including  vibrios  (1), 
hepatitis  A virus  (2),  Norwalk  virus 
(3),  and  Shigella  sonnei  (4).  Several  re- 
cent outbreaks  of  illness  associated 
with  raw  oysters  (3,4)  have  been 
linked  to  shellfish  harvested  from  wa- 
ters in  the  Gulf  of  Mexico  that  were 
approved  for  harvesting,  thus  calling 
into  question  the  safety  of  eating  raw 
oysters  that  have  been  harvested  even 
from  approved  waters  and  the  ade- 
quacy of  standards  used  currently  to 
classify  shellfish  harvest  waters.  Raw 
oysters  harvested  from  approved  oys- 
ter beds  in  Texas  and  shipped  inter- 
state were  implicated  in  a case  of 
cholera  in  Atlanta  (5). 

A major  concern  of  oyster-borne 
vibrio  infections  has  been  the  high 
mortality  associated  with  Vibrio  vul- 
nificus infections  in  compromised 
hosts.  In  an  effort  to  reduce  morbidity 
and  mortality  linked  to  raw  oyster-as- 
sociated V vulnificus  infections, 
Florida,  Louisiana,  and  California 
mandated  recently  that  industry  dis- 
play consumer  advisory  statements  at 
the  point  of  purchase  of  raw  oysters. 
Although  consumer  advisories  differ 
among  the  three  states,  they  share  a 
common  goal:  to  convey  to  potential 
consumers  the  risk  of  eating  raw  oys- 
ters, especially  for  persons  who  have 
liver  disease  or  other  conditions  in- 
volving an  impaired  immune  system. 
The  importance  of  educating  these 
persons  about  the  risk  of  raw  oyster 
consumption  is  highlighted  by  data 
from  Florida,  which  shows  that  per- 
sons with  liver  disease  who  consumed 
raw  oysters  had  an  annual  rate  of  ill- 
ness from  V vulnificus  80  times  the 
rate  for  adults  without  liver  disease 

TEXAS  MEDICINE  ★ NOVEMBER  1996 


who  ate  raw  oysters  (6).  The  mortality 
rate  for  persons  with  liver  disease  who 
developed  V vulnificus  associated  with 
raw  shellfish  is  40%  to  50%  (7,8). 

We  used  the  Behavioral  Risk  Fac- 
tor Surveillance  System  (BRFSS)  to 
determine  the  prevalence  and  the  de- 
mographic and  behavioral  patterns  of 
raw  oyster  consumption  in  Texas,  the 
second  largest  state  in  the  United 
States  and  a region  with  an  active  oys- 
ter industry.  We  studied  also  the  im- 
pact of  warning  labels  as  reported  by 
survey  respondents  to  determine  what 
effect  warning  labels  might  have  on 
the  consumption  of  raw  shellfish. 

Methods 

Since  1984,  the  Centers  for  Disease 
Control  and  Prevention  in  collabora- 
tion with  designated  states  has  coordi- 
nated an  ongoing  telephone  survey, 
the  BRFSS,  which  asks  randomly  se- 
lected adults  about  health-related  be- 
haviors. Details  about  the  BRFSS 
methodology  have  been  published 
previously  (9,10).  The  present  study 
examines  data  from  the  1993  Texas 
BRFSS,  which  elicited  responses  from 
2484  persons.  Respondents  were 
asked,  “Do  you  ever  eat  raw  shellfish?” 
Possible  responses  were  “yes,”  “no,” 
“don’t  know/not  sure,”  and  refusal  to 
answer.  About  the  warning  label,  re- 
spondents were  asked,  “What  effect 
do  warning  labels  on  products,  such  as 
foods  containing  saccharin,  on  alco- 
holic beverages,  and  on  tobacco  prod- 
ucts, have  on  you?”  Possible  responses 
were  none,  very  little,  some,  a 
great  deal,”  “don’t  know/not  sure,” 
and  refusal  to  answer. 

We  examined  the  demographic 
characteristics  of  the  study  partici- 
pants, including  age,  sex,  income,  edu- 


Table  1.  Weighted  prevalence  of  raw  shellfish  consumption  by  age  and  sex,  Texas  BRFSS  survey 
(n=2484). 


Variable 

Number  of 
Respondents 

Prevalence  of 
Consumption  (%) 

Odds  Ratio 
(95%  Cl) 

Age  (years) 

18-49 

1691 

16.0 

1.6  (1.3-2. 2) 

> 49 

778 

12.4 

Not  included 

15 

Gender 

Male 

1014 

20.7 

2.8  (2.2-3. 5) 

Female 

1470 

9.3 

BRFSS  = Behavioral  Risk  Factor  Surveillance  System. 


cation,  region,  and  race/ethnicity,  and 
we  evaluated  variables  related  to  alco- 
hol use,  drinking  and  driving,  cigarette 
smoking,  and  not  using  seat  belts.  In- 
dividuals were  defined  as  at  risk  of 
acute  drinking  if  they  reported  drink- 
ing 5 or  more  drinks  at  least  once  dur- 
ing the  past  month  and  were  defined 
as  at  risk  of  chronic  drinking  if  they  re- 
ported having  60  or  more  drinks  dur- 
ing the  past  month.  Respondents  who 
reported  having  driven  at  least  once 
during  the  past  month  when  they  had 
too  much  to  drink  were  considered  at 
risk  of  drinking  and  driving.  Respon- 
dents were  at  risk  of  smoking  if  they 
smoked  currently,  whether  regularly  or 
irregularly,  and  were  at  risk  of  not 
using  a seat  belt  if  they  reported  sel- 
dom or  never  wearing  a seat  belt. 

Data  analysis 

Because  the  age,  race,  and  sex  distribu- 
tion of  the  BRFSS  sample  does  not 
match  exactly  the  distribution  of  these 
demographic  characteristics  in  the  Texas 
population,  a weighting  factor  was  as- 
signed to  each  participant  that  adjusts 
for  this  distribution  and  takes  into  ac- 
count also  the  probability  of  unequal  se- 
lection inherent  in  a survey  by 
telephone.  This  weighting  factor  was 
used  when  we  calculated  the  prevalence 
estimates.  Multiple  logistic  regression 
was  used  to  obtain  the  odds  ratios  and 
was  performed  with  PC  SAS  and  SU- 
DAAN  (11,12).  Odds  ratios  estimated 
the  strength  of  the  association  between 
raw  shellfish  consumption  and  demo- 
graphic and  behavioral  factors,  adjusted 
for  age  and  sex.  The  weighted  percent  of 
raw  shellfish  consumers  who  reported 
each  answer  (none,  very  little,  some,  or  a 
great  deal)  to  the  question  about  the  ef- 
fect of  warning  labels  was  calculated  ac- 
cording to  demographic  characteristics. 


Results 

Of  2484  persons  surveyed  during  the 
1993  BRFSS  survey,  355  (about  14%) 
reported  consuming  raw  shellfish. 
Analysis  of  the  weighted  prevalence  of 
raw  shellfish  consumption  by  age  and 
sex  (Table  1)  revealed  that  persons  aged 
18  through  49  years  were  more  likely 
to  consume  raw  shellfish  than  those 
older  than  49  years  (odds  ratio  [OR] 
1.6,  confidence  interval  [Cl]  1.3-2. 2). 
Furthermore,  males  were  more  likely  to 
consume  raw  shellfish  than  were  fe- 
males (OR  2.8,  Cl  2. 2-3. 5). 

After  adjustment  for  age  and  sex, 
weighted  analysis  of  demographic  vari- 
ables (Table  2)  demonstrated  that  re- 
spondents with  incomes  greater  than 
or  equal  to  $25,000  were  more  likely 
to  report  consuming  raw  shellfish 
compared  with  those  with  incomes 
below  $25,000  (OR  1.4,  Cl  1.1-1. 9). 
Persons  educated  beyond  the  high 
school  level  were  more  likely  to  eat  raw 
shellfish  compared  with  those  with 
high  school  or  less  than  high  school 
educational  levels  (OR  1.6,  Cl 
1. 1-2.5).  Respondents  included  in  the 
ethnic  category  “other,”  including 


Asians,  Pacific  Islanders,  American  In- 
dians, and  Alaska  natives,  were  the 
most  likely  to  consume  raw  shellfish 
(OR  2.7,  Cl  1.1-6. 9),  followed  by 
whites  (OR  2.0,  Cl  1 .1-6.9),  and  His- 
panics  (OR  1.9,  Cl  1.0-3. 7)  when 
compared  with  blacks.  No  significant 
difference  in  consumption  of  raw 
shellfish  was  found  between  persons 
living  in  coastal  areas  ofTexas  and  per- 
sons residing  in  inland  regions. 

After  adjustment  for  age  and  sex, 
weighted  analysis  of  behavioral  vari- 
ables revealed  that  respondents  at  risk 
for  acute  drinking,  chronic  drinking, 
drinking  and  driving,  and  nonuse  of 
seat  belts  were  more  likely  than  those 
not  at  risk  lor  these  behaviors  to  re- 
port consumption  of  raw  shellfish 
(Table  2).  No  significant  difference  in 
consumption  of  raw  shellfish  was 
found  between  persons  at  risk  for 
smoking  and  those  persons  not  at  risk 
(OR  1.2,  Cl  0.9-1. 7). 

We  did  not  find  a significant  dif- 
ference between  eaters  and  noneaters 
of  raw  shellfish  regarding  perceived 
sell-reported  effect  of  warning  labels 
( P = 0.76).  For  those  persons  who  re- 
ported eating  raw  shellfish  (n=347), 
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Table  2.  Weighted  prevalences  and  age-  and  sex-adjusted  odds  ratios  of  raw  shellfish  consumption 
by  demographic  and  behavioral  variables,  Texas  BRFSS  (n=2484). 


Variable 


Number  of  Prevalence  of  Odds  Ratio 

Respondents  Consumption  (%)  (95%  Cl) 


Demographic  variables 


Income  ($) 

>25,000 

1365 

18.8 

1.8  (1.3-2. 3) 

<25,000 

1119 

10.7 

Education 

>High  school 

2040 

15.9 

1.6  (1. 1-2.5) 

<High  school 

444 

9.1 

Race 

Other* 

62 

19.6 

2.7  (1. 1-6.9) 

White 

1569 

15.8 

2.0  (1. 2-3.6) 

Hispanic 

615 

12.4 

1.9  (1. 0-3.7) 

Black 

238 

7.4 

Region 

Coastal 

1032 

16.5 

1.3  (0.95-1.63) 

Inland 

1452 

13.7 

Behavioral  variables 
Acute  drinking 


At  risk 

OJ 

00 

24.4 

1.6  (1. 2-2.3) 

Not  at  risk 

2099 

12.8 

Chronic  drinking 

At  risk 

99 

29.4 

1.8  (1. 1-3.1) 

Not  at  risk 

2385 

14.1 

Drinking  and  driving 

At  risk 

87 

30.1 

1.9  (1. 1-3.4) 

Not  at  risk 

2397 

14.3 

Seatbelt  non-use 

At  risk 

136 

24.1 

1.6  (1. 0-2.7) 

Not  at  risk 

2348 

14.3 

Smoking 

At  risk 

538 

17.6 

1.2  (0.9-1. 7) 

Not  at  risk 

1946 

14.0 

’'Asian/Pacific  Islander/ American  Indian/Alaska  native. 
BRFSS  = Behavioral  Risk  Factor  Surveillance  System. 


the  self-reported  effect  of  warning  la- 
bels on  consumption  of  alcoholic  bev- 
erages, tobacco  products,  and  foods 
containing  saccharin  was  evaluated  in 
relation  to  demographic  variables. 
Slightly  more  than  half  of  the  347  raw 
shellfish  consumers  reported  that 
warning  labels  had  very  little  (23.8%) 
or  no  (27.1%)  effect.  Only  15.9%  re- 
ported that  warning  labels  affected 
them  a great  deal.  Table  3 shows  that 
a significantly  higher  proportion  of 
persons  older  than  49  years  reported 
no  effect  of  warning  labels  when  com- 
pared to  the  younger  consumers. 

Discussion 

The  14%  prevalence  of  raw  shellfish 
consumption  reported  among  respon- 
dents in  this  survey  conducted  in  Texas 
was  lower  than  the  prevalence  of  raw 
shellfish  consumption  observed  in  stud- 
ies conducted  recently  using  a similar 
design  in  other  coastal  states  (13—15). 
For  example,  in  a 1988  Florida  survey, 
33%  of  respondents  reported  eating 
raw  oysters  (13);  the  prevalence  of  raw 
shellfish  consumption  in  California  in 
1992  was  25%,  and  that  in  Rhode  Is- 
land in  1993  was  29%  (14,15).  As  in 
previous  studies,  raw  shellfish  con- 
sumers in  Texas  tended  to  be  risk  takers. 
They  were  more  likely  to  report  con- 
suming alcohol  excessively  and  driving 
under  the  influence  of  alcohol  than 
were  persons  who  abstained  from  eat- 
ing raw  shellfish. 

The  present  study  evaluated  con- 
sumer perceptions  of  the  effectiveness 
of  warning  labels.  We  used  wording 
from  different  product  lines  that  rou- 
tinely display  warning  labels  (saccha- 
rin, cigarettes,  and  alcoholic 
beverages).  We  wanted  to  assess  the 
perceived  impact  of  warning  labels  on 
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people’s  habits,  regardless  of  whether 
they  eat  raw  shellfish;  a shellfish-spe- 
cific warning  label  may  not  have 
elicited  accurately  such  perceptions  in 
persons  who  abstain  from  eating  raw 
shellfish,  regardless  of  the  reasons  for 
such  abstention. 

We  found  no  difference  in  the  per- 
ceived impact  of  product  warning  la- 
bels reported  by  survey  respondents 
who  stated  they  ate  raw  shellfish  com- 
pared with  those  who  said  they  did 
not  eat  raw  shellfish.  More  than  one 
half  of  respondents  who  reported 
being  raw  shellfish  eaters  stated  that 
health  warnings  on  foods  containing 
saccharin,  alcohol,  or  cigarettes  have 
little  or  no  effect  on  them.  This  find- 
ing, combined  with  the  survey  results 
regarding  the  high  prevalence  of  sev- 
eral specific  risk-taking  health  behav- 
iors among  raw  shellfish  eaters, 
suggests  that  warning  labels  directed 
at  informing  persons  about  the  risks 
of  eating  raw  shellfish  may  not  be  an 
effective  deterrent. 

We  observed  that,  among  raw  shell- 
fish consumers,  respondents  older  than 
49  years  were  more  likely  than  younger 
respondents  to  report  that  warning  la- 
bels had  no  effect  on  them.  This  result 
causes  concern  because  some  diseases 
associated  with  raw  shellfish,  such  as  V 
vulnificus  infection,  tend  to  be  more 
common  and  more  severe  in  older  per- 
sons (5,6).  The  elderly  are  generally  at 
higher  risk  for  liver  and  other  chronic 
diseases,  and  persons  with  liver  diseases 
are  especially  susceptible  to  developing 
V vulnificus  infection  after  eating  raw 
shellfish  (5,6). 

Our  study  had  several  limitations. 
First,  the  responses  for  both  raw  shell- 
fish consumption  and  effects  of  warn- 
ing labels  were  self-reported  and, 
consequently,  may  not  have  been  en- 


Table  3.  Self-reported  effect  of  warning  labels  among  raw  shellfish  consumers  by  demographic 
variables  (n=347). 


Self-reported  Effect  of  Warning  Labels 
(Weighted  Percent) 


Demographic 

Variable 

Sample 

Size  (No.) 

None 

Very  Little 

Some 

A Great  Deal 

Age  (years) 

>49 

79 

40.3* 

20.7 

23.1* 

15.9 

18-49 

268 

23.0 

23.4 

39.1 

14.5 

Sex 

Male 

216 

28.9 

23.7 

33.8 

13.6 

Female 

131 

24.5 

20.6 

34.8 

17.5 

Education 

>High  school 

310 

27.1 

22.7 

36.6 

13.6 

<High  school 

37 

31.1 

22.0 

19.6 

27.3 

Income 

>25,000 

228 

29.3 

23.7 

34.3 

12.7 

<25,000 

119 

23.2 

20.1 

36.6 

20.1 

Race 

Otherf 

1 1 

0.0* 

32.4* 

40.1 

27.5 

White 

239 

29.9 

23.0 

34.2 

13.0 

Llispanic 

81 

18.4 

22.7 

37.0 

21.9 

Black 

16 

25.6 

1.6 

47.3 

25.5 

Region 

Coastal 

163 

30.9 

22.4 

33.3 

13.4 

Inland 

184 

24.7 

22.9 

36.3 

16.1 

* Significant  difference  at  P < 0.05  level, 
t Asian/Pacific  Islander/ American  Indian/ Alaska  native. 


cirely  reliable.  In  addition,  the  question 
regarding  the  impact  of  warning  labels 
was  not  shellfish-specific;  thus,  re- 
sponses did  not  reflect  perceptions  of 
warning  labels  specifically  vis-a-vis 
shellfish  hazards.  However,  notwith- 
standing these  study  shortcomings,  our 
findings  suggest  that  warning  labels  re- 


garding the  potential  adverse  health  ef- 
fects associated  with  raw  shellfish  con- 
sumption may  not  be  sufficient  to 
dissuade  raw  shellfish  consumers. 
Thus,  other  interventions  in  addition 
to  warning  labels  may  be  necessary  to 
discourage  these  individuals  from  in- 
gesting raw  or  undercooked  shellfish. 
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Pediatricians,  family  physicians,  and 
surgical  specialists  are  the  main 
providers  of  medical  care  for  children 
with  disabilities.  Physicians  who  treat 
these  children  often  find  themselves  wal- 
lowing in  a confusing  mass  of  acronyms, 
laws,  agencies,  regidations,  criteria,  and 
bureaucracy.  By  defining  and  explaining 
some  of  the  current  laws  and  regulations 
related  to  services  and  financial  assis- 
tance for  children  with  disabilities,  this 
article  will  help  physicians  serve  these 
children  more  effectively. 


Dr  Wildin,  assistant  professor.  Department  of 
Pediatrics,  and  Dr  Barnett,  associate  professor, 
Department  of  Pediatrics,  and  director, 

School  Health  and  Community  Pediatrics, 
The  University  of  Texas  Medical  Branch  at 
Galveston,  301  University,  Galveston,  TX 
77555-0319. 


A guide  to  educational  services 

and  financial  assistance  for  children  with  disabilities 


Susan  R.  Wildin,  MD 
Stephen  E.  Barnett,  MD 

Mrs  James  brings  her 

2-year-old  son  to  her  pri- 
mary care  physician.  She  is 
concerned  because  the  toddler  is  not 
talking  as  much  as  his  sister  did  at  that 
age.  A child  with  this  presentation 
could  have  any  number  of  problems, 
including  hearing  loss,  mental  retarda- 
tion, speech  and/or  language  disorder, 
or  autism.  Unfortunately,  mothers  in 
this  situation  are  often  told  to  be  pa- 
tient, that  the  child  will  speak  when  he 
is  ready,  and  that  he  will  catch  up.  The 
mother  also  expresses  concern  about 
her  other  child's  poor  grades  and  be- 
havior problems  at  school.  Again  she 
may  be  told  to  "give  it  some  more  time” 
or  the  complaint  may  be  lost  in  other 
issues  of  the  well-child  examination. 

Why  do  physicians  often  fail  to 
evaluate  and  treat  learning,  develop- 
mental, and  behavioral  disorders?  Most 
physicians  probably  recognize  these 
disorders  but  may  be  unsure  about 
what  to  do  about  them.  Some  physi- 
cians may  fail  to  recognize  these  disor- 
ders when  they  present.  In  fact,  parents 
may  not  bring  up  behavioral  or  devel- 
opmental problems  to  their  medical 
practitioner  unless  they  are  asked,  be- 
cause they  do  not  know  that  doing  so  is 
appropriate.  Only  in  the  past  decade 
have  residency  training  programs  and 
continuing  medical  education  pro- 
grams emphasized  these  problems  and 
provided  a skills  curriculum. 

Evaluation  and  management  of 
these  problems  is  time-consuming  and 
difficult  to  carry  out  in  the  context  of 
a busy  primary  care  practice;  however, 
failure  to  identify  developmental, 
learning,  and  behavioral  problems 
early  may  have  far-reaching  conse- 
quences. Adequate  treatment  allows 
disabled  individuals  to  maximize  their 
academic  and  social  potential  and  pre- 
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pares  them  for  eventual  independent 
or  sheltered  living.  In  contrast,  lack  of 
adequate  treatment  may  lead  to  school 
failure,  dropping  out,  emotional  prob- 
lems, and  a number  of  other  costly  so- 
cietal ills.  Primary  care  practices  are  the 
ideal  places  for  developmental  disabil- 
ities and  behavioral  disorders  in  chil- 
dren to  be  detected  initially  and  for 
treatment  and  referral  to  community 
resources  to  be  initiated. 

This  article  will  provide  family 
physicians,  pediatricians,  and  other 
physicians  caring  for  special  needs  chil- 
dren with  information  to  assist  them  in 
providing  a medical  home  to  disabled 
children  and  in  accessing  the  resources 
available  for  evaluation  and  manage- 
ment of  these  children.  The  practi- 
tioner’s role  begins  with  an  initial 
evaluation,  usually  consisting  of  a thor- 
ough prenatal,  perinatal,  and  develop- 
mental history  and  an  age-appropriate 
physical  examination  to  determine  if 
the  child  needs  further  evaluation 
and/or  treatment  and  possibly  to  eluci- 
date the  etiology  of  the  disability.  Physi- 
cians providing  services  to  children  with 
disabilities  sometimes  feel  that  they  are 
drowning  in  an  “alphabet  soup”  of  pro- 
grams, laws,  and  agencies.  Some  of 
these  acronyms  are  decoded  in  Table  1 . 

Community  resources 

FOR  EDUCATION 

Legislative  mandates 
Physicians’  knowledge  of  the  legislation 
pertinent  to  children  with  disabilities  is 
essential.  Parents  who  are  made  aware 
of  their  legal  rights  often  can  be  effec- 
tive advocates  for  their  children  within 
the  school  and  community  systems. 

All  physicians  who  treat  children 
should  be  familiar  with  Public  Law 
94-142.  Previously  known  as  the  “Ed- 
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Table  1.  Alphabet  soup:  acronyms  associated  with  developmental  disability. 

ADHD  Attention  deficit  hyperactivity  disorders 

AFDC  Aid  to  Families  with  Dependent  Children 

ARD  Admission,  review,  dismissal  (meetings) 

CIDC  Chronically  111  and  Disabled  Children’s  program 

ECCP  EPSDT  Comprehensive  Care  Program 

ECE  Early  childhood  education 

ECI  Early  Childhood  Intervention  Agency 

ED  Emotionally  disturbed 

EPSDT  Early  periodic  screening,  diagnosis,  and  treatment 

FPI  Federal  Poverty  Index 

IDEA  Individuals  with  Disabilities  Education  Act  (Public  Law  101-476) 

IEP  Individual  education  plan 

IFSP  Individual  family  service  plan 

LD  Learning  disabled 

MR  Mentally  retarded 

OI  Orthopedically  impaired 

OHI  Other  health  impaired 

SSI  Social  Security  income 

TDH  Texas  Department  ol  Health 

TEA  Texas  Education  Agency 

TMHMR  Texas  Mental  Health  and  Mental  Retardation  Agency 

504  Section  504  of  the  Rehabilitation  Act,  1973  (Civil  Rights  Office) 

94-142  Education  of  All  Handicapped  Children’s  Act,  1975 

99-457  Education  of  the  Handicapped  Act  Amendments,  1986 

101-476  Individuals  with  Disabilities  Education  Act  (IDEA) 


ucation  of  All  Handicapped  Children 
Act  of  1975”  and  now  reauthorized  by 
Public  Law  101-476,  the  “Individuals 
with  Disabilities  Education  Act” 
(IDEA),  this  legislation  provides  all 
school-aged  children  with  a right  to  a 
free,  appropriate  public  education  in 
the  least  restrictive  environment,  re- 
gardless of  disability,  through  21  years 
of  age  (1).  “Appropriate”  means  the 
education  is  tailored  to  the  child’s  ed- 
ucational, physical,  and  medical 
needs.  “Least  restrictive  environment” 
means  that  children  with  disabilities 
will  not  be  separated  from  their 
nondisabled  peers  unless  separation  is 
needed  to  serve  the  child’s  special  ed- 
ucational needs.  Other  provisions  of 
these  laws  include  a mandate  for  an 
“Individualized  Educational  Plan” 
(IEP),  involvement  of  parents  in  the 


decision-making  process,  and  due 
process  provisions.  Neither  the  sever- 
ity of  the  condition  nor  lack  of  funds 
or  availability  of  a local,  appropriate 
educational  program  can  exclude  a 
child  from  these  services. 

Ginger  is  5 years  old  with  spina  bi- 
fida. Although  ambulatory,  she  re- 
quires bladder  catheterization  every 
4 hours.  She  can  write  her  name,  re- 
cite the  alphabet,  and  count  to  10. 
The  school  has  placed  her  in  a self- 
contained  class  with  severely  disabled 
children.  She  is  the  only  verbal  child 
in  the  class.  The  kindergarten  pro- 
gram is  on  another  campus,  where 
the  school  nurse  refuses  to  do  bladder 
catheterizations.  — The  school  is 
clearly  violating  the  “least  restrictive 
environment”  provision  of  IDEA 


and  should  transfer  Ginger  to  the 
kindergarten  class.  Someone  at  the 
kindergarten  campus  must  learn  to 
catheterize  her. 

The  rights  and  services  described  in 
Public  Law  94-142  were  extended  to 
disabled  children  as  young  as  3 years  in 
the  “Education  of  the  Handicapped 
Act  Amendments  of  1986”  (Public 
Law  99-457).  Now  encompassed 
under  IDEA  (2),  this  act  provides  also 
for  a statewide  system  of  comprehen- 
sive, multidisciplinary  programs  for 
developmentally  delayed  infants  and 
toddlers  from  birth  through  age  2 
years  (3).  Under  IDEA,  each  preschool 
child  requires  an  Individualized  Family 
Service  Plan  (IFSP),  a parallel  to  the 
IEP  lor  school-aged  children,  which 
takes  into  account  the  family’s 
strengths  and  needs  in  devising  an  in- 
dividual plan  for  services,  and  provides 
for  a case  manager  who  will  be  respon- 
sible for  implementing  the  plan.  Texas 
was  already  providing  such  services  be- 
fore the  federal  legislation  was  passed, 
and  these  provisions  were  modeled  on 
the  Texas  Early  Childhood  Interven- 
tion (ECI)  plan  (4,5). 

Section  504  of  the  Rehabilitation 
Act  of  1973  is  a law  that  is  adminis- 
tered under  the  Civil  Rights  Office  of 
the  Department  of  Justice  (6).  This 
law  prohibits  discrimination  against 
“otherwise  qualified”  individuals  with 
disabilities  throughout  their  lifetimes; 
it  applies  to  most  postgraduate  educa- 
tional institutions  and  many  hospitals 
as  well  as  to  public  schools.  Because 
the  penalty  for  failing  to  comply  with 
this  law  is  withdrawal  of  federal  fund- 
ing, only  those  institutions  that  receive 
substantial  federal  funds  are  affected. 
“Otherwise  qualified”  means  that  with 
reasonable  accommodations  the  indi- 
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vidual  can  perform  adequately  in  the 
classroom  or  at  the  job  site.  For  exam- 
ple, no  modifications  would  qualify  a 
visually  impaired  individual  to  fly  an 
airplane.  Accommodations  requested 
under  this  act  must  be  reasonable  (eg, 
allowing  a student  with  a disability 
that  makes  handwriting  difficult  to 
tape  lectures  or  providing  wheelchair 
access  to  the  school  or  workplace  for  a 
physically  disabled  individual).  After 
age  21  or  graduation  from  high  school, 
the  disabled  individual  must  identify 
himself  or  herself  as  disabled  and  re- 
quest accommodations. 

Rodney  is  an  8-year-old  boy  in  a 
gifted  and  talented  program.  He  has 
significant  fine  motor  incoordination 
and  attention  deficit  hyperactivity 
disorder.  He  does  not  really  require 
special  education  placement  but 
would  benefit  from  classroom  modifi- 
cations that  allow  him  to  show  his 
excellent  knowledge  in  ways  other 
than  handwritten  work,  for  example, 
oral  reports,  projects,  or  typewritten 
work.  These  modifications  can  be  ob- 
tained under  section  504  because 
they  would  allow  Rodney  to  continue 
in  the  gifted  and  talented  program 
for  which  he  is  otherwise  qualified. 

Programs  by  age 

Infants  and  toddlers  ( 0—3  years ) 

Infants  presenting  with  developmental 
problems  often  have  overt  neurologic 
or  sensory  impairments.  They  should 
be  referred  early  for  hearing  and  vision 
evaluation  when  indicated.  In  Texas, 
infants  with  hearing  and  vision  im- 
pairments are  usually  served  through 
programs  administered  by  the  public 
schools.  Primary  care  practitioners 
should  be  able  to  recognize  the  failure 


of  an  infant  or  child  to  attain  age-ap- 
propriate developmental  milestones. 
Once  these  problems  are  identified, 
the  practitioner  may  consult  with  a de- 
velopmental pediatrician,  neurologist, 
or  pediatric  physiatrist  to  complete  the 
diagnostic  evaluation  and  establish  a 
long-range  treatment  plan  with  the 
family  and  the  primary  care  physician. 

Infants  and  toddlers  with  normal  vi- 
sion and  hearing  but  with  suspected  or 
definite  neurologic  and/or  develop- 
mental disabilities  should  be  referred  to 
the  ECI  program  in  their  home  regions 
or  counties.  These  programs  provide  a 
wide  variety  of  developmental,  thera- 
peutic, and  family  services  and  are  ad- 
ministered by  different  agencies  in 
different  counties,  most  frequently  by 
the  Mental  Health  and  Mental  Retar- 
dation agency  (MHMR).  A list  of  these 
programs  may  be  obtained  from  the 
Texas  Interagency  Council  on  Early 
Childhood  Intervention  (See  Appendix 
for  address  and  telephone  number). 
The  criteria  for  inclusion  in  these  pro- 
grams include  significant  delays  in  any 
developmental  skills  (cognitive,  motor, 
speech/language,  social,  or  self-help)  or 
an  organic  defect  or  condition  that  is 
likely  to  result  in  such  a delay  (eg, 
Down  syndrome,  neurolipidoses,  and 
galactosemia).  The  primary  care  physi- 
cian or  specialist  who  cares  for  the  in- 
fant may  be  asked  to  write  a 
prescription  for  therapeutic  services. 
The  physician  may  be  asked  also  by  the 
child’s  case  manager  to  provide  relevant 
medical  information  or  to  establish  the 
diagnosis  and  treatment  plan. 

Preschoolers  (3— 5 years) 

On  their  third  birthday,  Texas  chil- 
dren with  disabilities  become  eligible 
for  services  through  the  public  schools 
in  Early  Childhood  Education  (ECE) 


programs.  These  services  are  man- 
dated by  IDEA  (2).  Children  who 
were  served  previously  in  ECI  pro- 
grams should  be  moved  into  the  pub- 
lic school  programs  by  their  ECI  case 
manager.  The  physician  may  be  in- 
volved again  in  approving  or  prescrib- 
ing related  services. 

Children  who  are  identified  for  the 
first  time  at  this  age  usually  have 
speech  and  language  disorders,  cogni- 
tive deficits,  behavioral  problems,  or 
subtler  sensory  losses  or  motor  im- 
pairments. After  the  primary  care 
physician  has  completed  the  initial 
evaluation,  the  public  school  will  pro- 
vide diagnostic  evaluations  (ie,  speech, 
language,  motor,  cognitive,  and  be- 
havioral). If  problems  are  considered 
educationally  relevant,  the  school  will 
intervene.  For  example,  a child  with 
mild  cerebral  palsy  who  can  walk  may 
not  be  provided  with  physical  therapy 
through  the  school  because  it  would 
not  be  educationally  relevant.  Some 
children  have  complex,  persistent,  or 
resistant  problems  for  which  referral 
to  a developmental/behavioral  pedia- 
trician, pediatric  physiatrist,  or  pedi- 
atric neurologist  or  psychiatrist  may 
be  helpful  in  establishing  a more  ef- 
fective program  for  the  patient,  fam- 
ily, school,  and  referring  physician. 

School-aged  children  (5—21) 

Under  federal  law,  children  with  dis- 
abilities are  eligible  for  public  school 
educational  services  through  age  21 
years.  Not  all  disabled  children  will  re- 
quire services  for  this  entire  period. 
Children  who  were  in  ECE  programs 
will  be  reevaluated  and  their  educa- 
tional needs  reassessed.  If  they  con- 
tinue to  have  problems  that  impede 
their  education,  they  will  be  served 
with  the  provisions  of  IDEA  under  a 
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Table  2.  The  meaning  of  educational  labels. 


Educational  Label 

Diagnosis  Made  by 

Definition 

Orthopedically  handicapped  (OH) 

Licensed  physician 

Severe  orthopedic  impairment  (eg,  cerebral  palsy,  spina  bifida) 

Other  health  impaired  (OHI) 

Licensed  physician 

Chronic  or  acute  health  problems  that  limit  strength,  vitality,  or 
alertness  (eg,  heart  defect,  seizure  disorder,  ADHD) 

Auditorially  impaired 

Audiologist  and  otologist  or  physician 

Severe  hearing  loss  after  corrective  medical  treatment  or 
amplification  if  no  otologist  available 

Visually  impaired 

Licensed  ophthalmologist  or  optometrist 

Severe  loss  of  vision  after  correction.  If  residual  vision  present, 
also  needs  a functional  vision  assessment 

Deaf-blind 

Licensed  ophthalmologist  or  optometrist 

Combination  of  severe  visual  and  hearing  losses  after  best  correction 

Mentally  retarded  (MR) 

Psychologist,  psychological  associate,  or 
educational  diagnostician 

Cognitive  function  more  than  two  standard  deviations  below  the 
mean  on  tests  of  nonverbal  or  verbal  intelligence  and  deficits  in 
adaptive  behavior 

Emotionally  disturbed  (ED) 

Psychologist,  psychological  associate,  or 
psychiatrist 

Diagnostic  and  Statistical  Manual  Ill-Revised  (DSM  III-R)  criteria 

Learning  disabled  (LD) 

Psychologist  or  educational  diagnostician 

> 1 standard  deviation  discrepancy  between  intellectual  ability  and 
achievement  on  standardized  tests.  Cannot  be  mentally  retarded. 

Speech  handicapped  (SH) 

Certified  speech  and  hearing  therapist 

Communication  disorder,  including  disorders  of  voice, 
articulation,  fluency,  or  language 

Autistic 

Multidisciplinary  team  with  physician, 
psychiatrist,  or  psychologist;  speech 
therapist;  and  educational  diagnostician 
or  other  professional 

Meets  DSM  III-R  criteria  for  autism  or  other  pervasive  develop- 
mental disorders 

Multiply  handicapped 

See  other  conditions 

Multiple  handicaps  that  severely  impair  performance  in  multiple 
developmental  areas  and  are  expected  to  continue  indefinitely 

Traumatic  brain  injured 

Licensed  physician 

Acquired  injury  to  the  brain  caused  by  externa!  force  resulting  in 
significant  impairment.  Cannot  be  degenerative  or  congenital,  or  a 
result  of  birth  trauma. 

special  education  label.  The  labels  and 
circumstances  under  which  school- 
aged  children  can  receive  special  edu- 
cation services  in  Texas,  who  can  make 
those  diagnostic  assessments,  and  a 
brief  definition  of  each  are  listed  in 
I able  2 (7,8).  Although  some  parents 
object  to  the  “labeling”  of  their  chil- 
dren, this  is  the  means  with  which  to 


obtain  public  school  services.  Physi- 
cians may  have  to  work  with  families 
who  have  not  completely  accepted 
their  children’s  disabilities  or  their  im- 
plications for  the  children’s  ability  to 
reach  academic  goals. 

An  additional  designation  in  Texas, 
“Dyslexia  and  related  disorders”  is  ap- 
plied to  children  who  have  unusual 


difficulty  reading  but  do  not  necessar- 
ily meet  the  Texas  Education  Agency 
criteria  for  a “Learning  Disabled” 
label.  Under  a Texas  legislative  man- 
date passed  in  1985,  a dyslexia  pro- 
gram operates  under  regular  rather 
than  special  education  (9,10).  The 
program  provided  must  meet  certain 
criteria,  providing  a multisensory, 
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structured,  sequential,  and  phonics- 
based  approach.  Depending  on  the  re- 
sources of  a school  district,  this 
program  may  be  helpful  also  to  the 
student  who  qualifies  as  “learning  dis- 
abled" and  is  eligible  lor  special  edu- 
cation classes.  A recommendation 
from  a physician  can  help  to  place  a 
child  in  the  most  beneficial  program. 
This  can  be  accomplished  by  writing  a 
letter  or  participating  in  the  student  s 
initial  and  annual  review  meetings. 

David  is  an  8-year-old  boy  who  re- 
peated the  first  grade  and  still  strug- 
gles with  reading,  writing,  and 
spelling.  Assessment  showed  him  to  be 
a bright  boy  with  specific  language 
learning  disabilities.  Because  of  his 
learning  style,  the  developmental  pe- 
diatrician determined  that  he  would 
be  best  served  in  the  dyslexia  pro- 
gram. One  year  later,  he  proudly  dis- 
played his  much-improved  written 
work  to  the  physician. 

Some  disabling  conditions  may  not 
be  covered  under  IDEA  but  still  re- 
quire classroom  modifications  or  other 
services.  These  services  may  sometimes 
be  obtained  under  Section  504.  For 
example,  children  with  mild  motor 
problems  who  do  not  qualify  for  an 
“orthopedically  handicapped”  label 
may  need  extra  time  to  complete  as- 
signments or  need  to  be  allowed  to  use 
a typewriter  or  computer  for  long  writ- 
ten assignments.  Parents  can  request 
these  services  under  Section  504. 

Physicians  should  also  be  aware  of 
“At  Risk”  students.  This  category  is  de- 
signed to  indicate  that  a student  is  at 
risk  of  dropping  out  of  school.  Criteria 
for  this  designation  include  delayed 
academic  skills  or  grade  placement  2 
years  below  age  level,  persistent  failing 


grades,  pregnancy,  limited  proficiency 
in  English,  child  abuse,  conduct  dis- 
turbances, and  others  (11,12).  Since 
1991,  schools  should  have  a desig- 
nated “At  Risk”  coordinator  and  inter- 
ventions to  help  these  students  and 
decrease  the  likelihood  that  they  will 
drop  out  of  school.  Some  schools  have 
developed  excellent  programs  to  deal 
with  “At  Risk”  students;  others  have 
very  little  to  offer. 

Debbie  is  a 1 4-year-old  slower  learner. 
With  an  IQ  of  75,  she  has  repeated 
two  grades  and  is  still  struggling  with 
her  seventh-grade  work.  She  hates 
school  and  has  “skipped"  on  several  oc- 
casions. She  really  doesn’t  try  any  more. 
Her  mother  is  worried  because  she  is 
hanging  out  with  high  school  kids  who 
are  involved  in  gangs.  Debbies  chances 
for  graduating  from  high  school  are 
slim.  She  should  be  designated  an  “At 
Risk”  student  and  have  a school  pro- 
gram oriented  toward  meeting  her  spe- 
cific needs. 

HOW  DOES 

THIS  PROCESS  WORK? 

When  you  have  identified  an  infant 
(younger  than  3 years)  in  your  prac- 
tice who  has  developmental  delays, 
sensory  or  motor  impairment,  or  is  at 
risk  for  these  problems,  the  family 
should  be  referred  to  your  regional 
ECI  program.  The  program  will  pro- 
vide a comprehensive  assessment, 
sometimes  requesting  specialty  con- 
sultation, and  then  develop  an  IFSP 
within  45  days  from  the  date  of  re- 
ferral. Assessment  occurs  initially  and 
annually  thereafter.  The  ISFP  is  re- 
viewed every  6 months,  and  more 
frequently  if  requested  by  a parent. 
On  reaching  age  3 years,  the  child  is 
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referred  to  the  ECE  program  in  the 
family’s  school  district  if  services  are 
still  needed. 

In  Texas,  any  child  who  is  2 or 
more  grade  levels  behind  his  or  her 
same-age  peers  must  be  evaluated  for 
eligibility  for  special  education  ser- 
vices. Under  Texas  House  Bill  1894, 
passed  in  1987,  any  appropriate  indi- 
vidual, group,  or  organization  can 
refer  a child  for  assessment  at  any 
time.  If  a child  is  referred  for  special 
education  services,  the  school  must 
complete  a Comprehensive  Individ- 
ual Assessment  not  later  than  60  cal- 
endar days  following  the  referral  or 
must  provide  written  documentation 
that  an  assessment  is  not  education- 
ally necessary  (13).  The  State  Board 
of  Education  provides  that  an  Admis- 
sion, Review  and  Dismissal  (ARD) 
meeting  must  be  held  within  30  cal- 
endar days  of  the  completion  of  the 
assessment  report.  Thus,  parents 
should  not  have  to  wait  for  more 
than  90  days  after  referral  for  a meet- 
ing with  school  personnel  to  deter- 
mine a child’s  educational  needs  and 
how  the  school  plans  to  address 
them.  Children  in  private  schools  are 
eligible  for  all  of  these  services 
through  the  public  school  districts  in 
which  they  reside. 

Once  in  the  special  educational  sys- 
tem, a child  should  have  a comprehen- 
sive evaluation  of  progress  and 
educational  needs  at  least  every  3 years. 
In  addition,  the  IEP  should  be  re- 
viewed at  least  yearly  in  an  ARD  meet- 
ing to  monitor  whether  the  child  is 
meeting  his  or  her  educational  goals. 
Parents  should  be  encouraged  to  attend 
all  ARD  meetings  related  to  their  chil- 
dren. Further,  parents  may  request  an 
ARD  meeting  at  any  time  if  they  have 
concerns  about  intervention  strategies, 
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the  child’s  educational  plan,  or  a lack  of 
progress  during  the  school  year. 

As  disabled  children  reach  16  years 
of  age,  plans  for  easing  their  transition 
into  the  community  must  be  made, 
separate  from  their  IEPs  (14).  The 
Texas  Education  Agency,  Texas  Depart- 
ment of  Mental  Elealth  and  Mental 
Retardation,  and  Texas  Rehabilitation 
Commission  may  be  asked  to  partici- 
pate or  provide  services  for  the  transi- 
tion plan.  Such  plans,  called  Individual 
Transition  Plans  (ITPs),  might  include 
job  training  and  practice  with  skills 
needed  for  independent  living  for  stu- 
dents with  sensory  deficits  or  milder 
forms  of  mental  retardation  or  cerebral 
palsy.  More  severely  disabled  students 
may  require  assistance  with  placement 
in  sheltered  living  or  working  situa- 
tions. Learning  disabled  students  must 
be  taught  how  to  describe  their  specific 
problems  and  to  know  what  modifica- 
tions they  will  need  for  success  in  jobs 
or  in  college. 

Financing:  children, 

FAMILIES,  AND  SCHOOLS 

Children  with  disabilities  are  often 
more  costly  to  raise  and  educate  than 
are  their  nondisabled  peers.  Families  of 
children  with  disabilities  often  face  se- 
rious financial  problems  because  of  the 
costs  of  medications,  equipment,  and 
therapy  required  by  the  disabled  child. 
Funding  support  programs  will  be  dis- 
cussed; however,  these  funding  sources 
and  eligibility  requirements  may 
change  over  the  next  several  years. 

Very  little  financing  for  special  ser- 
vices for  school  districts  comes  from 
federal  sources  despite  the  legislative 
origin.  Most  of  the  school  districts’ 
funds  come  from  local  property  taxes. 
Schools  are  often  faced  with  the  need 
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to  reallocate  existing  funds  to  cover 
services  lor  disabled  students.  Many 
school  districts  try  their  best  with  their 
limited  resources  to  provide  appropri- 
ate services  for  children  with  special 
needs.  Other  districts  try  to  deny  the 
need  for  services  in  some  children.  Be- 
cause of  a recent  waiver  to  Texas  from 
the  Health  Care  Financing  Adminis- 
tration, school  districts  can  bill  Medic- 
aid for  certain  School  Health  and 
Related  Services  (SHARS)  for  students 
covered  by  Medicaid.  Although  the 
billing  process  is  complicated,  many 
medium  and  large  school  districts  have 
found  this  source  provides  significant 
funding  for  their  programs. 

Physicians  can  help  by  informing 
parents  of  their  rights  and  providing 
them  with  sources  of  information  and 
assistance.  Names  and  telephone  num- 
bers of  advocacy  and  other  helpiul  or- 
ganizations are  listed  in  the  Appendix. 
Physicians  who  work  with  children 
who  have  special  needs  should  develop 
a positive  relationship  and  open  com- 
munication with  the  local  school  dis- 
tricts and  regional  ECI  programs. 
Conflicts  can  often  be  avoided  if 
physicians  help  school  districts  design 
an  appropriate  educational  program 
that  meets  a child’s  needs  using  the  re- 
sources available  to  the  district. 

Health-care  financing  for  families 
that  have  children  with  disabilities  is 
complex,  confusing,  and  often  inade- 
quate. Texas  has  two  government  pro- 
grams to  assist  families  with  their 
medical  bills.  The  first  is  Medicaid,  a 
federal-  and  state-funded  program, 
which  has  been  under  scrutiny  by  the 
state  legislature  for  out-of-control  in- 
creased costs.  More  than  20  eligibility 
pathways  exist  (Table  3),  and  each  is 
limited  by  financial  eligibility  criteria. 
For  example,  the  criteria  for  indigent 
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Table  3.  Examples  of  eligibility  pathways  for 
Medicaid  certification. 


. Aid  to  Families  with  Dependent  Children 
(AFDC) 

. Indigent  children 
. Social  Security  income  (SSI) 

. Medicaid  spend-down 
. Relatives  other  than  parents 
. Foster  care  children 

. Undocumented  aliens  (hospitalization  only) 


children  are  a family  income  no  greater 
than  185%  of  the  Federal  Poverty 
Index  (FPI)  for  infants  younger  than  1 
year,  133%  of  FPI  for  children  aged  1 
through  5 years,  and  100%  of  FPI  for 
children  aged  6 through  17  years  who 
were  born  on  or  after  October  1,  1983. 
The  Federal  Poverty  Index  for  1 994  for 
a family  of  4 was  $1234  per  month,  or 
$18,808  per  year  (15).  If  you  find  this 
confusing,  you  are  not  alone.  Yet  par- 
ents, some  with  limited  educational 
background,  must  negotiate  this  sys- 
tem to  obtain  care  for  their  children. 

Chronically  111  and  Disabled  Chil- 
dren’s Services  (CIDC)  is  another  po- 
tential source  for  medical  funding. 
This  is  a diagnosis-specific  program. 
Thus,  only  medical  expenses  related 
to  specific  diagnoses  are  covered. 
Many  physical  disabilities  are  covered 
under  this  program,  including  spina 
bifida  and  cerebral  palsy.  Other  dis- 
abilities are  not  covered  per  se  (mental 
retardation  and  autism);  however, 
some  etiologies  of  these  disabilities  are 
covered  (cerebral  cysts,  hydro- 
cephalus, intracranial  hemorrhage). 
Some  related  conditions  are  covered 
(seizure  disorders).  Overall,  the  CIDC 
program  is  designed  to  cover  disabili- 
ties for  which  some  improvement  in 
functional  status  can  be  expected  with 
treatment.  Financial  eligibility  is  cur- 


rently  based  on  200%  of  the  FPI,  al- 
lowing this  program  to  reach  many- 
more  families  than  the  Medicaid  pro- 
gram. The  CIDC  program  is  currently 
secondary  to  Medicaid;  that  is,  the 
family  must  apply  for  Medicaid  and 
either  be  accepted  or  turned  down  be- 
fore CIDC  coverage  will  be  granted. 
The  child  can  be  given  an  initial,  tem- 
porary period  ol  CIDC  coverage 
while  the  lamily  applies  for  Medicaid. 
For  a child  who  is  covered  by  both 
Medicaid  and  CIDC,  the  CIDC  can 
extend  coverage.  With  the  now  broad- 
ened coverage  given  by  Medicaid  for 
equipment  and  services  under  the 
Early  Periodic  Screening,  Diagnosis 
and  Treatment  (EPSDT)  Comprehen- 
sive Care  Program  (ECCP),  the  CIDC 
program  may  pay  little  or  nothing  for 
children  with  dual  coverage.  Parents 
should  still  be  encouraged  to  maintain 
their  child’s  CIDC  eligibility,  as 
changes  in  the  family’s  circumstances 
or  the  child’s  age  may  result  in  with- 
drawal of  Medicaid  eligibility. 

Priscilla  is  a 6-year-old  girl  with 
epilepsy  and  cerebral  palsy.  She  was 
covered  by  Medicaid  until  her  father 
got  a better  job  with  a higher  salary. 
The  new  family  income  caused 
Priscilla  to  become  financially  ineli- 
gible for  Social  Security  Income  (SSI) 
and  its  accompanying  Medicaid  cov- 
erage. She  continued  to  be  eligible  for 
CIDC,  which  assumed  responsibility 
for  her  covered  diagnoses  (epilepsy 
and  cerebral  palsy).  When  she  devel- 
oped appendicitis,  however,  the  fam- 
ily had  to  pay  for  her  hospitalization. 

Working  families  with  health-care 
insurance  are  in  precarious  condition  if 
they  have  a disabled  child.  Many  insur- 
ance companies  refuse  to  insure  or  place 


restrictions  on  clients  with  “preexisting 
conditions.”  Chronic,  disabling  condi- 
tions fall  into  this  category,  even  when 
they  have  little  implication  for  the  phys- 
ical health  of  the  child  (eg,  many  forms 
of  mental  retardation).  Any  change  of 
employment  (eg,  layoffs  or  seeking  of 
improved  status  or  working  conditions) 
may  result  in  the  child  becoming  unin- 
sured and  uninsurable.  In  addition,  par- 
ents who  lose  their  child’s  Medicaid 
coverage  may  not  be  able  to  find  afford- 
able private  insurance.  Private  insurance 
companies  increasingly  use  a managed 
care  model  with  a limited  choice  of  pri- 
mary care  physicians  and  specialists. 
Some  groups  may  not  include  physi- 
cians with  experience  and  interest  in 
treating  children  with  special  needs, 
perhaps  resulting  in  limited  access  to 
state-of-the-art  treatment. 

Jason  is  a 1 0-year-old  boy  with  an  oc- 
cipital encephalocoele.  The  only  prob- 
lem he  had  related  to  this  condition 
was  mild  mental  retardation.  His 
mother  remarried  and  his  new  step- 
father wanted  to  purchase  private 
health  insurance  for  him.  Jason  was 
denied  coverage  because  his  condition 
made  him  a poor  risk  in  the  opinion 
of  the  insurance  company. 

Financing  for  children  with  special 
needs  remains  a conundrum  for  our 
health-care  system.  Taking  the  pre- 
ventive approach  of  early  diagnosis 
and  treatment,  however,  could  result 
in  significant  reduction  in  health  and 
social  costs  for  the  citizens  of  Texas 
and,  more  importantly,  in  the  chance 
for  specially  challenged  children  to 
reach  their  fullest  potential.  We  hope 
that  whatever  path  health-care  financ- 
ing takes  in  the  future,  these  issues 
will  be  addressed. 


Conclusions 

Caring  for  children  with  special  needs 
can  be  as  rewarding  as  it  is  frustrating 
and  time-consuming.  Becoming  fa- 
miliar with  educational  rights,  fund- 
ing sources,  and  parent  groups  allows 
physicians  to  care  for  these  children 
better.  The  primary  care  physician  can 
effectively  provide  a medical  home  for 
these  children  with  the  help  of  com- 
munity and  school  programs  and  their 
specialist  colleagues.  Advocacy  for 
these  children  is  needed  locally  and  at 
the  state  and  national  levels,  especially 
regarding  financing;  however,  family 
support  and  education  are  the  keys  to 
success  for  the  individual  child. 
Physicians  who  learn  how  to  provide 
this  support  often  develop  lasting  and 
rewarding  relationships  with  disabled 
children  and  their  families. 
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(1994). 

10.  Texas  Education  Code  § 21.924  (1985). 

1 1 . Texas  Education  Code,  Annotated  § 21 .557 
(Vernon  1987  and  Supplement  1995). 

12.  19  Texas  Administrative  Code  § 75.195 
(1994). 

13.  Texas  Education  Code,  Annotated  § 
21.5031  (Vernon  1987,  Supplement  1992). 

14.  Texas  Education  Code  § 21.510. 

15.  Financial  Eligibility  Guidelines,  Chroni- 
cally 111  and  Disabled  Children,  Texas  De- 
partment of  Health,  1994. 

* Legal  references  can  be  accessed  in  any  law  li- 
brary. 
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Appendix: 

Agencies  and  associations  for  children  and  youth  with  special  needs. 


State  Agencies 

! Texas  Interagency  Council  on  Early  Childhood 
Intervention 
4900  N Lamar 
Austin,  TX  78751 
(512)  424-6745 

Information  on  Early  Childhood  Intervention 
programs  throughout  Texas. 

Texas  Education  Agency  (TEA) 

Texas  Learning  Resource  Center 

1701  N Congress 

Austin,  TX  78701 

(800)  252-9668  or  (512)  463-9414 

Information  on  statewide  services  for  the 

handicapped. 

Chronically  III  and  Disabled  Children  ( CIDC) 
1100  W 49th  St 
Austin  TX  78756 
(800)  252-8023 

This  number  gives  access  to  an  information 
line  on  CIDC  and  the  Medically  Fragile  Chil- 
dren’s Hotline,  Project  Babylove,  a referral  ser- 
vice for  low-income  families  for  children’s 
health,  family  planning,  equipment,  and  so  on. 

Texas  Department  of  Health  (Medicaid) 
Comprehensive  Care  Program,  provider  num- 
ber (800)  846-7470  (not  for  patient  access). 

Texas  State  Library  — DBPH,  Library  Service 

to  the  Physically  Handicapped,  Talking  Book 

Program 

1201  Brazos 

Austin  TX  78701 

(800)  252-9605 

Books  on  tape  and  a special  tape  player  are 
available  free  of  charge  to  all  state  citizens 
whose  disabilities  prevent  them  from  reading 
(visual  impairment,  reading  disabilities,  and 
physical  disabilities  in  which  a person  cannot 
hold  a book  or  turn  pages). 

Texas  Commission  for  the  Blind,  Central  Office 

4800  N Lamar 

Austin,  TX  78756 

(800)  252-5204  or  (512)  459-2500 


Advocacy  Services 

Advocacy,  Inc 
(800)  252-9108 

A nonprofit  corporation  affiliated  with  the  State 
Bar  of  Texas,  formed  to  protect  the  legal  rights 
of  persons  who  are  developmentally  disabled. 

Partnerships  for  Assisting  Texans  with  Handi- 
caps (PATH),  project  of  Partners  Resource 
Network,  Inc 
1090  Longfellow,  Suite  B 
Beaumont,  TX  77706-4889 
(800)  866-4726 

Associations  Specializing 
in  Specific  Disabilities 

Learning  Disability  Association  (LDA) 

4156  Library  Rd 
Pittsburgh,  PA  15234 
(412)  341-1515 

Offers  information  by  mail  regarding  legal 
rights  and  advocacy  for  children  and  adults 
with  learning  disabilities. 

Orton  Dyslexia  Society  (National) 

Chester  Bldg,  Suite  382 
8600  LaSalle  Rd 
Baltimore,  MD  21286 
(800)  ABC-D123  or  (410)  296-0232 
Offers  information  by  mail  concerning  latest 
information  on  diagnosis,  treatment,  and 
prognosis  of  learning  disabilities.  Local 
branches  often  offer  monthly  meetings,  work- 
shops, and  yearly  conferences. 

The  Center  for  Success  in  Learning 
17,000  Preston  Rd,  Bldg  400 
Dallas,  TX  75248 
(214)  409-9277  or  (800)  488-9435 

Offers  information  by  mail  regarding  legal 
rights,  education  of,  and  advocacy  for  slower 
learners  and  learning  disabled  children. 
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Association  for  Retarded  Citizens  (ARC) 

500  E Border  St,  Suite  300 
Arlington,  TX  76010 
(800)  433-5255 

American  Council  of  the  Blind 

1155  15th  St,  NW,  Suite  720 

Washington,  DC  20005 

(800)  424-8666  (recording,  manned  between 

3 and  5:30  pm  Eastern  time)  or  (202)  467- 

5081 

National  Association  of  the  Deaf  (NAD) 

814  Thayer  Ave 

Silver  Spring,  MD  20910-4500 

(301)  587-1788  (voice) 

(301)  587-1789  (TTY) 

Epilepsy  Foundation  of  America  (EFA) 

4351  Garden  City  Dr 
Landover,  MD  20785 
(800)  EFA- 1000 

Autism  Society  of  America 

7910  Woodmont  Ave,  Suite  650 

Bethesda  MD  20814 

(800)  3-AUTISM  or  (301)  657-0881 

United  Cerebral  Palsy  Association 

7 Penn  Plaza,  Suite  804 

New  York,  NY  10001 

(800)  USA-1  UCP  or  (202)  842-1266 

Spina  Bifida  Association  of  America  (SBAA) 
4590  MacArthur,  NW,  Suite  250 
Washington,  DC  20007 
(800)  621-3141 

Children  with  Attention  Deficit  Disorder 
(CHADD) 

499  Northwest  70th  Ave,  Suite  109 
Plantation,  FL  33317 


A 38-year-old  man,  initially  referred 
for  Mohs’  surgery  of  a facial  skin  can- 
cer, was  found  to  have  a thin  (less  than 
0.5  mm  thick,  Clark  Level  II)  primary 
cutaneous  melanoma  of  the  buttock. 

The  melanoma,  previously  unnoticed 
by  the  patient,  was  0.5  cm  in  diameter. 
Sunburn,  a widely  recognized  risk  fac- 
tor for  primary  cutaneous  melanoma, 
had  occurred  on  the  patients  buttocks 
during  skinny  dipping  20  years  earlier. 
Traumatic  injury  due  to  ultraviolet 
light  exposure  may  explain  the  subse- 
quent development  of  some  skin  cancer 
on  sites  ordinarily  protected  by  clothing. 


Dr  Wagner,  professor,  Department  of  Derma- 
tology, and  director,  Division  of  Dermato- 
logic Surgery  and  Cutaneous  Oncology,  The 
University  ofTexas  Medical  Branch  at  Galve- 
ston. Send  reprint  requests  to  Dr  Wagner, 
UTMB  Dermatology,  Mail  Route  G-83, 
Galveston,  TX  77555-0783. 


Primary  cutaneous  melanoma  of  the  buttock:  does  in- 
jury from  ultraviolet  light  play  a role? 


Richard  F.  Wagner,  Jr,  MD,  JD 


Early  secondary  prevention 

of  primary  cutaneous  melanoma 
involves  identification  and  ap- 
propriate treatment  of  the  tumor  at  a 
point  in  its  natural  history  where  metas- 
tasis is  unlikely.  The  following  example 
of  successful  early  secondary  prevention 
of  primary  cutaneous  melanoma  illus- 
trates several  important  issues  about  this 
potentially  curable  disease  and  identifies 
additional  avenues  for  epidemiologic  re- 
search into  melanoma. 

Case  report 

A 38-year-old  white  man  with  a previ- 
ous history  of  Crohn’s  disease  presented 
in  the  dermatology  clinic  during  1996 
for  evaluation  of  a primary  basal  cell 
carcinoma  of  the  philtrum.  Examina- 
tion of  the  skin  revealed  a 5 -mm,  darkly 
pigmented  papule  with  irregular  bor- 
ders, previously  unknown  to  the  pa- 
tient; the  papule  was  0.5  cm  medial  to 
the  buttock  scar  associated  with  surgery 
to  replace  the  right  hip  several  weeks 
earlier  (Fig  1).  Examination  of  the  in- 
guinal lymph  nodes  showed  no  sign  of 
clinical  metastasis.  The  pigmented  le- 
sion was  excised,  and  the  histopathol- 
ogy  showed  a Clark  Level  II  superficial 
spreading  melanoma  less  than  0.5  mm 
thick.  Subsequently,  the  excisional  site 
was  reexcised  with  a 1 cm  margin.  The 
patient  recounted  skinny  dipping  dur- 
ing college  from  1976  to  1978  and  re- 
called several  painful  sunburns  on  the 
buttocks.  Later,  he  engaged  also  in 
nude  indoor  tanning  with  a lightbox 
but  was  never  sunburned.  The  family 
had  no  history  of  melanoma. 

Discussion 

How  does  melanoma  arise  on  skin  that 
is  covered  ordinarily  by  two  layers  of 


clothing  (1)?  Of  the  multiple  recog- 
nized risk  factors  for  melanoma  (2,3), 
perhaps  the  most  widely  recognized  is 
sunlight.  This  report  illustrates  the  po- 
tential role  of  trauma  induced  by  direct 
ultraviolet  light  to  anatomic  locations 
not  associated  ordinarily  with  photo- 
damage and  sunburn.  In  addition,  skin 
cancers  arising  on  “nonsunexposed” 
parts  of  the  body  should  lead  health- 
care providers  to  question  the  character 
of  the  clothing  used  to  provide  protec- 
tion from  sunlight.  Thong  design 
swimwear  provides  little  buttock  pro- 
tection from  sunlight  and  subsequent 
photo  injury.  Even  when  the  buttocks 
are  covered  with  a bathing  suit,  many 
fabrics  provide  inadequate  protection 
against  the  sun,  and  this  protection  di- 
minishes further  if  the  clothing  be- 
comes wet  (4).  Some  cotton  fabrics 
offer  only  moderately  low  protection 
from  ultraviolet  radiation  (4).  Bathing 
suits  made  of  such  materials  could  ex- 
plain why  some  melanoma  develops  on 
the  buttock.  Sun  protective  garments 
are  classified  as  a medical  device  by  the 
US  Food  and  Drug  Administration 
(FDA)  under  some  circumstances  and 
should  be  considered  for  patients  re- 
quiring protection  against  injury  from 
ultraviolet  light  (4).  Sun  Precautions, 
Inc  (Seattle,  Wash)  was  the  first  com- 
pany to  gain  FDA  clearance  with  its 
woven  nylon  fabric  Solumbra™, 
which  is  marketed  with  a Sun  Protec- 
tion Factor  (SPF)  of  30+  (4).  Further 
research  about  the  potential  role  of  nat- 
ural sunlight  in  primary  cutaneous 
melanoma  of  the  buttock  will  provide 
the  public  with  more  information 
about  the  medical  risks  associated  with 
skinny  dipping,  swimwear  materials 
and  design,  and  nude  indoor  tanning. 

This  presentation  serves  also  to  il- 
lustrate several  important  clinical 
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Fig  1.  Primary  melanoma  of  the  buttock  measures  5 mm  in  diameter  (arrow)  and  less  than  0.5 
mm  thick  (Clark  II).  The  melanoma  is  surrounded  by  a ring  of  Betadine®  solution  (providone-io- 
dine,  10%)  in  preparation  for  biopsy. 


pearls  about  primary  cutaneous 
melanoma.  A previous  or  concurrent 
skin  cancer  increases  the  risk  that  an- 
other skin  cancer,  including 
melanoma,  will  develop.  This  patient 
presented  for  treatment  of  a basal  cell 
carcinoma  of  the  philtrum.  Many  skin 
cancers  occur  on  skin  that  is  usually 
covered  by  clothing.  A complete  skin 
examination  may  reveal,  as  it  did  in 
this  instance,  skin  cancer  that  has  es- 
caped notice  by  the  patient.  Swim- 
ming, possibly  because  of  its  high 
correlation  with  exposure  to  sunlight, 
is  a risk  factor  lor  melanoma  (5).  Men 
do  not  self-discover  their  own 
melanoma  as  frequently  as  women  do 
(6).  This  tendency  may  place  men  at 
greater  risk  to  present  with  more  ad- 
vanced primary  melanoma,  thus  in- 
creasing their  risk  for  morbidity  and 
mortality.  In  this  patient’s  case,  the 
physician’s  suspicion  of  melanoma  fa- 
cilitated diagnosis  of  the  tumor  at  an 
early  stage.  Early  definitive  treatment 
reduced  greatly  the  patient’s  risk  for 
metastasis  and  death  from  this 
melanoma.  The  buttocks,  an  area  of 
skin  not  usually  exposed  to  sunlight, 
may  be  particularly  susceptible  to  sun- 
burn when  ultraviolet  exposure  occurs 
and  to  subsequent  skin  cancer  due  to 
the  nature  of  intermittent  solar  expo- 
sure and  its  effect  on  tumorigenesis. 
In  the  case  reported  here,  the  20-year 
latency  period,  the  time  between  sun- 
burn of  the  buttock  and  diagnosis  of 
melanoma,  is  consistent  with  the  de- 
velopment and  presentation  of  this 
malignancy.  The  atypical  mole  syn- 
drome, termed  previously  the  dysplas- 
tic  nevus  syndrome  and  the  B-K  mole 
syndrome,  is  a well-described  clinical 
syndrome  of  acquired  atypical  nevi 
and  an  increased  lifetime  risk  for 
melanoma  (7).  Atypical  mole  syn- 


drome may  be  familial  or  sporadic. 
Patients  with  atypical  mole  syndrome 
have  significantly  more  nevi  on  the 
buttocks  than  do  those  without  the 
disorder  (8),  which  likely  increases 
their  risk  for  primary  cutaneous 
melanoma  of  the  buttock. 
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editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  ol  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  princi- 
ples and  techniques  of  clear,  concise  writing,  which  are  applicable  to  sci- 
entific as  well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


FOR  AUTHORS 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  should  be  black  and  white  drawings  or  positive  photographs, 
with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  author’s  name,  and  title  of  ar- 
ticle in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. 
Copies  of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check 
before  publication.  After  the  article  is  sent  to  the  printer,  only  minimal  re- 
vision may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a 
reprint  printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed 
articles  automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commen- 
tary will  be  published  in  the  appropriate  section  at  the  discretion  of  the  ex- 
ecutive editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  executive  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine , Texas  Medical  Association, 
401  W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permission  from  the  managing  editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement  of 
the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

AJlergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 
Evaluation  Diagnosis  and  Treatment  of  Chronic/Acute  Pain 
Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Spinal  Cord  Stimulation  Implantable  Intraspinal  Narcotic  Pumps 

XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  Suite  C-538  (214)  661-4890  Fax  (214)  661-4894 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


INTERVENTIONAL  PAIN  MEDICINE 


Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Procedures 

Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center, 

(713)  496-1006 


Spinal  Cord  Stimulation  Implants 
Intra-Thecal  Opiate  Delivery  System 
Thermography 

12121  Richmond  Avenue,  Houston  77082; 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 


Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 
(214)  661-7010 


Legal  Medicine 


ROBERT  V.  WEST,  M.D..J.D. 

Diplomate  American  Board  of  Emergency  Medicine/Attorney  at  Law 

1250  N.E.  Loop  410  #805  910  Lavaca 

San  Antonio,  Texas  78209  Austin,  Texas  78701 


(210)  828-4218 
Fax  (210)  822-5557 


(512)  479-1399 
(800)  999-9177 
Fax  (512)  476-7731 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 


1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
(214)  879-6299 
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Orthopedic  Spinal  Surgery 

JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Orthopedic  Surgery 

SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-I,  Suite  412,  Plano,  Texas  73093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316,  (800)  542-2663 

Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas,  Texas  75230;  (972)  556-7010 


METROPLEX  ORTHOPEDICS  and  SPORTS  MEDICINE,  P.A. 

ANNOUNCES 

Stephen  Ozanne,  MD 
Orthopedic  Surgeon 

F.A.A. O.S.  Spinal  Disorders  &:  Related  Surgeries 

9262  Forest  Ln.,  Ste.  101  Dallas,  Texas  75243;  (214)  340-5090 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 

Donald  Mauldin,  MD  Philip  Graehl,  MD  James  Ough,  MD 

Richard  Jones,  MD  Joseph  Jacko,  MD  Charles  Neagle,  MD 

Kevin  Gill,  MD  Charles  Cook,  MD  Scott  Paschal,  MD 

James  Montgomery,  MD  Kenneth  Driggs,  MD  Larry  Johnson,  MD 

William  Burns,  MD  Samuel  Bierner,  MD  Marvin  Van  Hal.  MD 

Eric  Coligado,  MD 

Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061,  (214)  254-8000 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


Mark  Greenberg,  MD  Marvin  Van  Hal,  MD 

Bruce  Faust,  MD  Craig  Saunders,  MD 

4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  (214)  492-1334 


Philip  Graehl,  MD  Glenn  Wheeless,  MD  Lewis  Frazier,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101 , Mesquite,  TX  751 50,  (214)  682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 
Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 

John  Prudich,  MD  Bruce  Douthit,  MD 


8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  (214)  265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093.  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Craig  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 
Kevin  Gill,  MD 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 
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OPPORTUNITIES  AVAILABLE 

Allergy  and  Asthma 

ALLERGIST:  Exciting  opportunity  for  an  ambitious 
individual  to  join  a growing  allergy  practice  seeing  adult 
and  pediatric  patients  in  booming  Houston.  Immediate 
opening.  Please  send  C.V.  to:  Allergy  Center,  Inc., 

902  Frostwood  #222,  Houston,  Texas  77024,  Attn:  Ruth. 
Fax  (713)  932-1636. 


Emergency  Medicine 


Texas:  Medical  Director  and  Full-Time 
Staff  opportunities  exist  for  Board 
Certified/Board  Eligible  Emergency 
Medicine  and/or  Primary  Care  Physicians  at 
this  150-bed  hospital  in  Henderson.  Located 
just  200  miles  east  of  Dallas,  and  80  miles 
west  of  Shreveport,  near  Tyler,  Texas, 
Henderson  is  a charming  and  scenic  area  — 
Texas  at  its  best!  The  annual  ED  volume  of 
this  community  hospital  is  approximately 
11,000.  Independent  Contract  Physicians 
are  offered  competitive  remuneration, 
occurrence  malpractice  insurance  and  flexi- 
ble scheduling.  Medical  Directors  are  also 
offered  an  additional  annual  stipend  for 
administrative  duties  and  a full  benefits 
package.  For  immediate  consideration,  con- 
tact: Anne  Chernin,  MSW,  MBA  at  (800)  325- 
2716  or  fax  your  C.V.  to  (314)  919-8920. 


EMERGENCY  ROOM  OPPORTUNITY  IN  NORTH- 
EAST TEXAS  Full  time  or  part  time  position  available. 
BC  in  Primary  Care  or  EM  needed.  ACLS  required,  ATLS 
beneficial.  Annual  volume  14,000-13,000.  Flexible  hours 
available,  or  straight  weekend  work  available.  12  or  24  hour 
shifts.  Straight  compensation  of  >$100.00  per  hour.  Call 
(903)  886-6223  after  hours,  fax  (903)  886-8765, 
e-mail:  selfam@koyote.com,  or  send  C.V.  to  T.  Selvaggi, 
M.D.,  PO  Box  522,  Commerce,  Texas  75428. 


PRACTICE  IN  PARIS! 

New,  private  urgent  care  clinic  in  Paris, 
Texas  is  looking  for  a full/part  time  Primary 
Care  Physician.  Low  Volume,  Excellent  Pay. 
Contact  ANDREW  BLANKENAU,  M.D. 
(903)  739-9191. 


Need  doctors  to  cover  weekends  in  rural  hospitals.  Call 
Jerry  at  The  Lewis  Group  for  more  information. 

(800)  460-8159. 


r 


\ 


MTIOPIEX  EMERGENCY  PHYSICIAN  ASSOCIATES 


TEXAS : 


WE  ARE  A MULTI-HOSPITAL 


GROUP  committed  to  providing  I 
extraordinary  medical  care  and  lead- 
ership in  the  field  of  emergency 
medicine.  Several  opportunities 
available  in  the  Dallas/Fort  Worth 
area  as  well  as  North  and  East  Texas. 
Annual  ED  volumes  range  from 
1 1,000  to  30,000.  Compensation: 
$150  - $200K/year  plus  productivity 
incentive  and  paid  malpractice  insur- 
ance. Medical  Directorship  training 
and  ownership  options  available. 
CONTACT:  Metroplex  Emergency 
Physician  Associates,  PA,  14651 
Dallas  Parkway  Ste.  # 700,  Dallas, 
Texas  75240;  800/346-6687  or 
214/774-8238;  or  FAX  CV  to: 
214/789-0339.  I; 

★ J 


Call  Toll  Free 

1 -8 8 8-DOCS -91 1 

TEXAS:  Regional  emergency  group  has 
held  20-year  contract  to  staff  nationally 
recognized  ED.  Contracts  range  from 
12,000-60,000  pt  visits.  Earn  the  industry’s 
maximum  compensation  as  an  indepen- 
dent contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


Family/Generai  Practice 

Family  Practice:  Houston,  TX.  SSG,  salaried,  attractive 
package.  Fax  to  MPS,  Frank  Marentez,  (713)  847-1587  or 
call  (800)  578-5061. 

Family  Practice  or  Internist:  FL,  GA,  OK,  NC,  MS  & 

AL.  SSG,  salaried,  excellent  package.  Semi-urban  to  rural. 
Fax  to  MPS,  Frank  Marentez,  (713)  847-1587  or  call  (800) 
578-5061. 


MEDICAL  DIRECTOR/ 
PRIMARY  CARE  PHYSICIAN 


to  serve  as  Health  Authority  for  Smith  County 
Public  Health  District  in  Tyler,  Texas. 

One  full-time  or  two  half-time  opportunities  in  local 
public  health  with  adult  primary  care  responsibility. 
Require  Texas  license  and  current  competencies. 
Outstanding  community,  professional  staff,  minimal 
administrative  tasks,  full  benefits  with  retirement 
plan,  and  malpractice  fee  reimbursement. 

Contact  D.E.  Sciarrini.  FAAMA,  Director  at  (903)  535-0036. 


San  Antonio.  Premier  group  is  adding  FP’s.  Competitive 
salary,  bonus,  and  malpractice  insurance.  Equity  position 
available.  Call  is  1 in  4.  Contact  Practice  Dynamics,  11222 
Richmond,  Suite  125,  Houston,  TX  77082;  (800)  833- 
0911  or  (713)  531-0911. 


PHYSICIAN  WANTED 

Family  practice,  BC/BE.  Full  time  minor 
emergency  clinic  in  Central  TX.  No  call  or  WE 
hours.  $130-$  1 50K  • % • benefits. 

Call  Bobby  Snyder  at  (817)  634-6999- 


FP’S  BEST  OPPORTUNITY!  BEST:  location,  demand, 
schools,  recreation,  metro/cultural  access,  $140K+,  earn 
S180K+.  Call  Mary  Latter  (800)  520-2028.  Job 
#M297FAF. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth 
and  Houston.  Low  stress,  office  based  practice.  No  nights, 
no  emergencies,  and  no  hospital  work.  Paid  malpractice. 
M-F.  Lucrative  salary  and  benefits.  Call  Lisa  Abell  at  (800) 
254-6425,  or  fax  CV  to  (214)  256-1882. 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  . . . The  TEXAS  Specialists 


Academic  Positions  (in 
FP,  IM  and  Pediatrics) 
Correctional  Medicine 
Family  Practice 
Geriatrics 
Internal  Medicine 
Obstetrics/Gynecology 


Physician 
Resource 
Network 


Otolaryngology 
Pediatrics 
Psychiatry  - Adult 
Surgery  - Cardiothoracic 
Surgery  - Critical  Care 
Surgery  - Plastic 
Surgery  - Trauma 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 
PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


The  University  of  Texas  Medical  Branch  - Conroe  Family  Medicine  Residency 
Program  needs  an  experienced  board-certified  family  medicine  faculty  member. 
Experience  should  include  obstetrics,  teaching  and  a minimum  of  two  years  practice  expe- 
rience. Must  have  a Texas  license.  UTMB  is  an  EO/AA  employer,  M/F/D/V.  UTMB  is  a 
smoke-free/drug-free  workplace.  UTMB  hires  only  individuals  authorized  to  work  in  the 
United  States.  Please  respond  by  contacting  Joseph  G.  Ewing,  MD,  Program  Director, 
University  of  Texas  Medical  Branch,  701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . 


INSTRUCTOR/ASSISTANT  PROFESSOR  (foil  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate of  The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas.  Must  be  board  certified  or  have  met  the 
educational  requirements  to  be  certified  by  the  American 
Board  of  Family  Practice.  Obstetrical  training  (or  experi- 
ence) desired.  Duties  may  include  teaching,  direct  patient 
care,  and  research.  Send  C.V.,  cover  letter,  and  3 letters  of 
reference  to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


GREAT  TEXAS  FP  OPPORTUNITY! 

Slow  paced  lifestyle/convenient  to 
metro.  Great  payer  mix  and  hospital 
support.  Excellent  income  suarantee, 
1 :4  call.  Call  Mary  Latter  today  - 
800-520-2028.  Job  #M137FAF 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attrac- 
tive FP  group  openings  in  Denton, 
Dallas,  Arlington,  Corpus  Christi; 
major  hospital  affiliations;  attractive 
income  guarantees;  reply  confidential- 
ly to  Phil  Kelbe  or  Laurie  Myers,  Fox 
Hill  Associates,  250  Regency, 
Brookfield,  Wisconsin  53045 

(800)338-7107  Fax  (414)  785-0895 


Spanish-speaking  FP’s  needed  throughout  Texas 
(Beaumont,  Laredo,  Corpus  Christi,  Ft.  Worth,  Dallas, 
McAllen  and  Brownsville  area,  El  Paso),  Oklahoma, 
Florida,  Arizona,  Ohio,  and  Chicago.  High  income  guar- 
antees, $120-$l40K+  production.  Full  benefits,  call  cover- 
age. Call  Mary  Latter  — (800)  520-2028.  Job  #M381FAF. 
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Family/General  Practice 

Rural  Health.  A variety  of  family  practice  opportunities 
are  available  throughout  the  Lone  Star  State.  Many  offer 
loan  repayment.  Some  have  OB.  For  details,  contact 
Practice  Dynamics,  1 1222  Richmond,  Suite  125, 
Houston,  TX  77082;  (800)  933-0911  or  (713)  531-0911. 


DALLAS  AND  HOUSTON  METRO  AREAS  — Family 
Practice.  Outpatient  and/or  inpatient  positions  with 
CIGNA  HealthCare.  Excellent  call  schedule.  Contact: 

Dave  Duncan,  (800)  67 8-7858,  222  S.  Central,  Suite  400, 
St.  Louis,  MO  63105.  Fax:  (314)  726-002 6. 

Internal  Medicine 


Methodist 

Hospitals  of  Dallas 

FAMILY  PRACTICE 

Exciting  opportunity  for  BC/BE  Family 
Practitioners  to  join  newly-opened  Family 
Health  Centers  in  rapidly-growing  suburban 
communities.  Competitive  salary  with  com- 
prehensive benefit  package  and  bonus 
incentive.  Appointment-based  and  walk-in 
urgent  care.  Fee-for- service  with  participa- 
tion in  managed  care  plans.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  Board  Certified 
Internists.  A progressive,  six-person 
Methodist  affiliated  IM  group  looks  to 
establish  a second  office  location  in  a near- 
by rapid-growing  suburban  community. 
Competitive  salary,  comprehensive  benefit 
package,  bonus  incentive,  and  rotating  call 
coverage.  Earnings  based  upon  collections 
beginning  in  the  third  year  with  continued 
benefits.  Business  aspects  of  the  practice 
professionally  managed  by  a Group  Practice 
Administrator. 

PEDIATRICS 

Two  established  “solo”  pediatricians  each 
seek  a full-time  or  part-time  pediatrician  to 
join  them  in  their  busy  practices.  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  III  NICU. 
Competitive  salary  with  good  call  coverage. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947-4579, 
fax  (214)947-4502. 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide  hospi- 
tal inpatient  care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  This  position 
requires  no  on-call  responsibility.  Other 
attractive  opportunities  in  suburban  areas 
of  Dallas/Fort  Worth  and  Houston  area. 
Very  attractive  compensation  package 
includes  salary,  plus  benefits  to  include  pro- 
fessional liability  insurance,  major  medical 
and  term  life  insurance,  paid  vacation,  one- 
week  paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incentives 
to  promote  individual  achievement  and 
group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712-2018 
or  800/527-2145,  or  fax  214/712-2444 

NORTH  DALLAS  — Richardson, Texas  Very  busy, 
well-established  internist  needs  a BC/BE  associate.  Very 
lucrative  practice.  Fax  C.V.  to  (972)  994-0447. 


DALLAS,  TEXAS 

Established,  single-specialty  group 
practice.  Prosperous  suburban  commu- 
nity. Exceptional  income  potential.  Full 
partnership.  Contact  Patrick  Schmidt,  1- 
800-338-7107  or  Fax:  (414)  785-0895. 


Locum  Tenens 


Intrim 

Physicians® 

'■V 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/GYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

January  1997  November  29,  1996 
February  1 997  December  3 1 , 1996 
March  1 997  January  31,1 997 
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Locum  Tenens 


Staff  ft 

the  staffing  solution  A, 
a DSI  company  ■* 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSI  family  of 
companies  and  will  now  be  known  as  DSI  Staff 
Rx.  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSI,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  T enens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  In  the  following  areas: 

- Radiological  and  Medical 
Technologists 

- Nursing 

- Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

• Human  Resource  Management 

• Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSI  Staff  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSI  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 


Staff  Care , Inc. 


f Endorsed  by  the  Texas  Medical 
I Association 


(800)  685-2272 

h ttp :/  livww.locumsnet.com 


• Nationwide  opportunities 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


TEXAS  BASED 


TEXAS  BEST! 


LOCUM  TENENS 


Your 

Best 

Move 

For 


Obstetrics/Gynecology 

AUSTIN, TEXAS  — BC/BE  OB/GYNs  needed  for 
growing,  established  practice.  Call  1:4  (or  better),  1 hospi- 
tal, subspecialty  back-up,  patient-focused,  congenial  col- 
leagues. Salary,  bonus,  benefits.  Call  or  send  C.V.  with 
cover  to:  Jane  Vogt,  (800)  449-71 16, 1.D.  #4608TX,  222 
S.  Central,  Ste.  700,  St.  Louis,  MO  63105.  Fax:  (941)  768- 
9293. 

Texas.  A variety  of  opportunities  are  available  throughout 
the  Lone  Star  State.  From  Hill  Country  to  major  metros, 
solo  to  partnership.  For  details,  contact  Practice  Dynamics, 
1 1222  Richmond,  Suite  125,  Houston,  TX  77082;  (800) 
933-0911  or  (713)  531-0911. 


Occupational  Medicine 

OCCUPATIONAL  MEDICINE  MDs  NEEDED  fur 

Houston  area,  national  company.  Excellent  career 
opportunities.  Full  time  and  part  time.  Call  Ned  at 
(713)  797-6106. 

DALLAS/FORT  WORTH, TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  PO.  Box  35327, 
Dallas,  TX  75235. 

Pediatrics 


Pediatrics,  Metro  centers, TX  SSG/MSG,  salaried  or 
guarantee.  Fax  to  MPS,  Frank  Marentez,  (713)  847-1587 
or  call  (800)  578-5061. 

Psychiatry 

Waco.  Prestigious  psychiatric  facility  needs  adult  psychia- 
trist. In-patient  and  out-patient  responsibilities. 
Competitive  salary  and  benefits.  For  details,  contact 
Practice  Dynamics,  1 1222  Richmond,  Suite  125, 
Houston,  TX  77082;  (800)  933-091 1 or  (713)  531-0911. 


Other  Opportunities 


rtzxt 

caneen.  move  — 


Q C ’JvbhAfo't*'  SL  \y^c. 

Healthcare  Recruitment  Specialists 

Immediate  positions  available  for: 

• primary  care  physicians;  FP’s,  IM's  & PED’s 

• neonatologists 

• medical  hematologists/oncologists 
Positions  offer  a variety  of  practice  options,  excel- 
lent compensation  packages,  and  attractive  loca- 
tions. 

Contact:  GLENDA  CANTU  JOHNSTON 

PO  Box  682184  • Houston,  Texas  77268 
Phone  713-440-0636  • Fax  713-587-1 147 

Toll  Free  888-638-3 1 06  


PRIVATE  PRACTICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  713-493-2797 

Or  send  CV  to:  Reuben 

POBox  42314 
Houston,  TX  77242-2314 
FAX  71  3-493-2234  & Associates 


B r o n s t e i n 
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Other  Opportunities 


HENDRICK 

MEDICAL 

CENTER 


Leading  medical  center  in 
Texas  Midwest  offers  you  an 
exciting  opportunity  in  the 
following  specialties: 


• Family  Practice 

• Pediatrics 

• Internal  Medicine 

• Rheumatology 

• Medical  Oncology 

• Nephrology 

• Urology 

• Endocrinology 


Send  C.V  to  Laura  Minor 
Physician  Recruitment  Coordinator 
Hendrick  Medical  Center 
Abilene,  Texas  79601 
(915)670-3528 
Fax  (9 15)  670-2293 


MEDICAL  DIRECTOR 
PRIMARY  CARE 

The  City  of  Austin,  Health  and  Human  Services 
Department,  Primary  Care  Division  has  a full-time 
position  available.  Will  be  responsible  for  directing 
and  delivering  healthcare  to  the  under-served 
population  of  Austin  and  Travis  County.  Requires 
at  least  two  years  of  administrative/leadership 
experience.  Must  have  completed  a three  year 
residency  program  in  either  FP  or  IM  and  be 
either  Board  Certified  or  Eligible.  Excellent  salary 
and  benefits. 

Contact:  Philip  Brown 

Health  and  Human  Services  Department 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
1-800-299-0265 
512-707-5403  FAX 
EOE/M/F/D 


Bariatrics  Physician  needed  for  new  clinic  in 
Austin  area.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  no  hospital  work,  paid 
malpractice  insurance,  PT/FT,  lucrative  salary  and 
benefits.  Send  C V w / cover  to: 

C.  Peets,  2607B  Hanes,  Midland, TX  79705 
Fax  to:  (915)  682-6219  or  call:  (915)  570-7023 


Positions  Wanted 

BOARD-CERTIFIED  MD  DIAGNOSTIC  RADIOLO- 
GIST, 26  years  of  practice  experience,  available  for 
LOCUM  TENENS  after  January  1,  1997.  MRI,  CT, 
Angio-interventional,  nuclear,  ultrasound,  general. 
Lawrence  D.  Brotman,  M.D.,  (210)  421-3147  or  toll-free 
(888)  363-3266. 

Diagnostic  Radiologist  seeking  position  in  Houston  or 
Dallas  and  surrounding  30  mile  areas.  Will  consider  full- 
time, part-time  and  locums.  Call  (210)  318-4634. 

BOARD-CERTIFIED  PATHOLOGIST  looking  for  pri- 
mary care  in  East  or  Central  Texas.  Very  flexible.  Texas 
license.  Dr.  Vestal,  home  (816)  331-9012;  work  (816) 
556-3242. 


AVAILABLE  FOR  LOCUM  TENENS 

John  Edgar  Lewis,  M.D.,  Pathologist, 
board  certified,  AP,  CP,  Cytopathology; 
Licensed  Texas,  Oklahoma,  Arkansas. 
Call  (915)  697-8447. 


FOR  SALE  OR  LEASE 

Equipment 

Office  Ultrasound;  bladder  residual,  cardiac,  OB; 
portable  with  Sony  printer.  Dr.  Allan  Brewer,  (915)  264- 
4840. 

Automobiles 

Suburbans,  luxury  cars,  sports  cars  — all  makes  and 
models  — personal  or  commercial  — delivered  to  your 
door.  Perfect  credit  rewarded,  but  not  required.  Jones 
Leasing,  Inc.,  (800)  657-8910. 

Practices  For  Sale 


OB-GYN  Practice  for  Sale 

Solo  OB-GYN  practice  available  for  sale  in 
small  East  Texas  community.  Close  travel- 
ing proximity  to  larger  cities.  Start  up 
expenses  and  first  year  income  guaranteed. 
Modern,  well-equipped  hospital  OB-GYN 
and  OR  facilities.  Excellent  physician 
referral  base.  Call  (888)  484-3810. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Guenther 
(214)  868-9085 


Office  Space 

OFFICE  SPACE:  For  lease  in  Montgomery, TX  — 

4,500  sq.  ft.  (all  or  part)  next  to  large  general  practice  and 
physical  therapy  facility.  Contact  Nancy  Primeaux,  (409) 
582-1088. 


Copperfield  area  of  Northwest 
Houston  - 1652  NRSF.  Former 
OB/GYN  space  as  low  as  $8.40  psf 
first  year.  Call  Vickie  at  (71 3)  558-001  1 . 
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BUSINESS  AND  FINANCIAL  SERVICES 


MD  MONEY  ADVISORS,  INC. 
& 

KANTI  S.  PATEL,  M.D;  M.BA 

Registered  Principal 

Securities  Offered  Through 

NORTHEAST  SECURITIES,  INC. 

For  Financial  Direction... 
NASD  • SIPC 
Investment  Services 


Stocks  • Bonds  • Mutual  Funds  * Pension  • 
Plans  • IRA’s  • Trusts  • Keogh’s  • 
Professional  Money  Management 


805  West  Wadley  (800)  9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 


MEDCON  GROUP,  INC.  will  provide  expert 
Diagnostic  Radiology  second  opinions  on  all 
diagnostic  radiology  imaging,  including  MRI,  CT 
for  defense,  plaintiff,  insurance  purposes,  HMO 
quality  issues,  medical  malpractice,  depositions 
and  testimony.  Board  certified  M.D.  Radiologist. 
Free  initial  telephone  consultation,  hourly  or  case 
rates  TOLL  FREE:  1-888-3MEDCON  or  1-888-363-3266 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


MEDICAL  FINANCING  - We  buy  accounts  receiv- 
ables on  a non-recourse  basis  and  provide  funding  for  your 
acquisition  of  new  practices.  For  a no  obligation  review, 
call  Guilin  Medical  Capital,  (800)  459-2384. 


PHYSICIAN’S  SIGNATURE  LOANS 


Borrow  up  to  $50,000  unsecured  through 
Physicians  Service  Association,  a division 
of  SunTrust  Bank,  Atlanta.  Since  1891, 
SunTrust  Bank,  Atlanta  has  continued  its 
heritage  of  steady  growth  by  extending 
consistently  prompt,  courteous  and  profes- 
sional service  to  our  customers.  Simply 
call  to  check  the  features  of  our  Physicians 
Signature  Loan  Program.  (Special  interest 
only  payments  for  in-training  and  new 
practitioners-may  qualify  for  up  to  6 years 
to  repay.)  (800)  241-6905  Atlanta,  GA 


TWO  WEEK  TURNAROUND  TIME  ON  CLAIM 
PAYMENTS  and  a 50%  SAVINGS  on  what  it  now  costs 
you  to  file  insurance  claims.  For  more  information,  call: 
AccuMed  Billing  Center,  (512)  329-8353. 


WANT  TO  BUY  A PRACTICE?? 

I have  practices  listed,  with  100%  financing 
available!  No  need  to  associate;  buy  your 
own  practice.  Don’t  delay,  call  today! 

HI-GROWTH  INVESTMENTS 

(214)  868-9085 


Advertising  Rates  & Data  - Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9i/2  inches  $85/inch 

10  to  19i/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  1st  of  the 
month  (or  the  closest  business  day)  preceding  publication. 
Send  copy  to  Melissa  McAdoo,  Advertising  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 
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Texas  Medicine 

Educational  Opportunities 


Announcing  the  Fourth  in  the  1996 
Series  of  Advanced  Seminars: 

GERIATRICS  UPDATE  FOR  PRIMARY 
CARE  PHYSICIANS:  A DIDACTIC  & 
SKILLS  SYMPOSIUM  Craig  Rubin,  M.D., 
Shelle^y  Roaten,  dr.,  JVT.D., 

Albert  Roberts,  JW.  13.  — Course  Directors 

CME  Credit  offered 

December  Z,  1996  — Dallas,  Texas 

For  information,  contact:  Office  of  Continuing  Education 
214/648-2166;  1 -800/688-8678;  FAX  2 14/648-2317 


Southwestern 

An  equal  opportunity  Institution 


24TH  ANNUAL  CRITICAL  CARE  MEDICINE  COURSE 

March  1-6,  1997 
Marriott  Hotel 
Oklahoma  City,  Oklahoma 


Guest  Lecturers: 

John  E.  Heffner,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

University  of  Arizona  Health  Sciences  Center-Phoenix 

L.  David  Hillis,  M.D.  - Cardiology 

University  of  Texas  Southwestern  Medical  Center 

Susan  K.  Pingleton,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

Kansas  University  Medical  Center,  Kansas  City 

Roger  P.  Simon,  M.D.  - Neurology  & Psychiatry 

University  of  Pittsburgh,  Pittsburgh 

Robert  D.  Toto,  M.D.  - Nephrology/Critical  Care  Medicine 

University  of  Texas  Southwestern  Medical  Center  @ Dallas  of  Medicine 

Program  Directors: 

Paul  V.  Carlile,  M.D.  and  Martin  H.  Welch,  M.D. 


Contact:  Ms.  Dora  Lee  Smith 
Course  Coordinator 
3SP  400  - P.O.  Box  26901 
Oklahoma  City,  OK  73190 
Tele:  (405)  271-5904 
Fax:  (405)  271-5892 

(#) 

HEALTH 

SCIENCES  CENTER 

TEACHING.  HEALING  DISCOVERING 


Sponsored  by:  Department  of  Medicine 
College  of  Medicine 
The  University  of  Oklahoma 
Health  Sciences  Center 
and 

Veterans  Affairs  Medical  Center 

In  Conjunction  With:  Irwin  H.  Brown  Dept,  of 
Continuing  Education 

Accreditation:  AMA,  AAFP,  AOA,  ACEP 
(49  Hours) 


iriPMC 

TRAVEL 


INTERNATIONAL  PROFESSIONAL  MEETING  COORDINATORS 


IPMC  Travel,  a member  of  Noel  Group, 
is  one  of  only  a few  worldwide  educa- 
tional travel  firms  to  offer  Continuing 
Medical  Education  (CME)  programs  with 
Category  I and  II  credits  for  doctors. 
Over  16  international  tours  and  cruises 
feature  distinguished  specialists  from 
leading  hospitals  and  medical  centers. 

Choose  a travel  package  to  meet 
your  schedule  and  your  specialty. 


Family 
departures 
are  also 
available! 


For  more  information  or  a brochure,  call: 


800-645-2222 


Jan.  30-Feb.  I : The  Texas  Society  of  Pathologists’  Annual 
Meeting  will  be  held  at  the  Omni  Hotel  in  Corpus 
Christi.  CME  credit  available.  For  brochure,  contact  Trici; 
Hall,  (800)  880-1300,  ext.  1510. 

The  Interim  Scientific  Meeting  of  the  Texas  Society  of 
Plastic  Surgeons  will  be  held  in  Jan.  31 -Feb.  2,  1997  on 
Grand  Cayman  Island.  For  details,  call  Rachael  Reed  at 
(800)  880-1300,  ext.  1527. 
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POSTAL  SERVICE „ 


Statement  of  Ownership,  Management,  and  Circulation 
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TAFP  - ALAMO  CHAPTER 
21st  ANNUAL  MID  WINTER  SEMINAR 

February  14,  15,  16,  1997 
Hyatt  Regency  Hotel  on  the  Riverwalk 
San  Antonio,  Texas 

20  Prescribed  CME  hours  approved  by  AAFP. 
Credit  accepted  by  AMA/PRA  Category  1 . 
Country/Western  Shindig,  Luncheon, 
Continental  Breakfast,  Prizes,  Spouse's 
Program.  Inquiries:  Sharon  A.  Boecker 
(210)  822-5266  (M-F,  9 am  - 3 pm) 


ULTRASOUND  EDUCATION:  Specialties  of 
OB/GYN,  Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8302 
Tybor  Street,  Houston,  TX  77074.  Visit  our  website  at 
www.ahec-inc.com! 

The  Texas  Society  of  Medical  Oncology  will  hold  its 
Annual  Meeting  Nov.  16  at  the  Hyatt  Regency  Hotel  in 
Austin.  Topic:  Breast  Cancer  Update;  1 hour  CME  credit 
available.  For  information,  call  Laurie  Reece,  (800)  880- 
1300,  ext.  1509. 


TMA  LIBRARY 


Beginning  an  Exploration  of  the 
Internet:  World  Wide  Web 
Up  to  2 hours  AMA/PRA  Category 
1 credit 

I’MA  Library,  Austin,  4-6  p.m. 
(800)  880-1300,  ext.  1532 

Wednesday,  December  1 1 

Grateful  Med:  Computer  Access  to 
Information 

Up  to  4 hours  AMA/PRA  Category 
1 credit 

TMA  Library,  Austin,  1-5  p.m. 
(800)  880-1300,  ext.  1552 
Saturday,  November  23 
Saturday,  December  7 
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ackfalk 

Question 

Describe  your  favorite  meal. 


^ | love  ‘comfort’  food  that  tastes  like  my  mother  used 


to  make  — fried  chicken  (now,  most  often  prepared 
in  the  oven,  so  it  is  actually  baked,  not  fried),  mashed  pota- 
toes, gravy,  peas.  I eat  small  portions  so  I don’t  feel  too  guilty!” 


Marsha  D.  McNeese,  MD,  47 

radiation  oncology,  Houston 


44 


Lettuce  salad  with  blue  cheese  dressing,  grilled 
tuna  and  steamed  vegetables,  sourdough  bread. 


decaffeinated  coffee,  and  nonfat  frozen  yogurt.” 


Bruce  Allen  Levy,  MD,  49 

legal  medicine/addiction  medicine,  Austin 


44 


agels  and  lox  with  tomatoes  and  cream  cheese, 
pickle,  and  orange  juice.” 


James  Dana  Weiss,  MD,  37 

physical  medicine  and  rehabilitation,  Pasadena 


44 


L 


ocation:  Cave  Island,  Exuma,  Bahamas.  Menu: 
Fresh  dolphin  and  lobster,  conch-cooked  over  hot 
coals  on  the  back  of  a boat.  Use  ‘secret’  spices.  Rum  and 
tonic  before.” 


Marion  Jack  Henry,  MD,  63 

radiology,  Corpus  Christi 


44 


o 


ne  word:  sushi.” 


Melissa  DawnTonn,  MD,  36 

occupational  medicine,  Houston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions  for 
future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701 ; fax 
them  to  (512)  370-1632;  or  e-mail  them  to  amy_lykke@texmed.org 


ake-out  Indian  food  with  a cold  Bass  Ale  — eaten 


T 


with  our  close  friends  and  accompanied  by  the 
sound  of  the  children  playing  nearby.” 


R.  Kimberly  Keeland,  MD,  41 

ophthalmology,  Austin 


44 


, ne  in  which  I’m  the  only  one  eating  from  my 
plate  and  I’m  not  required  to  leave  the  table 
prior  to  completing  it.” 


Patricia  Ann  Becker,  MD,  40 

pediatrics,  mother  of  three,  San  Marcos 


44 


roiled  gulf  red  snapper  with  plain  baked  potato 
and  fresh  garden  peas.  All  have  different  sweet- 


ness! 


William  Insull,  Jr,  MD,  71 

internal  medicine,  Houston 


44 


y favorite  meal  at  home  is  cooked  by  my  wife 
— broiled  steak,  sauteed  mushrooms  in  butter, 
butternut  squash  with  brown  sugar,  and  fresh  green  peas. 
For  dessert:  raspberries  with  honey  and  sugar.” 


Donald  R.  May,  MD,  50 

ophthalmology,  Lubbock 


44 


y favorite  meal  is  a leisurely  breakfast  with  my 
family.  If  you’re  taking  a leisurely  breakfast, 
that  means  you’ve  got  free  time  — it  means  you’re  at  home 
with  your  family,  sitting  around  talking,  and  having  good 
family  interaction.” 


A.  Keith  Cryar,  MD,  42 

endocrinology,  Temple 
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Student  Life 

A salute  to  our  future  physicians 


Any 


Car,  Truck, 


Van  or  Sport 


Your  Door  on  Christmas  Eve 


With  a Big  Holiday  Bow  on  it! 


After  10  years  in  practice,  you  're  an  expert  in 
your  field.  Likewise,  Autoflex  Leasing  is  the 
recognized  expert  in  auto  leasing  plus  we  are 
exclusively  endorsed  by  the  Texas  Medical 
Association.  So  call  an  Autoflex  Leasing  specialist 
today  and  find  out  why  more  doctors  lease  their 
new  cars  from  Autoflex  Leasing! 


Tes 

It 


TexasMedical 

Association 


Auto/fee 

(I  i A S 1 N (T) 

zr  

Call  1 -800-678-FLEX 
(3539) 
or  817-234-1234 


You  can’t  count  on  a cookie  to  provide  good  fortune. 

You  can  count  on  TMAIT. 


Responsible  financial  planning 
for  the  future  takes  more  than 
good  luck.  TMAIT  provides  you 
a choice  of  traditional  indemnity 
plans  or  the  new  Group  Plus 
Point-of-Service  (POS)  plan  for  you,  your  family,  and 
your  office  staff. 


know  and  understand  the  financial  needs  and  con- 
cerns of  other  TMA  physicians  like  you. 

TMAIT  offers  you  financial  security,  stability  and 
responsive  service. 

Call  TMAIT  at  1-800-880-8181  for  more  information. 


TMAIT  is  endorsed  and  was  created  by  the  TMA.  Its 
Board  of  Trustees  includes  TMA  physicians  who 
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INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Tex; 
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Texas  Medical 
Association 


P.O.  Box  1707,  Austin,  Texas  78767-1707  • In  Austin  370-1776  • In  Houston  224-5309  • Fax  (512)370-1799 

Underwritten  by  The  Prudential  Insurance  Company  of  A merica 
Prudential  Plaza,  Newark,  NJ  07102 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Ophthalmologist  William  T.  Kittleman,  MD, 
examines  Nellie  B.  Reece,  of  Granger,  at  his 
Taylor  clinic. 
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COVER  STORY 


Cover  photograph  by  DARRELL  EAGER 


Back  to  school 

Ever  wonder  how  things  have  changed  for  medical 
students  since  you  filled  those  well-worn  shoes?  Our 
photographer  followed  two  aspiring  future  physi- 
cians for  more  than  6 months,  as  they  studied,  did 
clinical  rotations,  and  tried  to  squeeze  in  personal 
lives.  Look  back,  for  a moment,  to  those  good  old 
days.  Some  things  may  have  changed,  but  rest 
assured  that  students  still  don't  get  much  sleep. 

PHOTOGRAPHY  BY  THERESA  DiMENNO 
INTERVIEWS  BY  LAURA  J.  ALBRECHT 
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Legislative  Affairs 

It  takes  teamwork 30 

Collaboration  by  physicians  and  nurse  practitioners  has  expanded  access  to 
health  care  in  rural  areas. 

BY  KEN  ORTOLON 


Law 

Loosening  up  antitrust 36 

Will  reason  rule?  New  policies  give  physician  networks 
more  flexibility. 

BY  TERI  LEE  JONES 

Antitrust  Q&A 

BY  HUGH  M.  BARTON,  JD 
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Medical  Economics 

Welfare  reform 50 

The  “end  of  welfare  as  we  know  it”  may  be  a noble  goal. 

But  the  means  by  which  it’s  done  could  hurt  physicians, 
hospitals,  and  patients. 

BY  LARRY  BeSAW 

Public  Health 

TB  roars  back 55 

The  Texas  Medical  Association  has  joined  a binational  campaign  to  stop  the  spread 
of  tuberculosis  along  the  US-Mexico  border. 

BY  TERI  LEE  JONES 


The  Journal 58 
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Screening  for  breast  and  prostate  cancer:  a survey  of  Texas  primary  care  physicians 

BY  SUNIL  KRIPALANI;  ARMIN  D.  WEINBERG,  PHD;  AND  H.  PAUL  COOPER,  MA 
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Does  the  hepatitis  G virus  cause  hepatitis ? 

BY  FRANCISCO  LOYA 

Effect  of  sperm  dose  on  pregnancy  rate  from  intrauterine  insemination:  a retro- 
spective analysis 

BY  BRIAN  E.  CRESSMAN,  MD;  SYLVIA  PACE-OWENS,  RN,  CNP;  JOSE  F.  PLIEGO, 
MD;  THOMAS  J.  WINCEK,  MD,  PHD;  AND  THOMAS  J.  KUEHL,  PHD 
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BY  VICTOR  R.  SCARANO,  MD,  JD 
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Century  American,  Flexibi 
Is  Our  Competitive  Edge. 


when  rr  comes  to  group  professional 

liability  coverage,  not  all  programs  are  alike. 
Century  American  has  been  writing  group 
coverage  long  betore  it  became  popular. 

Our  policies  are  designed  to  meet  your  needs 
based  on  the  way  you  practice  medicine  in 
today’s  changing  medical  profession. 

Our  Full-Time  Equivalency  option 
makes  liability  coverage  comprehensive  and 


flexible  for  managed  care  organizations. 
Group  premiums  are  based  on  the  number 
of  actual  patients  seen  or  physician  hours 
provided  by  your  practice.  The  premium  is 
not  affected  by  how  many  physicians  provide 
that  care.  You  pay  for  only  the  coverage  you 
use  or  need,  instead  of  paying  a flat  annual  fee. 

Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes 


to  choosing  liability  coverage.  The  Century 
American  difference  is  flexibility.  To  get 
the  competitive  edge,  call  Susan  Baker  at 
1-800-476-8115  ext. 4569. 
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Editor’s  Mote 


Dax  Kurbegov  and  Shannon 

Kilgore,  below,  didn’t  know  what 
they  were  getting  into  when  they 
agreed  to  “star”  in  our  photo  es- 
say on  medical  student  life.  Photogra- 
pher Theresa  DiMenno  trailed  the 
two  students  for  more  than  half  a year 
— at  home,  in  the  classroom,  on 
rounds,  in  clinics,  even  to  the  beach 
and  the  airport. 

Thanks,  Dax  and  Shannon,  for  so 
graciously  opening  your  lives  to  us. 
Thanks  also  are  extended 
to  the  teachers,  students, 
administrators,  families, 
and  friends  who  toler- 
ated our  intrusions  with 
such  good  humor. 

Photo  Editor  Laura  J. 

Albrecht,  who  coordi- 
nated the  project,  was 
awed  by  the  ability  of 
these  two  young  people 
to  cram  at  least  30  hours 
of  activity  into  a 24-hour 
day,  with  nearly  none  of 
that  time  spent  sleeping.  But  Laura  was 
most  impressed  by  the  enthusiasm,  hu- 
mility, and  hope  the  two  students  bring 
to  their  chosen  profession.  They  want  to 
be  physicians,  and  everything  that  word 
implies:  to  care  for  people,  to  make 
them  better,  and  maybe  even  to  advance 
the  future  of  medical  science.  So  capita- 
tion, CLIA,  and  PPOs  be  damned!  We 
defy  you  to  read  what  they  have  to  say 
and  not  come  away  with  more  hope  for 
the  future  of  medicine.  The  article  be- 
gins on  p 40. 

In  keeping  with  our  salute  to  med- 
ical students,  we  are  very  pleased  to 
publish  the  winning  paper  in  the  1996 


Harriet  Cunningham  Award  for  Meri- 
torious Scientific  Writing.  Sunil  Kri- 
palani,  a fourth-year  medical  student 
at  Baylor  College  of  Medicine,  was 
lead  author  of  the  winning  article, 
“Screening  for  Breast  and  Prostate 
Cancer:  A Survey  of  Texas  Primary 
Care  Physicians.”  The  Journal  section 
also  contains  papers  written  by  three 
other  competition  finalists. 

The  Cunningham  award  was  rein- 
stated last  year  to  encourage  more  fu- 


ture physicians  to  pursue  scientific 
writing.  Because  of  the  excellent  re- 
sponse, the  contest  will  continue  for 
at  least  3 more  years.  Turn  to  p 58  to 
sample  what  our  next  generation  of 
physicians  is  writing  about.  Again,  we 
think  you’ll  he  impressed. 

JEAN  PIETROBONO 
Managing  Editor 
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INSURANCE  COMPANY 


X, 


NOW  OFFERS 

PROFESSIONAL  LIABILITY 
INSURANCE  TO  TEXAS  PHYSICIANS 


About  Frontier 

Frontier  Insurance  Company  of  New  York  is 
a member  of  the  Frontier  Insurance  Group, 
Inc.  We  are  a licensed  and  admitted  carrier 
in  Texas. 


Frontier's  financial  stability  can  be  demon- 
strated by  our  ratings  of  A-  (Excellent)  by 
A.M.  Best  and  A+  by  Standard  & Poor's 
for  our  claims  paying  ability. 

Frontier  has  been  recognized  by  Forbes 
Magazine  8 years  in  a row.  We  are  one  of 
only  6 companies  in  the  country  to  have 
that  distinction. 


Frontier  has  an  office  in  Houston  dedicated 
to  managing  the  Texas  medical  malpractice 
insurance  program.  This  office  provides 
support  to  our  agents  and  policyholders. 


vror\tfer 

INSURANCE  COMPANY  OF  NEW  YORK 


11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046  • (800)  853-9502 


■ SUPERIOR  POLICY 

■ COMPETITIVE  RATES 

■ FINANCIAL  STABILITY 

What  Makes  Frontier  Different? 

II  Consent  to  Settle  Provisions 
If  Occurrence  & Claims  Made  Policies 

■ Discounts  for  longevity,  loss  history,  risk 
management  courses  and  board  certification 

■ True  Incident  Reporting 

■ Coverage  for  Contractual  Liability, 

HMO  & PPO  Contracts 

i#  Defendants  Reimbursement 

■ National  panel  of  defense  experts  working  in 
conjunction  with  local,  experienced,  established 
medical  malpractice  defense  firms 

BA  network  of  independent  insurance  agents 
experienced  in  medical  professional  liability 
insurance 


Contact  one  of  our  agents  for  more  information. 

National  Health  Services 

Aberdeen  Medical 

Tom  Baker  Insurance  Agency,  Inc. 

Houston:  (800)  634-9513 

Insurance  Services 

Houston:  (800)  622-9296 

1 Houston:  (713)  467-4491 

Insurance  Associates  of  Texas 

Eichlitz,  Dennis,  Wray 

Conroe:  (409)  756-2222 

J.S.  Edwards  & Sherlock 

& Westheimer 

Beaumont:  (409)  832-7736 

San  Antonio:  (210)  223-9171 

Texas  American  Insurers 

Madeley  & Company 

Ehrman,  Murphy  & Company 

Ft.  Worth:  (800)  856-3101 

Dallas:  (800)  382-7741 

Houston:  (713)  464-6291 

“Guess  what 
my  doctor  said 
when  he  told  me 
I could  switch 
from  Procardia  XL®* 
to  Adalat®  CC: 


‘It's  not  just  for 
the  savings.  Look 
who  discovered  it...’” 


Once-A-Day 


nifedipine 


EXTEN  DED 
RELEASE 
TABLETS 


30mg,60mg  &90mg 


Real  Value  for 
Real  People  with 
Hypertension 


In  1972,  Bayer  scientists  discovered  nifedipine. 
Today,  the  Adalat®  brand  of  nifedipine  is 
available  from  Bayer  in  several  formulations 
around  the  world. 

In  the  United  States,  the  one  to  prescribe  is 
Adalat®  CC.  And  thousands  of  physicians  have 
been  doing  just  that — more  than  10  million 
prescriptions  have  been  dispensed  since  its 
introduction  in  1993.1 

Blood  pressure  reduction  provided  by 
Adalat  CC  is  comparable  with  Procardia  XL®2’3 
The  frequency  and  type  of  side  effects  reported 
with  Adalat  CC  are  typical  of  dihydropyridine 
calcium  channel  blockers.4 

Adalat  CC  is  not  indicated  for  angina. 

It  should  be  taken  on  an  empty  stomach. 

As  with  all  distinct  pharmacologic  entities, 


switching  from  one  to  another  may  necessitate 
careful  titration  and  patient  monitoring. 

The  pricing  differential  remains — initial 
doses  of  Adalat  CC  are  29%  less  than  the 
Average  Wholesale  Price  (AWP)  for  Procardia  XL.t5 

Adalat  CC  from  Bayer. 

People  are  spreading  the  word. 


* Procardia  XL  (nifedipine)  is  a registered  trademark  of 
Pfizer  Labs  Division,  Pfizer  Inc. 

■^Calculations  based  on  suggested  Average  Wholesale  Price 
(AWP).5  AWP  is  from  a published  price  list  and  may  or  may  not 
represent  the  actual  price  to  pharmacists  or  consumers. 

Please  see  next  page  for  a brief  summary  of 
Prescribing  Information. 


From  Bayer 

The  People  Who  Discovered  Nifedipine 

Once-A-Day 


nifedipine 


EXTEN  DED 
RELEASE 
TABLETS 


30mg,60mg  &90mg 


Real  Value  for  Real  People  with  Hypertension 


CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING 
INFORMATION 
For  Oral  Use 

PZ500025BS  6/95 

INDICATION  AND  USAGE:  ADALAT  C(  is  indicated  for  the  treatment  of  hyperten- 
sion. It  may  be  used  alone  or  in  combination  with  other  antihypertensive  agents 
CONTRAINDICATIONS:  Known  hypersensitivity  to  nifedipine. 

WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive 
effect  of  nifedipine  is  modest  and  well  tolerated,  occasional  patients  hove  had  excessive 
and  poorly  tolerated  hypotension.  These  responses  have  usually  occurred  during  initial 
titration  or  at  the  time  of  subsequent  upward  dosage  adjustment,  and  may  be  more 
likely  in  patients  using  concomitant  beta-mockers. 

Severe  hypotension  and/or  increased  fluid  volume  requirements  have  been  reported  in 
patients  wno  received  immediate  release  capsules  together  with  a beta-blocking  agent 
and  who  underwent  coronary  artery  bypass  surgery  using  high  dose  fentanyl  anesthe- 
sia. The  interaction  with  high  dose  fentanyl  appears  to  Be  due  to  the  comaination  of 
nifedipine  and  a beta-blocker,  but  the  possibility  that  it  may  occur  with  nifedipine  alone, 
with  low  doses  of  fentanyl,  in  other  surgical  procedures,  or  with  other  narcotic  anal- 
gesics cannot  be  ruled  out.  In  nifedipine-treated  patients  where  surgery  using  high  dose 
Fentanyl  anesthesia  is  contemplated,  the  physician  should  be  awore  of  these  potential 
problems  and,  if  the  patient's  condition  permits,  sufficient  time  (at  least  36  hours) 
should  be  allowed  for  nifedipine  to  be  washed  out  of  the  body  prior  to  surgery. 
Increased  Angina  and/or  Myocardial  Infarction:  Rarely,  patients,  particularly 
those  who  have  severe  obstructive  coronary  artery  disease,  have  developed  well  docu 
mented  increased  frequency  duration  and/or  severity  of  angina  or  acute  myocardial 
infarction  upon  starting  nifedipine  or  at  the  time  of  dosage  increase.  The  mechanism  of 
this  effect  is  not  established 

Beta-Blocker  Withdrawal:  When  discontinuing  a beta-blocker  it  is  important  to  taper 
its  dose,  if  possible  rather  than  stopping  abruptly  before  beginning  nifedipine  Patients 
recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  increased 
angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of  nifedipine 
treatment  will  not  prevent  this  occurrence  and  on  occasion  has  been  reported  to  increase  it. 
Congestive  Heart  Failure:  Rarely,  patients  (usually  while  receiving  a beta-blocker) 
have  developed  heart  failure  after  beginning  nifedipine.  Patients  with  tight  aortic  steno 
sis  may  be  at  greater  risk  for  such  an  event,  as  the  unloading  effect  of  nifedipine  would 
be  expected  to  be  of  less  benefit  to  these  patients,  owing  to  their  fixed  impedance  to 
flow  across  the  aortic  valve. 

PRECAUTIONS:  General  - Hypotension:  Because  nifedipine  decreases  peripheral  vav 
cular  resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  ond 
titration  of  ADALAT  CC  is  suggested.  Oose  observation  is  especially  recommended  for  patients 
already  taking  medications  mat  are  known  to  lower  blood  pressure  (See  WARNINGS). 
Peripheral  Edema:  Mild  to  moderate  peripheral  edema  occurs  in  a dose-dependent 
manner  with  ADALAT  CC  The  placebo  subtracted  rate  is  approximately  8%  at  30  mg,  1 2% 
at  60  mg  and  1 9%  at  90  mg  daily.  This  edema  is  a localized  phenomenon,  thought  to  be 
associated  with  vasodilation  of  dependent  arterioles  and  small  blood  vessels  and  not  due 
to  left  ventricular  dysfunction  or  generalized  fluid  retention  With  patients  whose  hyper 
tension  is  complicated  by  congestive  heart  failure,  care  should  be  taken  to  differentiate 
this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction. 
Information  for  Patients:  ADALAT  CC  is  an  extended  release  tablet  and  should  be 
swallowed  whole  and  taken  on  an  empty  stomach.  It  should  not  be  administered  with 
food  Do  not  chew,  divide  or  crush  tablets. 

Laboratory  Tests:  Rare,  usually  transient,  but  occasionally  significant  elevations  of 
enzymes  such  as  alkaline  phosphatase,  CPK,  LDH,  SGOT,  ond  SGPT  have  been  noted  The 
relationship  to  nifedipine  therapy  is  uncertain  in  most  coses,  but  probable  in  some.  These 
laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms;  however, 
cholestasis  with  or  without  jaundice  has  been  reported.  A small  increase  (<5%)  in  mean 
alkaline  phosphatase  was  noted  in  patients  treated  with  ADALAT  CC  This  was  an  isolated 
finding  and  it  rarely  resulted  in  values  which  fell  outside  the  normal  range.  Rare  instances 
of  allergic  hepatitis  have  been  reported  with  nifedipine  treatment.  In  controlled  studies, 
ADALAT  CC  did  not  adversely  affect  serum  uric  acid,  glucose,  cholesterol  or  potassium. 
Nifedipine  like  other  calcium  channel  blockers,  decreases  platelet  aggregation  in  vitro. 
Limited  clinical  studies  hove  demonstrated  a moderate  but  statistically  significant 
decrease  in  platelet  aggregation  and  increase  in  bleeding  time  in  some  nifedipine 
patients.  This  is  thought  to  he  a function  of  inhibition  of  calcium  transport  across  the 
platelet  membrane.  No  clinical  significance  for  these  findings  has  been  demonstrated. 
Positive  direct  Coombs'  test  with  or  without  hemolytic  anemia  has  been  reported  but  a 
causal  relationship  between  nifedipine  administration  and  positivity  of  this  laboratory 
test,  including  hemolysis,  could  not  be  determined. 

Although  nifedipine  has  been  used  safely  in  patients  with  renal  dysfunction  and  has  been 
reported  to  exert  a beneficial  effect  in  certain  cases  rare  reversible  elevations  in  BUN  and 
serum  creatinine  have  been  reported  in  patients  witn  pre-existing  chronic  renal  insufficien- 
cy. The  relationship  to  nifedipine  therapy  is  uncertain  in  most  coses  but  probable  in  some. 
Drug  Interactions:  Beta-adrenergic  blocking  agents:  (See  WARNINGS). 


ADALAT  CC  was  well  tolerated  when  administered  in  combination  with  a beta  blocker  in 
1 87  hypertensive  patients  in  a placebo-controlled  clinical  trial.  However  there  have 
been  occasional  literature  reports  suggesting  that  the  combination  of  nifedipine  and 
beta-adrenergic  blocking  drugs  may  increase  the  likelihood  of  congestive  heart  failure, 
severe  hypotension,  or  exacerbation  of  angina  in  patients  with  cardiovascular  disease. 
Digitalis:  Since  there  have  been  isolated  reports  of  patients  with  elevated  digoxin  levels 
and  there  is  a possible  interaction  between  digoxin  and  ADALAT  CC,  it  is  recommended 
that  digoxin  levels  be  monitored  when  initiating,  adjusting,  and  discontinuing  ADALAT  CC 
to  avoid  possible  over-  or  under-digitalization. 

Coumarin  Anticoagulants:  There  have  been  rare  reports  of  increased  prothrombin  time 
in  patients  taking  coumarin  anticoagulants  to  whom  nifedipine  was  administered. 
However,  the  relationship  to  nifedipine  therapy  is  uncertain. 

Quinidine:  There  have  been  rare  reports  of  an  interaction  between  quinidine  and 
nifedipine  (with  a decreased  plasma  level  of  quinidine). 

Gmetidine:  Both  the  peak  plasma  level  of  nifedipine  and  the  AUC  may  increase  in  the  pres- 
ence of  cimetidine.  Ranitidine  produces  smaller  non  significant  increases.  This  effect  of  cime- 
tidine  may  be  mediated  by  its  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  nifedipine.  If  nifedipine  thera- 
py is  initiated  in  a patient  currently  receiving  cimetidine,  cautious  titration  is  advised. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Nifedipine  was  adminis- 
tered orally  to  rats  for  two  years  ond  was  not  shown  to  be  carcinogenic.  When  given  to 
rats  prior  to  mating,  nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times 
the  maximum  recommended  human  dose.  In  vivo  mutagenicity  studies  were  negative. 
Pregnancy:  Pregnancy  Category  C.  In  rodents,  rabbits  and  monkeys,  nifedipine  has 
been  shown  to  have  a variety  of  embryotoxic,  placentotoxic  and  fetotoxic  effects, 
including  stunted  fetuses  (rats  mice  and  rabbits)  digital  anomalies  (rats  and  rabbits), 
rib  deformities  (mice)  deft  palate  (mice),  small  placentas  and  underdeveloped  chorion 
ic  villi  (monkeys),  embryonic  and  fetal  deaths  (rats,  mice  and  rabbits),  prolonged  preg- 
nancy (rats;  not  evaluated  in  other  species),  and  decreased  neonatal  survival  (rats;  not 
evaluated  in  other  species).  On  a mg/kg  or  mg/m2  basis,  some  of  the  doses  associated 
with  these  various  effects  are  higher  than  the  maximum  recommended  human  dose 
and  some  are  lower,  but  all  are  within  an  order  of  magnitude  of  it. 

The  digital  anomalies  seen  in  nifedipine-exposed  rabbit  pups  are  strikingly  similar  to 
those  seen  in  pups  exposed  to  phenytoin,  and  these  are  in  turn  similar  to  the  pha- 
langeal deformities  that  are  the  most  common  malformation  seen  in  human  children 
with  in  utero  exposure  to  phenytoin. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  ADALAT  CC  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nursing  Mothers:  Nifedipine  is  excreted  in  human  milk  Therefore,  a decision  should 
be  mode  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother 

ADVERSE  EXPERIENCES:  The  incidence  of  adverse  events  during  treatment  with 
ADALAT  CC  in  doses  up  to  90  mg  daily  were  derived  from  multi-center  placebo-controlled 
clinical  trials  in  370  hypertensive  patients  Atenolol  50  mg  once  daily  was  used  concomi- 
tantly in  187  of  the  370  patients  on  ADALAT  CC  and  in  64  of  the  126  patients  on  placebo 
All  adverse  events  reported  during  ADALAT  CC  therapy  were  tabulated  independently  of 
their  causal  relationship  to  medication. 

The  most  common  adverse  event  reported  with  ADALAT®  CC  was  peripheral  edema.  This 
was  dose  related  and  the  frequency  was  18%  on  ADALAT  CC  30  mg  daily,  22%  on 
ADALAT  CC  60  mg  daily  and  29%  on  ADALAT  CC  90  mg  daily  versus  10%  on  placebo. 
Other  common  adverse  events  reported  in  the  above  placebo-controlled  trials  include: 
Headache  (19%,  versus  13%  placebo  incidence);  Flushing/heat  sensation  (4%,  versus 
0%  placebo  incidence);  Dizziness  (4%,  versus  2%  placebo  incidence);  Fatigue/asthenia 
(4%,  versus  4%  placebo  incidence);  Nausea  (2%,  versus  1%  placebo  incidence); 
Constipation  (1%,  versus  0%  placebo  incidence). 

Where  the  frequency  of  adverse  events  with  ADALAT  CC  and  placebo  is  similar,  causal 
relationship  cannot  be  established. 

The  following  adverse  events  were  reported  with  an  incidence  of  3%  or  less  in  daily 
doses  up  to  90  mg: 

Body  as  a Whole/Systemic  chest  pain,  leg  pain  Central  Nervous  System: 
paresthesia,  vertiqo  Dermatologic:  rash  Gas trointes tinai:  constipation 
Musculoskeletal:  leg  cramps  Respiratory:  epistaxis,  rhinitis  Urogenital:  impo- 
tence, urinary  frequency 

Other  adverse  events  reported  with  an  incidence  of  less  than  1.0%  were: 

Body  as  a.  Whole/Systemic  cellulitis,  chills,  facial  edema,  neck  pain,  pelvic  pain, 
ain  Cardiovascular:  atrial  fibrillation,  bradycardia,  cardiac  arrest,  extrasystole, 
ypotension,  palpitations,  phlebitis,  postural  hypotension,  tachycardia  cutaneous  ong- 
iectoses  Central  Nervous  System:  anxiety,  confusion,  decreased  libido,  depression, 
hypertonia,  insomnia,  somnolence  Dermatologic:  pruritus,  sweating 
Gastrointestinal:  abdominal  pain,  diarrhea,  dry  mouth,  dyspepsia  esophagitis,  flatu- 
lence, gastrointestinal  hemorrhage,  vomiting  Hematologic:  lymphaaenopathy 
Metabolic:  gout,  weight  loss  Musculoskeletal:  arthrafgia,  arthritis,  myalgia 
Respiratory:  dyspnea,  increased  cough,  rales,  pharyngitis  Special  Senses:  abnor- 
mal vision,  amblyopia,  conjunctivitis,  diplopia,  tinnitus  Urogenital/Reproductive: 
kidney  calculus,  nocturia,  breast  engorgement 


The  following  adverse  events  have  been  reported  rarely  in  patients  given  nifedipine  in 
other  formulations,  allergenic  hepatitis,  alopecia  anemia,  arthritis  with  ANA  (+), 
depression,  erythromelalgia,  exfoliative  dermatitis,  lever,  gingival  hyperplasia,  gyneco- 
mastia, leukopenia,  mood  changes,  muscle  cramps,  nervousness,  paranoid  syndrome, 
purpura,  shakiness,  sleep  disturbances  syncope,  taste  perversion,  thrombocytopenia' 
transient  blindness  at  the  peak  plasma  level,  tremor  and  urticaria. 
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Newsmakers 


Juan  Carlos  Ayus,  MD,  Houston,  was 
elected  vice  president  of  the  Latin 
American  Society  of  Nephrology  and 
founding  member  of  the  Argentine 
Society  of  Critical  Care. 

W.Thomas  Belt,  Jr,  MD,  Tyler,  received 
the  American  Society  of  Internal  Med- 
icine’s Component  Society  Newsletter 
Merit  Award  as  editor  of  the  Texas  So- 
ciety of  Internal  Medicine’s  newsletter, 
The  Texas  Internist. 

Houston  dermatologist  Fred  F.  Castrow 
II,  MD,  was  appointed  to  a 3-year  term 
of  the  Gulf  Coast  Regional  Blood  Cen- 
ter Board  of  Trustees. 

Wimberley  anesthesiologist  Presley  H. 
Chalmers,  MD,  was  reelected  to  a sec- 
ond term  as  vice  chair  of  the  Texas 
Medical  Liability  Insurance  Under- 
writing Association. 

The  1996-1997  Texas  Occupational 
Medical  Association  officers  are  J.  David 
Clyde,  MD,  Dallas,  president;  Melissa  D. 
Tonn,  MD,  Houston,  president-elect; 
and  Jeff  Levine,  MD,  Tyler,  secretary- 
treasurer. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  permitting,  recognition 
at  the  local  level.  Items  for  the  Newsmakers  section  are  published 
at  the  discretion  of  the  managing  editor.  Submit  items  for  consid- 
eration, with  photos  if  possible,  to  Johanna  Franke,  People,  Texas 
Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  johanna_f@texmed.org 


Houston’s  High  School  for  Health  Pro- 
fessions has  been  renamed  the  Michael 
E.  DeBakey  High  School  for  Health 
Professions  in  honor  of  the  Houston 
cardiovascular  surgeon.  Michael  E.  De- 
Bakey, MD,  has  also  agreed  to  serve  on 
the  TriMed  International  Inc  Medical 
Advisory  Board  and  to  help  the  com- 
pany work  with  the  medical  community 
to  develop  guidelines  for  establishing  a 
medical  research  and  development  trust 
to  be  named  in  his  honor. 

Pediatric  cardiologist  Arthur  Garson, 
Jr,  MD,  of  Houston,  was  named  senior 
vice  president  and  dean  for  academic 
operations  at  Baylor  College  of  Medi- 
cine. Creation  of  the  position  recently 
was  approved  by  Baylor’s  Board  of 
Trustees. 

Houston  physical  medicine  and  reha- 
bilitation specialist  Martin  Grabois,  MD, 
led  a Citizen  Ambassador  Program 
Physical  Medicine  and  Rehabilitation 
Delegation  to  the  Republic  of  South 
Africa.  The  delegation  is  part  of  People 
to  People,  a program  founded  in  1956 
by  President  Dwight  D.  Eisenhower  to 
extend  friendship  and  goodwill  to  all 
nations  of  the  world. 

Carlos  R.  Hamilton,  Jr,  MD,  Houston, 
was  named  the  Outstanding  Key  Con- 
gressional Contact  of  1996  by  the 
American  Society  of  Internal  Medicine 
(ASIM)  at  its  annual  meeting  in 
Chicago.  Dr  Hamilton  also  accepted, 
on  behalf  of  the  Texas  Society  of  Inter- 
nal Medicine  (TSIM),  the  Component 
Society  Special  Recognition  Award  for 
TSIM’s  preceptorship  program. 


Richard  J.  Hausner,  MD  B.L.  Limmer,  MD 


Mario  M.  Rossbach,  MD  Martin  G.  White,  MD 


Thomas  S.  Harle,  MD,  Houston,  re- 
ceived the  Gold  Medal  Award  ol  the 
Association  of  University  Radiologists. 

Gwyn  H.  Harwell,  MD,  Irving,  received 
the  1996  Citation  of  Merit  lor  Out- 
standing Medical  Leadership  from  the 
Texas  Society  of  Pathologists.  Senator 
Betty  Andujar,  wife  ol  Fort  Worth 
pathologist  John  J. Andujar,  MD,  also  re- 
ceived the  award,  which  honors  those 
who  have  made  outstanding  scientific 
or  leadership  achievements  in  pathol- 
ogy or  any  aspect  of  medicine. 

Richard  J.  Hausner,  MD,  Houston,  was 
elected  to  the  College  of  American 
Pathologists’  Board  of  Governors  for  a 
3-year  term. 
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Fawzi  Iliya,  MD,  Dallas,  received  the 
fifth  annual  Excellence  in  Teaching 
Award  from  the  Association  of  Profes- 
sors of  Gynecology  and  Obstetrics. 

Temple  pediatrician  Joseph  Kraft,  MD, 
received  the  Distinguished  Teaching 
Award  from  the  Texas  A&M  Univer- 
sity Association  of  Former  Students. 

Austin  allergist  Allen  K.  Lieberman, 

MD,  has  been  named  honorary  chair 
for  the  American  Lung  Association  of 
Texas  Walk  to  Fight  Asthma,  which 
takes  place  December  7 in  Austin. 

San  Antonio  dermatologist  B.L.  Lim- 
mer,  MD,  received  the  Platinum  Follicle 
Award  from  the  International  Society 
of  Hair  Restoration  Surgery.  Dr  Lim- 
mer  is  the  first  American  recipient  of 
the  award  given  in  recognition  of  the 
“year’s  best  scientific  research  in  hair 


pathophysiology  or  anatomy.” 

Barbara  E.  Murray,  MD,  Ffouston,  was 
elected  to  the  executive  committee  of 
the  International  Society  for  Infectious 
Diseases. 

Public  health  specialist  Laurance  Nickey, 
MD,  received  the  El  Paso  County  Med- 
ical Society’s  1996  S.T.  Turner  Award. 

San  Antonio  radiologist  Stewart  R. 
Reuter,  MD,  JD,  was  elected  president 
of  the  American  College  of  Legal 
Medicine. 

J.  James  Rohack,  MD,  College  Station, 
was  elected  president  of  the  American 
Heart  Association,  Texas  Affiliate. 

San  Antonio  general  surgeon  Mario  M. 
Rossbach,  MD,  received  the  1996  J. 
Kent  Trinkle  Award,  which  is  pre- 


sented annually  by  the  Texas  Trans- 
plantation Society  to  a young  Texas 
investigator  in  the  field  of  transplanta- 
tion science. 

Otolaryngologist  Charles  M.  Stiernberg, 

MD,  was  named  assistant  dean  for  grad- 
uate medical  education  at  The  Univer- 
sity of  Texas-Houston  Medical  School. 

Dallas  nephrologist  Martin  G.  White, 
MD,  was  elected  president  of  the  Renal 
Physicians  Association  for  1996—1997. 

Dallas  cardiovascular  disease  specialist 
Clyde  W.  Yancy,  Jr,  MD,  received  the 
Walter  M.  Kirkendall,  MD,  Scien- 
tist/Educator Volunteer  of  the  Year 
Award  from  the  American  Heart  Asso- 
ciation (AHA),  Texas  Affiliate.  Dr 
Yancy  also  received  the  Douglas  S. 
Perry  Outstanding  Volunteer  Award 
from  the  Dallas  Division  of  AHA. 


Deaths 


George  William  Berry,  MD,  78;  Wtco; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1942;  died  September  21, 
1996. 

Jesse  Ellsworth  Douglass,  MD,  78; 

Katy;  University  of  Minnesota  Med- 
ical School-Minneapolis,  1952;  died 
September  14,  1996. 

Frederick  Eugene  Felder,  MD,  90;  Pales- 
tine; The  University  of  Texas  Medical 
Branch  at  Galveston,  1931;  died  Au- 
gust 25,  1996. 

Robert  James  Goodall,  MD,  76;  Hous- 
ton; University  of  Tennessee,  Mem- 
phis, College  of  Medicine,  1945;  died 
September  10,  1996. 


Donald  Miller  Gready,  MD,  83;  Hous- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1939;  died  Sep- 
tember 29,  1996. 

Marci  L.  McDonald,  27;  Amarillo;  The 
University  ofTexas  Southwestern  Med- 
ical School;  died  August  24,  1996. 

Earl  Llwyn  Redfield,  MD,  78;  Berryton, 
Kan;  University  of  Kansas  School  of 
Medicine,  1950;  died  July  15,  1996. 

Bert  Melvin  Ryan,  MD,  89;  Pasadena; 
Baylor  College  of  Medicine-Dallas, 
1933;  died  January  3,  1996. 

Pedro  Salmeron,  Jr,  MD,  78;  Houston; 
The  University  of  Texas  Medical 


Branch  at  Galveston,  1944;  died  Sep- 
tember 17,  1996. 

David  Martin  Shelby,  MD,  82;  Gonzales; 
Baylor  University  College  of  Medicine- 
Dallas,  1941;  died  September  19,  1996. 

Perry  Clement  Talkington,  MD,  87; 

Dallas;  Baylor  College  of  Medicine- 
Dallas,  1934;  died  October  7,  1996. 

Raymond  John  West,  MD,  63;  Fort 
Worth;  The  University  ofTexas  Med- 
ical Branch  at  Galveston,  1958;  died 
September  23,  1996. 

Walter  Herman  Williams,  Jr,  MD,  63; 

Fort  Worth;  Meharry  Medical  College 
School  of  Medicine,  1958;  died  Sep- 
tember 25,  1996. 
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Building  with  more 
than  bricks  and  mortar 

Robert  G.  Mickey  to  retire  asTMA  executive  vice  president 


By  Kathryn  Trombatore,  Executive  editor 


When  Robert  G. 

Mickey  snaps 
his  briefcase 
shut  and  walks  away  from 
his  always  orderly  desk  on 
the  top  floor  of  the  Texas 
Medical  Association  head- 
quarters at  the  end  of  this 
month,  he  won’t  have  to 
worry  any  more  about 
town-gown  fights,  person- 
nel budgets,  managed  care, 
and  the  future  of  the  med- 
ical profession.  But  he  prob- 
ably will  anyway. 

It’s  hard  to  break  a 29- 
year-old  habit. 

Involved  with  organized 
medicine  since  1967,  when 
he  was  hired  as  executive  di- 
rector of  Texas  Medical  As- 
sociation Political  Action 
Committee  (TEXPAC),  Mr 
Mickey  next  served  TMA  as 
director  of  its  management 
division.  He  has  been  chief 
executive  officer  since  1 987. 


In  any  future  history  of 
TMA,  he  undoubtedly  will 
figure  as  the  man  who  man- 
aged the  association’s  move 
from  a tetrad  of  tired,  too- 
small  buildings  to  a beauti- 
ful 10-story  structure  just  a 
few  blocks  away  from  the 
state  Capitol.  But  that’s  not 
how  he  prefers  to  be  re- 
membered. 

“What  has  mattered 
most  to  me  was  construct- 
ing a staff  and  programs  to 
meet  the  needs  of  Texas 
physicians,”  he  said.  He 
views  the  building  as  only 
a symbol  of  the  sharpened 
focus  he  sought  for  the  as- 
sociation. Which  is  not  to 
say  he  isn’t  proud  of  the 
building. 

“The  building  has  al- 
lowed us  to  think  differ- 
ently about  what  TMA  is 
capable  of  doing,”  he  said. 
“It  has  given  us  an  enor- 
mous presence  in  the  affairs 
of  the  state  and  allowed  us 
to  do  things  that  we  could 
not  have  done  without  a 
structure  like  this.” 

It  certainly  has  facili- 
tated increased  interaction 
with  elected  officials  and 
regulatory  agencies,  which 
has  resulted  in  a long  list 
of  legislative  wins  for  med- 
icine. 

“Texas  physicians  are 
very  fortunate  to  have  such 
an  effective  political  action 
committee  and  Council  on 
Legislation,”  he  said.  He  be- 
lieves much  ofTMA’s  recent 
success  has  come  because 
the  association’s  legislative 
agenda  is  focused  on  what  is 
best  for  patients.  Other  high 
points  during  Mr  Mickey’s 
watch  resulted  from  an  ex- 
panded emphasis  on  med- 


14 


TEXAS  MEDICINE  ★ DECEMBER  199  6 


TEXAS 


MEDICINE 


ROUNDS 


ical  economics  and  public 
health  issues,  both  of  which 
he  leels  are  vital  to  the  asso- 
ciation’s future.  (See  related 
article,  “Ten  Remarkable 
Years  for  TMA,”  for  more 
successes  during  the  past 
decade.) 

The  more  things  change... 

Mr  Mickey  has  watched  a 
world  ol  changes  come  to 
the  medical  profession 
during  the  past  29  years, 
but  some  of  the  struggles 
have  been  remarkably  un- 
changing, he  says. 

“The  constant  struggle 
to  find  more  and  more  in- 
come for  programs  that 
physicians  want  from 
TMA  was  probably  the 
toughest  fight  for  me,’’  he 
said.  “But  the  eternal  fight 
the  doctors  wage  is  for 
clinical  autonomy.” 

“It  seems  like  their  au- 
tonomy has  been  stripped 
away  a little  piece  here  and 
a little  piece  there,  year  af- 
ter year,”  he  said,  which 
makes  many  of  them  pine 
for  the  so-called  “golden 
years”  of  medicine. 

But  as  new  generations 
of  doctors  come  into  prac- 
tice, Mr  Mickey  notes, 
they  always  accept  the  pre- 
sent without  yearning  for 
the  past.  Until,  that  is, 
they  face  new  regulations 
and  new  constraints  on 
their  practices,  and  they 
become  just  as  upset,  and 
rightly  so,  as  their  prede- 
cessors were  about  the 
changes  they  had  faced. 

Among  the  most 
painful  of  struggles  Mr. 
Mickey  has  watched  are 
those  between  physicians. 
While  he  understands  the 


tensions  brought  by  the 
changing  medical  market- 
place, he  still  regrets  the 
resulting  divisiveness. 

“I’m  sorry  it  exists,”  he 
said.  “It’s  sad  to  have  fights 
like  town-gown  and  fights 
between  doctors  who  have 
lined  up  on  opposite  sides 
ol  the  managed  care  revo- 
lution.” He  particularly  re- 
grets how  difficult  it  has 
been  to  resolve  those  fights 
and  help  physicians  who 
are  being  severely  hurt  by 
too  rapid  change. 

Setting  the  course 

Known  by  physician  offi- 
cers and  staff  for  his  strong 
sense  of  how  things  should 
be  done  and  his  ability  to 
cross  t’s  and  dot  is,  Mr 
Mickey  has  always  been 
one  to  ask  hard  questions. 
Planning  meetings  with 
his  staff  often  featured  a 
series  of  rapid-fire  ques- 
tions about  where,  how, 
and  when  a project  was 
going.  He  paused  only 
briefly  for  answers,  often 
seeming  content  just  to 
have  raised  the  questions 
for  staff  to  consider. 

His  management  style 
stressed  autonomy  and 
initiative.  He  believed  in 
having  a firm  idea  of  what 
the  association  needed  to 
accomplish,  finding  quali- 
fied staff,  setting  them  to 
the  task,  and  backing 
away.  His  willingness  — 
indeed  determination  — 
to  stay  out  of  the  spotlight 
is  reflected  in  how  he  felt 
about  being  executive  vice 
president  of  TMA. 

“I’m  just  another  one 
of  the  many  people  who’ve 
been  interested  in  the  suc- 


cess ol  TMA,”  he  said. 
“Being  at  the  top  of  the 
management  of  this  orga- 
nization has  far  more  to  do 
with  accepting  responsibil- 
ity than  with  wielding  au- 
thority. It  was  a humbling 
experience  to  feel  responsi- 
ble lor  every  facet  ol  the 
operation.” 

Along  with  that  respon- 
sibility has  come  a wide 
variation  in  levels  ol  job 
satisfaction.  With  wry  hu- 
mor, Mr  Mickey  readily  ac- 
knowledges that  there  have 
been  both  “days  ol  great  joy 
and  days  that  made  me 
wish  I’d  been  a dirt 
farmer.”  But  on  balance, 
“it’s  been  wonderful.” 

He  is  quick  to  praise 
the  physicians  with  whom 
he  has  worked.  “Texas 
physicians  have  been  very 
supportive  of  my  ideas,” 
he  said.  TMA’s  physician 
leaders  are  very  highly 
qualified  and  very  respon- 
sive to  the  membership. 

He  notes  with  pride 
that  he  has  developed  close 
relationships  with  many 
TMA  presidents,  whose 
duties  bring  them  into  al- 
most daily  contact  with 
staff.  But  that  closeness 
has  not  lessened  the  defer- 
ence with  which  Mr 
Mickey  treats  TMA  mem- 
bers — and  with  which  he 
expects  his  staff  to  treat 
them.  Indeed,  only  the 
boldest  of  staff  has  ever  re- 
ferred to  a physician  by  his 
or  her  first  name  within 
earshot  of  Mr  Mickey. 

But  he  has  not  been 
timid  about  standing  his 
ground  with  TMA  physi- 
cian leaders  on  issues  he 
felt  would  affect  the  wel- 


fare of  the  association. 
Board  members  and  other 
officers  know  him  as 
someone  who  brought 
both  the  foresight  and  the 
grit  to  accomplish  great 
things. 

The  TMA  Board  of 
Trustees  recognized  Mr 
Mickey  at  the  TMA  Fall 
Leadership  Conference  in 
September.  Board  Chair 
Alan  C.  Baum,  MD, 
Houston,  told  the  physi- 
cian audience,  “We  have 
been  most  fortunate  at 
Texas  Medical  Association 
to  have  an  executive  leader 
who  has  always  bucked  the 
trend  in  quick  fixes.  A 
leader  who  has  taken  the 
time,  given  the  thought, 
and  had  the  determination 
to  achieve  truly  great  re- 
sults for  this  association.” 

A change  of  pace 

Though  he’s  been  joking  for 
months  about  the  things  he 
will  not  miss  when  he  retires 
(6  am  breakfast  meetings, 
budget  fights,  struggles  be- 
tween physicians),  he  has  a 
much  longer  list  of  what  he 
will  miss. 

“First  ol  all,  there’s  the 
people  — the  physicians 
and  the  staff  I’ve  been 
privileged  to  work  with,” 
he  said.  And  I will  miss  the 
noble  purposes  of  TMA. 
I’ve  been  lucky  to  work  for 
an  organization  that  has 
the  kind  of  mission  this 
one  has.  And  I'll  miss  the 
action  . . . I’ll  miss  hearing 
the  cannons  go  off.” 

He  claims  to  look  for- 
ward to  not  wearing  a tie. 
But  few  of  the  stall  and 
physicians  he  has  worked 
with  have  ever  seen  him  in 
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other  than  the  white-shirt,  dark-suit, 
conservative-tie  apparel  that  he  seemed 
born  in.  In  fact,  after  a long  evening  of 
wearing  boots  and  Western  attire  at  a 
TMA  Foundation  benefit  dance,  he  re- 
portedly told  his  wife,  Anita,  that  he 
couldn’t  wait  to  get  home  and  slip  into 
his  coat  and  tie  and  go  to  bed. 

Standing  on  the  threshold  of  re- 
tirement, Mr  Mickey  is  uncharacter- 
istically without  a plan,  but  that  may 


reflect  a positive  transition  into  a less 
structured  and  less  pressured  life. 

“I  have  no  idea  what  I’m  going  to 
do,”  he  said.  “I'm  not  afraid  about  it, 
but  it’s  a major  life  change.” 

He  jokes  about  the  need  to  stay 
out  of  his  wife’s  way  (She  married  me 
lor  better  or  worse,  but  not  for 
lunch)  and  then  adds  that  the  two  of 
them  plan  to  travel  and  to  audit  some 
classes  at  The  University  of  Texas. 


They  also  look  forward  to  visiting 
their  daughter,  son-in-law,  and  new 
grandson  in  Atlanta,  and  their  son 
who  is  attending  Harvard  University. 

Several  of  his  physician-friends 
plan  to  teach  him  not  to  worry  and 
how  to  fish. 


Editor’s  note:  TMA's  new  executive  vice  presi- 
dent, Louis  Goodman,  PhD,  will  be  profiled 
next  month. 


Ten  remarkable  years  for  TMA 

Growth  and  accomplishment  have  characterized 
the  last  10  years  at  the  Texas  Medical  Association. 

Here  are  a few  of  the  high  points: 


• Increased  physician  membership  by  29%,  reaching 
new  milestones  of  30,000  members  in  1991  and 
34,000  members  in  1994.  Today,  85%  of  all  li- 
censed practicing  MDs  in  the  state  belong  to  TMA. 

• Created  a public  affairs  division  that  consolidated 
TMA’s  legislative  and  political  activities.  The  re- 
sulting public  affairs  operation  is  considered  to  be 
the  best  in  the  country  of  all  state  medical  soci- 
eties. Significant  legislative  victories  have  included 
passage  of  a series  of  incremental  tort  reform  bills 
designed  to  reduce  the  frequency  of  frivolous  and 
malicious  lawsuits  filed  against  physicians;  passage 
of  the  Omnibus  Rural  Health  Care  Rescue  Act, 
which  has  greatly  expanded  access  to  medical  care 
in  rural  Texas;  and  enactment  of  Texas  Depart- 
ment of  Insurance  regulations  to  guarantee  the 
rights  of  patients  and  physicians  in  dealing  with 
managed  care  plans. 

• Scored  significant  victories  for  physicians  in 
statewide  elections.  In  1988,  TEXPAC  led  a coali- 
tion of  business  groups  in  electing  conservative 
justices  to  five  out  of  six  seats  on  the  Texas 
Supreme  Court.  That  and  further  victories  swung 
the  court  from  a pro-trial-lawyer  majority  to  a 
conservative  majority. 

• Led  Texas  physicians’  opposition  to  aspects  of 
health-system  reform  that  would  have  harmed  the 
physician-patient  relationship. 

• Actively  protected  physicians  from  incursions  into 
their  clinical  autonomy  by  nonphysicians. 

• Greatly  increased  emphasis  on  medical  economics 


issues.  Today,  many  of  the  association’s  staff  are  di- 
rectly involved  in  helping  physicians  with  the  fi- 
nancial aspects  of  medical  practice. 

• Spearheaded  efforts  to  regain  $15  million  in  un- 
fairly recouped  Medicare  payments  to  Texas  physi- 
cians and  to  correct  deficiencies  in  RBRVS. 

• Launched  Texas  Physician  Services  Organization 
to  assist  members  in  a managed  care  environment. 

• Provided  advice  to  physicians  on  surviving  regula- 
tions such  as  OSHA,  CLLA,  and  ADA,  and  initi- 
ated a popular  “Hassle  Lactor  Form”  to  help 
physicians  combat  insurance  hassles. 

• Created  a public  health  and  scientific  affairs  divi- 
sion that  has  gained  national  attention  through  ad- 
dressing such  problems  as  border  health,  AIDS 
policy  and  education,  tobacco  policy,  and  stroke 
prevention,  and,  in  tandem  with  the  TMA  Al- 
liance, has  provided  immunizations  for  children 
and  combated  family  violence. 

• Established  an  endowment  fund  of  more  than  $4 
million  through  the  TMA  Foundation  to  ensure 
the  association’s  future  role  in  supporting  pro- 
grams to  improve  the  health  of  Texans. 

• Without  the  need  for  a special  dues  assessment, 
constructed  a new  building  to  provide  needed 
space  and  to  enhance  the  association’s  presence  in 
the  state. 

• Adopted  long-term  financial  strategies  to  ensure 
TMA’s  continued  financial  health.  Increased  the 
total  budget  by  72%,  including  an  increase  in 
nondues  income  by  86%. 
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Kripalani  earns  the  1996 
Harriet  Cunningham  Award 

Sunil  Kripalani,  a 4th-year  med- 
ical student  at  Baylor  College 
of  Medicine,  has  been  named 
the  1996  recipient  of  the  Harriet 
Cunningham  Award  for  Meritorious 
Scientific  Writing  with  his  article, 
“Screening  for  Breast  and  Prostate 
Cancer:  A Survey  of  Texas  Primary 
Care  Physicians”  (see  p 59). 

Mr  Kripalani  has  had  numerous 
articles  and  other  materials  pub- 
lished, including  a brochure  series 
for  The  Thyroid  Society  for  Educa- 
tion and  Research,  of  which  there  are 
currently  more  than  a million  copies 
in  circulation  nationwide.  An  article 
he  cowrote  on  providing  medical 
care  to  survivors  of  the  Chernobyl 
disaster  was  published  in  The  Journal 
of  the  American  Medical  Association 
in  August  1995. 

As  a research  assistant  at  Baylor’s 
Center  for  Cancer  Control  Research, 
Mr  Kripalani  has  participated  in  and 
written  about  several  projects  concern- 
ing cancer  screening  and  education. 
He  is  particularly  interested  in  the  ef- 
fects of  Chernobyl  and  is  currently 
working  on  an  article  about  cancer  in- 
cidence in  the  former  Soviet  Union. 

He  hopes  to  one  day  teach  for  a 
major  medical  institution  and  per- 
haps serve  on  the  editorial  board  of  a 


primary  care  journal.  In  the  immedi- 
ate future,  Mr  Kripalani,  who  turns 
24  later  this  month,  will  graduate  in 
the  spring.  He  plans  to  use  the 
$ 1 ,000  cash  award  he  received  for  his 
winning  manuscript  to  subsidize  a 
trip  to  South  America,  where  he  will 
do  a monthlong  rotation  in  a hospital 
in  Chile  and  then  travel  for  a month. 

Mr  Kripalani’s  winning  paper  and 
the  entries  of  three  other  finalists  are 
published  in  the  Journal  section  of 
this  magazine.  An  article  submitted 
by  another  contest  finalist,  Helen 
Huyen-Thanh  Vu,  MD,  titled  “Cul- 
tural Barriers  Between  Obstetrician- 
Gynecologists  and  Vietnamese/Chi- 
nese  Women,”  appeared  in  Texas 
Medicine’s  immigrant  health  sympo- 
sium in  October  1996. 

The  Harriet  Cunningham  Award 
for  Meritorious  Scientific  Writing  is 
supported  by  funds  from  the  Texas 
Medical  Association  Board  ofTrustees 
in  memory  of  Harriet  Cunningham, 
longtime  managing  editor  of  Texas 
Medicine.  By  dedicating  the  award  to 
medical  students  and  residents,  the 
Texas  Medicine  Editorial  Committee 
hopes  to  encourage  the  next  genera- 
tion of  Texas  physicians  to  pursue  sci- 
entific writing  early  in  their  careers. 

The  deadline  for  the  1997  Har- 
riet Cunningham  Award  competi- 
tion, which  is  open  to  any  TMA 
member  who  is  enrolled  in  a Texas 
medical  school,  medical  residency,  or 
fellowship  program,  is  July  31,  1997. 

Call  for  nominations 

for  the  science  teaching  award 

TMA  is  looking  for  elementary, 
junior  high,  and  senior  high 
teachers  in  Texas  who  signifi- 
cantly influence  their  students’  apti- 
tude and  interest  in  science  and 
medicine.  Teachers  can  be  nomi- 
nated for  the  1997  Excellence  in 
Science  Teaching  Award  by  county 
medical  societies,  alliances,  parent- 


teacher  groups,  and  school  adminis- 
trators. The  top  two  winners  in  each 
category  will  be  awarded  a cash  prize 
and  commemorative  plaque  in  May 
1997.  Nominees  must  submit  a 
packet  describing  professional  activi- 
ties, a sample  lesson  plan  used  with 
students,  and  a letter  of  recommen- 
dation from  the  nominator.  For  more 
information,  consult  the  public 
health  section  of  the  TMA  Web  site 
at  http://www.texmed.org.  You  may 
also  call  Katie  Hurley  at  (800)  880- 
BOO,  ext  1463,  or  (512)  370-1463, 

or  e-mail  her  at  katie_h@texmed.org. 

Hard  hats  for  the  holidays 

For  the  third  year,  county  med- 
ical societies,  local  alliances,  and 
individual  physician  groups  will 
provide  hundreds  of  helmets  for 
Texas’  young  bicyclers,  skateboarders, 
and  in-line  skaters  this  holiday  sea- 
son. Groups  that  agree  to  buy  and 
distribute  helmets  as  gifts  to  children 
receive  additional  free  helmets  do- 
nated by  the  TMA  Foundation. 

Look  for  information  about  the 
Hard  Hats  for  Little  Heads  program  in 
the  public  health  section  of  the  TMA 
Web  site  at  http://www.texmed.org.  To 
be  included  in  the  program,  call  Katie 
Hurley  at  (800)  880-1300,  ext  1463, 
or  (512)  370-1463,  or  e-mail  her  at 
katie_h@texmed.org. 


A project  of 

Texas  Medical  Association 
and  TMA  Foundation 
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By  Teri  Lee  Jones,  Associate  editor 

Ophthalmology 

The  eyes  have  it 


Y SOME  HISTORICAL  ACCOUNTS, 
ophthalmology  may  have  been  the  first  medical 
specialty  because  of  the  extent  and  variety  of  eye 
treatments  noted  in  ancient  Egyptian  records.  This  early 
focus  on  the  eye  has  been  ascribed  to  its  connection  to 
superstitions,  myths,  and  legends.  Renaissance  artists’  in- 
terest in  the  eye  sparked  the  beginning  of  modern  oph- 
thalmological  study,  which  by  the  1300s  had  progressed 
to  the  making  of  glass  spectacles.  As  early  as  1912,  Amer- 
ican physicians  referred  to  themselves  as  ophthalmolo- 
gists. Ophthalmology  and  otolaryngology  were 
combined  in  organized  medicine  until  the  last  few 
decades.  The  American  Academy  of  Ophthalmology  cel- 
ebrates its  100th  anniversary  this  year,  while  the  Texas 
Ophthalmological  Association  celebrates  its  40th. 

Number  of  ophthalmologists  in  Texas:  1 ,350 

Number  in  the  nation:  17,144 

Texas  malpractice  frequency:  Claims  had  been  filed 
against  36.7%  of  those  physicians  who  had  described 
ophthalmology  as  their  primary  specialty  between  1981 
and  1994. 

National  median  earnings:  $254,577 

Key  concerns:  Managed  care’s  barriers  to  timely  ophthal- 


mological care;  efforts  by  limited-licensed  practitioners 
to  expand  their  scope  of  practice. 

What  ophthalmologists  like  most  about  their  specialty:  Its 

high-tech  nature  and  variety;  how  it  combines  medicine 
and  surgery;  long-term  continuity  of  care;  treating  a wide 
range  of  patients,  from  newborns  to  the  elderly. 

What  ophthalmologists  often  don’t  like  about  their  spe- 
cialty: Public  misunderstanding  of  the  differences  in 
training  of  the  3 O’s  — ophthalmologists  versus  op- 
tometrists versus  opticians. 

Ophthalmologists’  pet  peeves:  The  lack  of  public  infor- 
mation that  has  allowed  optometrists  to  expand  their 
scope  of  practice  dangerously  into  medical  territory. 

Ophthalmologist  stereotype:  Big  cutters. 

Personality  traits:  Part  surgeon  and  part  family  practi- 
tioner — aggressive  perfectionism  and  even-tempered 
patience;  detail-oriented. 


Sources:  Texas  State  Board  of  Medical  Examiners,  American  Academy  of 
Ophthalmology,  Texas  Ophthalmological  Association,  American  Medical 
Association. 


1896  1917  1 9S6 

American  Academy  of  Ophthalmology  and  American  Board  of  Ophthalmology  approved.  'Texas  Ophthalmological  Association  founded. 

Otolaryngology  founded.  In  1 978,  the  special-  Membership  currently  totals  822. 

ties  split,  and  the  American  Academy  of  Oph- 
thalmology was  founded.  Membership  now 
totals  more  than  22,000. 
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Healthy  Patient  2000 
resolutions  for  a good  year 

Help  your  patients  embark  on  the  road  to  bet- 
ter health  by  encouraging  them  to  add  some 
of  the  following  to  their  lists  of  New  Year’s 
resolutions  for  1997: 

Quit  smoking  or  chewing  tobacco.  Smok- 
ers who  quit  before  age  50  have  half  the 
risk  of  dying  in  the  next  15  years  com- 
pared with  those  who  continue  to  smoke. 

/ Increase  physical  activity  to  30  minutes 

of  moderate-intensity  exercise  every  day.  If  you  can’t  fit  in  30 
minutes  in  one  stretch,  set  aside  1 0-minute  blocks  of  time  three 
times  a day  to  exercise.  Walking  is  an  excellent  choice. 

^ Limit  the  amount  of  fats  in  your  diet. 

/ Eat  at  least  five  servings  of  fruits  and  vegetables  a day. 
tX  Do  not  abuse  alcohol  or  use  illicit  drugs,  especially  if  you  are 
pregnant.  Alcohol  is  a leading  cause  of  accidents,  accounting  for 
more  than  half  of  all  traffic  deaths,  67%  of  drownings  and  mur- 
ders, 70%  to  80%  of  deaths  in  fires,  and  35%  of  suicides, 
t/  Make  sure  you  have  received  all  required  immunization  shots 
and  preventive  screenings.  Immunizations  are  not  just  for  kids. 
Adults  can  also  benefit  from  shots  to  avoid  illnesses  such  as 
pneumonia,  tetanus,  hepatitis,  and  the  flu.  Preventive  screen- 
ings can  catch  illnesses  early  enough  to  avoid  serious  conse- 
quences and  treatment. 

^ Child-proof  your  home  and  also  take  necessary  precautions  to 
prevent  falls  by  the  elderly  in  your  family. 

*/  Wear  protective  head  gear  when  bicycling,  riding  a motorcycle, 
or  in-line  skating. 

Don’t  drink  alcohol  or  use  drugs  when  driving,  swimming,  or 
operating  electronic  equipment. 

/ If  you  own  a gun,  take  a gun  safety  course  and  keep  the  weapon 
unloaded  and  locked  away  so  children  cannot  reach  it. 
tX  Do  not  tolerate  abusive  relationships.  Seek  help  from  your 
physician  or  community  service  center  if  this  is  a problem 
within  your  family. 

>/  Seek  professional  help  for  depression. 

s/  Use  a condom  if  sexually  active  to  protect  yourself  from  sexu- 
ally transmitted  diseases  and  HIV/AIDS, 
l/  Limit  your  sun  exposure,  and  use  a sunscreen  with  a sun  pro- 
tection factor  (SPF)  of  at  least  15  to  help  prevent  skin  cancer. 


Watch  out  for  holiday  hazards 

The  Southeast  Texas  Poison 
Center  at  The  University  of 
Texas  Medical  Branch  at 
Galveston  offers  these  holiday  safety 
tips  to  share  with  your  patients: 

• Supervise  children  trimming  trees. 

Most  ornaments  are  nontoxic,  but 
broken  pieces  can  cause  internal 
injury  if  ingested.  Angel  hair,  glit- 
ter, and  tinsel  can  cause  choking 
and  eye  injuries. 

• Buy  US-made  snow  globes.  Those 
water-filled  globes  depicting  snowy 
Christmas  scenes  are  not  poiso- 
nous but  could  be  tainted  with  sal- 
monella or  other  bacteria,  and  risk 
is  higher  if  the  globe  was  manufac- 
tured in  a foreign  country. 

• Beware  of  holiday  plants.  Mistle- 
toe and  its  berries  can  be  deadly 
when  ingested,  so  decorate  with 
the  plastic  variety.  Poinsettias 
have  a low  toxicity  level  but  can 
cause  vomiting  and  diarrhea  if  in- 
gested, so  keep  them  away  from 
children  and  pets.  The  poison 
center  is  often  called  when  chil- 
dren drink  Christmas  tree  water 
containing  plant  preservatives; 
the  preservatives  aren’t  dangerous 
unless  a child  has  consumed  a 
large  quantity. 

• Keep  children  away  from  bubbling 
lights.  The  fluid-filled  lights  con- 
tain at  least  50%  methylene  chlo- 
ride, a chemical  that  is  toxic  if 
ingested. 

* Keep  alcohol  and  medications  out 
of  reach  of  children.  Alcoholic 
beverages,  perfumes,  or  colognes 
are  dangerous  and  can  be  fatal  if 
ingested.  Be  sure  medications  of 
grandparents  and  other  relatives 
are  kept  in  a safe  place. 

If  accidental  poisoning  occurs, 
call  the  Texas  Poison  Center  at  (800) 
POISON- 1 (764-7661). 
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Internists  needed  to  work 
with  next  generation 

Are  you  a general  internist  in- 
terested in  shaping  the  fu- 
ture of  internal  medicine  in 
Texas?  Consider  spending  4 weeks  as 
a preceptor  in  the  state-funded  Gen- 
eral Internal  Medicine  Statewide 
Preceptorship  Program. 

Since  1992,  the  program  has  been 
giving  medical  students  the  opportu- 
nity to  experience  community-based, 
clinical  internal  medicine  with  the 
goal  of  increasing  student  interest  in 
the  practice.  The  preceptorship  pro- 
gram is  open  to  students  at  six  par- 
ticipating Texas  medical  schools  and 
provides  a stipend  to  offset  expenses. 

The  program  is  currently  seeking 
physicians  in  all  regions  of  Texas  to 
serve  as  short-term  mentors  to  future 
physicians.  For  more  information, 
please  contact  the  Texas  Internal 
Medicine  Educational  Foundation 
of  the  Texas  Society  of  Internal  Med- 
icine at  (800)  880-1300,  ext  1531, 
or  (512)  370-1531. 

Behind  the  hands  that  heal 

Nicky  Knighton  was  23  years 
old,  expecting  her  first 
baby,  and  had  just  moved  to 
a city  where  she  didn’t  know  a soul. 
She  and  her  husband,  Brian,  had 
come  from  Massachusetts  to  Fort 
Worth  for  his  first  year  of  medical 
school  at  the  University  of  North 
Texas  Health  Science  Center.  “I  had 
heard  absolute  horror  stories  about 
medical  school,  and  my  anxiety  level 
was  way  high,”  Ms  Knighton  said.  ”1 
was  really  so  afraid.” 

But  then  she  found  a group  that 
helped  make  her  transition  smoother, 
a group  she  says  was  literally  a lifesaver. 
“The  first  month  I was  there,  the 
ladies  auxiliary  threw  me  a baby 
shower  and  brought  meals  to  my 
home  when  my  baby  was  born.  They 


were  total  strangers,  but  they  em- 
braced me,  and  I felt  like  I had  instan- 
taneous best  friends.”  Now,  4 years 
later,  Ms  Knighton  is  the  president  of 
the  University’s  Student  Associate 
Auxiliary  and  gives  newcomers  the 
same  kind  of  welcome  she  received. 

l he  student  group  does  its  share 
of  community  work  and  fundraisers, 
but  one  of  their  favorite  things  is 
when  the  “actual”  doctors  open  their 
homes  for  parties,  Ms  Knighton 
says.  “Everyone  loves  to  go.  We  love 
to  just  see  their  houses.”  She  says  the 
national  auxiliary  gives  the  student 
group  lots  of  support. 

For  medical  student  family  mem- 
bers, it’s  the  camaraderie  and  support 
found  in  a group  of  people  who  are  all 
going  through  much  the  same  thing 
that  makes  it  special,  Ms  Knighton 
says.  “We’re  the  hearts  behind  the 
hands,  the  bridge  between  the  world 
of  medicine  and  the  community.” 

Physicians  Benevolent  Fund 
helps  care  for  our  own 

Each  month,  the  Physicians 
Benevolent  Fund  (PBF)  helps 
present  and  former  Texas  Med- 
ical Association  members  and  their 
families  in  time  of  need.  The  fund  as- 
sists recipients  with  rent  or  mortgage, 
utilities,  insurance,  medical  bills, 
clothing,  and  food. 

Some  recipients  are  elderly  and  not 
practicing,  some  are  disabled  or  suffer 
from  ill  health,  and  some  are  widowed 
and  raising  families. 

Today,  the  fund  is  assisting  10 
families  with  monthly  payments  to- 
taling more  than  $5,000.  In  the  35- 
year  history  of  the  fund,  a total  of 
approximately  $2.5  million  has  been 
disbursed. 

The  PBF  was  established  in  1961 
with  a $2,500  donation  from  the  late 
May  Owen,  MD,  a Fort  Worth 
pathologist  and  past  president  of 
TMA.  Managed  by  TMA  and  the 


I MA  Alliance,  the  fund  remains  alive 
today  because  of  the  generosity  of 
members  willing  to  share  financially 
with  less  fortunate  colleagues  and 
families. 

Donations  are  tax  deductible,  and 
may  he  in  the  form  of  honoraria  or 
memorials.  Contributions  should  be 
sent  to  Physicians  Benevolent  Fund, 
Texas  Medical  Association,  401  W 
15th  St,  Austin,  TX  78701-1680. 

Any  current  or  former  TMA 
member,  and  his  or  her  family,  with 
limited  resources  and  in  need  of  as- 
sistance with  basic  living  expenses 
may  qualify  for  PBF  support.  Each 
situation  is  handled  with  utmost 
confidentiality. 

For  additional  information  re- 
garding contributions  or  benefits, 
please  contact  Pamela  Gratehouse  at 
(800)  880-1300,  ext  1470,  or  (512) 
370-1470. 

Quality  institute  begins 
obstetrical  outcomes  project 

The  Texas  Health  Quality  Insti- 
tute (THQI)  is  working  with 
the  medical  societies  in  Dallas 
and  Tarrant  counties,  the  Texas  Acad- 
emy of  Family  Physicians,  and  the 
Texas  Association  of  Obstetricians 
and  Gynecologists  to  develop  a pilot 
project  measuring  the  quality  of  care 
delivered  to  pregnant  women. 

The  aim  of  the  project  is  to  build 
quality  indicators,  assess  data,  and 
provide  physicians  with  reports  on 
their  practice  performances  related 
to  obstetrical  care.  Planning  began  in 
November,  and  the  project  is  ex- 
pected to  begin  during  the  first  quar- 
ter of  next  year. 

THQI  was  developed  by  TMA 
and  the  Texas  Medical  Foundation 
to  serve  as  a central  information  cen- 
ter for  the  collection,  analysis,  and 
reporting  of  information  related  to 
outcomes  measurements  and  other 
quality  improvement  studies. 
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By  Larry  BeSaw 

One  Health  Plan  ofTexas 
has  received  a health 
maintenance  organiza- 
tion (HMO)  certificate  of 
authority  from  state  reg- 
ulators and  will  begin 
marketing  HMO  plans  in 
Houston,  Dallas,  and  sur- 
rounding counties. 

A survey  of  103  HMO  ex- 
ecutives by  the  health- 
care consulting  firm 
Sherlock  Co  indicates 
that  HMO  premiums  will 
rise  by  2.6%  next  year.  In- 
dustry executives  say 
they  will  try  to  recoup 
profits  lost  to  stiffer  com- 
petition and  unexpect- 
edly high  medical  costs. 

Baylor  College  of  Medi- 
cine and  the  Methodist 
Health  Care  System  in 
Houston  have  formed  a 
joint  management  council 
to  provide  planning  and 
coordination  of  patient 
care,  education,  and  re- 
search.The  council  is  part 
of  an  affiliation  agree- 
ment between  the  two. 

Omega  Health  Systems, 
of  Memphis,  has  com- 
pleted its  acquisition  of 
the  net  assets  of  Eye  Care 
and  Surgery  Center  of 


North  Texas  and  the  oph- 
thalmology practices  of 
Wesley  K.  Herman,  MD, 
and  Bradford  Pazandak, 
MD.  It  has  also  purchased 
the  ophthalmology  prac- 
tice of  Alan  Baribeau,  MD, 
of  San  Antonio. 

Raytel  Medical  Corp,  of 
San  Mateo,  Calif,  has  com- 
pleted the  acquisition  of 
all  the  nonmedical  assets 
of  Southwest  Cardiology 
Associates  in  Beaumont. 

TIRR  Systems  has  devel- 
oped a network  of  I 5 
outpatient  therapy  facili- 
ties in  the  Houston  area. 

Temple-based  Scott  & 
White  is  building  a $1.6 
million  ambulatory 
surgery  center  at  the 
new  Scott  & White  Clinic 
in  College  Station.  It  is 
scheduled  to  open  next 
month. 

Two  investment  banking 
firms,  Lehman  Brothers 
and  Rauscher  Pierce  Ref- 
snes,  have  recommended 
to  Harris  County  com- 
missioners that  they  con- 
sider selling  the  Harris 
County  Hospital  Dis- 
trict’s facilities  to  private 
or  not-for-profit  opera- 
tors. (Houston  Chronicle) 


A class  action  lawsuit  has 
been  filed  against  Physi- 
cian Reliance  Network 
(PRN)  of  Dallas  on  behalf 
of  purchasers  of  the  com- 
pany’s common  stock  be- 
tween February  I 2 and 
July  I I,  1 996. The  suit 
charges  PRN  and  Texas 
Oncology,  PA  (TO PA), 
with  misrepresenting  or 
omitting  material  infor- 
mation about  the  com- 
pany’s relationship  with 
TOPA  and  its  Medicare 
billing  practices.  Physi- 
cian Reliance  says  the 
lawsuit  is  without  merit, 
and  its  relationship  with 
affiliated  physician  groups 
are  similar  to  those  of 
other  physician  practice 
management  companies. 

Tennessee-based  Arcon 
Healthcare  plans  to  build 
a $4  million,  18,000-sq-ft 
clinic  for  24-hour  emer- 
gency care,  outpatient 
surgery,  and  diagnostic 
services  in  Cedar  Park, 
near  Austin.  It  will  be 
staffed  by  at  least  three 
physicians.  (Austin  Ameri- 
can-Statesman) 

United  Healthcare  of 
Texas  has  expanded  its 
managed  care  health  plan 
allowing  members  to  see 
specialists  without  refer- 


rals from  primary  care 
physicians  into  the  Austin 
area.  More  than  600  spe- 
cialists are  on  the  com- 
pany’s list  of  eligible 
physicians.The  company, 
formerly  known  as  Metra- 
Health  Care  Plan  ofTexas, 
began  its  new  plan  in  the 
Dallas-Fort  Worth  area 
earlier  this  year.  (Austin 
American-Statesman) 

MedCath  Inc  has  com- 
pleted its  contract  to 
manage  the  Heart  Clinic, 
PA,  in  McAllen. The  clinic 
has  seven  cardiologists  in 
offices  in  McAllen,  Harlin- 
gen, Weslaco,  and 
Brownsville. 

The  North  Texas  Division 
of  Columbia/HCA 
Healthcare  Corp  and  the 
City  of  Mesquite  are 
planning  to  build  a $70 
million  medical  center 
near  Interstate  30. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  401  W 
15th  St,  Austin, TX  78701;  fax 
(512)  370-1632;  e-mail 
larry  b@texmed.org 
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Faced  with  the  conflicting  problems 

of  severe  budgetary  pressure  and  increasing  de- 
mand for  expanded  coverage,  Texas  is  making 
sweeping  reforms  in  its  Medicaid  pro- 
gram. The  74th  Legislature  passed  a 
package  of  bills  in  spring  1995  that  got 
the  statewide  reform  effort  rolling.  Two 
strategies  are  being  pursued.  Section 
1915(b)  freedom-of-choice  waivers  are 
being  obtained  from  the  federal  govern- 
ment on  a county-by-county  basis  to  al- 
low the  state  to  pursue  cost-savings  by 
phasing  the  Medicaid  program  into 
managed  care.  At  the  same  time,  a Sec- 
tion 1115  waiver  is  being  pursued  for 
more  comprehensive  reform  that  in- 
cludes statewide  managed  care  and  eligibility  expansions 
funded  through  a new  state-local  financing  arrangement. 

The  movement  to  managed  care  is  occurring  de- 
spite legal  challenges  from  some  hospital  districts  and 
community  health  centers  (1).  Managed  care  pilot 
projects  were  implemented  in  Travis  County  and  the 
Gulf  Coast  area  in  1993,  and  in  Bexar,  Tarrant,  and 
Lubbock  counties  this  year.  The  goal  is  to  have  the  en- 
tire Medicaid  population  enrolled  in  some  kind  of 
managed  care  arrangement  by  1999.  The  more  com- 
prehensive reform  plan  is  not  being  implemented, 
however,  because  the  state-local  financing  arrangement 
has  not  been  worked  out.  This  commentary  describes 
the  major  features  of  the  plan,  problems  with  its  im- 
plementation, and  strategies  to  correct  them. 

On  August  31,  1995,  a plan  based  on  the  reform 
legislation  was  submitted  to  the  federal  government  in 
the  form  of  a Section  1115  waiver  application  (2).  The 
plan  had  four  major  features: 

1 .  Expand  Medicaid  coverage  by  about  one  third  by  in- 
cluding children  ages  6 to  18  years  living  in  families 
with  incomes  below  133%  of  the  federal  poverty 
level  and  adults  with  incomes  up  to  45%  of  poverty. 

2.  Secure  state  funding  for  the  expansion  by  having 
hospital  districts  and  other  publicly  subsidized 
providers  (ie,  public  medical  schools  and  teaching 
hospitals)  commit  funds  they  currently  spend  on 
the  newly  covered  children  or  contribute  to  the 
state’s  disproportionate-share  program. 

3.  Phase  in  statewide  managed  care. 

4.  Create  administrative  entities  (community-based 
intergovernmental  initiatives  [IGIs] ) that  would 
oversee  local  implementation  of  the  plan. 


The  plan  addresses  the  state’s  multiple  goals  for  Med- 
icaid. Eligibility  expansions  partially  address  the  need  to 
insure  more  people  in  the  state  by  extending  coverage  to 
approximately  800,000  people  when 
fully  implemented,  representing  a little 
less  than  one  fourth  of  the  estimated  3.5 
million  uninsured.  The  local  funding 
proposal  ensures  that  no  additional  state 
dollars  are  needed  to  fund  the  expan- 
sion. The  estimated  $425  million  in 
state  and  local  funds  required  for  the 
proposed  expansions  would  come  from 
local  public  providers,  mainly  from  the 
10  largest  hospital  districts.  Managed 
care  addresses  some  of  the  recognized  in- 
efficiencies and  access  problems  in  the 
program.  T he  state  estimates  that  moving  from  a tradi- 
tional fee-for-service  system  to  managed  care  contracting 
will  save  about  7%  of  program  costs  per  year  that  will  be 
used  to  help  finance  the  expansions  (3).  In  addition,  by 
requiring  primary  care  gatekeeping  models  of  managed 
care,  the  state  hopes  to  address  the  problem  of  Medicaid 
beneficiary  lack  of  access  to  primary  care  providers.  Fi- 
nally, giving  hospital  districts,  teaching  hospitals,  and 
medical  schools  control  of  the  IGIs  would  provide  them 
the  leverage  they  need  to  successfully  compete  with  com- 
mercial HMOs  in  the  new  managed  care  environment. 
The  IGIs  are  to  select  the  types  of  managed  care  models 
for  their  areas,  set  capitation  rates,  conduct  eligibility 
and  plan  enrollment,  and  perform  a number  of  other 
functions  subject  to  the  oversight  of  the  state. 

The  significance  of  these  changes  on  the  Texas 
health-care  scene  is  illustrated  by  the  fact  that  Medi- 
caid now  covers  more  than  2.5  million  Texans.  It  has 
become  the  largest  health  insurance  plan  in  the  state 
and,  at  an  annual  expense  of  about  $10  billion,  it  is  the 
most  costly  program  funded  by  Texas  state  govern- 
ment. The  reform  plan  has  important  ramifications  for 
Texas’  public  hospitals  and  medical  schools,  HMOs, 
private  providers,  and  recipients. 

The  plan  has  two  critical  flaws  that  have  prevented 
its  full  implementation  and  led  to  a search  for  new 
strategies.  First,  the  state  has  been  able  to  get  only  one 
hospital  district  to  commit  its  funds  to  the  program.  Al- 
though the  state  has  assured  the  hospital  districts  that 
they  will  receive  the  funds  back  in  the  form  of  capitation 
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payments  for  enrolled  patients,  the  mechanisms  for  en- 
suring that  the  transfers  will  occur  in  a manner  satisfac- 
tory to  both  parties  have  not  been  developed  (4). 
Second,  in  May  1996,  federal  officials  indicated  they 
would  not  accept  the  plan  as  currently  written.  Most  of 
their  concerns  focused  on  the  potential  conflict  of  inter- 
est from  having  hospital  districts  administer  the  IGIs 
while  at  the  same  time  competing  as  providers  of  care. 
Several  levels  of  state  oversight  were  included  in  the  plan 
to  ensure  that  this  potential  for  conflict  does  not  be- 
come practice.  Despite  these  protections,  federal  offi- 
cials have  been  unwilling  to  approve  the  IGI  structure. 

In  the  face  of  the  impasse,  a revised  plan  is  being 
developed  (4).  The  new  plan  has  somewhat  less  ambi- 
tious expansions  in  coverage  and  a new  approach  for 
the  state-local  financing  arrangement.  The  revised  plan 
has  the  following  major  provisions. 

1 . Expand  Medicaid  eligibility  only  to  children,  allow- 
ing for  adult  expansions  if  mutually  desired  by  hos- 
pital districts  and  the  state. 

2.  Contract  directly  with  hospital  districts  on  a capitated 
basis  to  deliver  or  arrange  for  care  of  newly  eligible 
children  within  broadly  defined  geographic  regions. 

3.  Have  hospital  districts  contribute  the  state-local 
match  funds  that  would  support  the  expansions  in 
their  regions. 

4.  Have  the  state  provide  additional  funds  for  newly 
eligible  children  in  all  counties  not  served  by  the  re- 
gional hospital  district  networks. 

5.  Allow  hospital  districts  to  work  with  the  state  to  de- 
velop similar  programs  for  newly  eligible  adults 
with  no  requirement  for  uniform  expansions. 

6.  Continue  statewide  implementation  of  managed  care. 

The  revised  plan  addresses  the  local  funding/local 
control  problem  by  giving  hospital  districts  that  fund  the 
expansion  direct  responsibility  for  serving  the  expanded 
populations.  This  principle  — that  hospital  districts  that 
fund  the  expansion  have  control  over  the  expanded  pop- 
ulation — should  be  carefully  investigated.  As  the  state 
moves  toward  managed  care,  with  its  incentives  for  cost 
containment,  one  of  the  major  protections  beneficiaries 
have  against  abuses  is  a choice  among  competing  plans. 
Sole-source  capitation  contracts  with  hospital  district 
networks,  requiring  hospital  districts  to  implement  man- 
aged care  provisions  with  which  they  are  unfamiliar, 
leave  recipients  with  no  protection  if  such  provisions  are 
poorly  implemented.  Although  there  are  a number  of 
pros  and  cons  to  the  way  managed  care  is  being  imple- 


mented currently  in  the  1915(b)  waiver  process,  one  of 
the  benefits  for  clients  is  the  freedom  to  choose  among 
competing  plans.  The  revised  plan  would  eliminate  that 
protection  for  new  eligibles. 

T his  plan  would  also  create  problems  for  traditional 
Medicaid  providers  other  than  hospital  districts  who  may 
not  be  included  in  the  hospital  district  networks.  Com- 
munity health  centers,  public  health  departments,  and 
private  doctors  and  hospitals  would  have  no  choice  but  to 
try  to  get  included  in  the  networks  if  they  wish  to  con- 
tinue to  serve  the  population  covered  by  the  expansions. 

The  lack  of  choice  may  not  be  a problem  for  recip- 
ients if  the  state  places  stringent  requirements  on  the 
hospital  district  plans  and  if  the  plans  are  effectively 
monitored  and  evaluated  to  ensure  quality.  However,  2 
years  ago,  in  the  process  of  conducting  an  evaluation 
of  the  original  Medicaid  managed  care  pilots,  we 
learned  firsthand  how  difficult  it  is  to  carry  out  such  an 
evaluation  with  the  resources  and  data  systems  the 
state  has  in  place  (5).  One  aspect  of  the  evaluation  was 
a survey  to  determine  levels  of  client  satisfaction.  This 
was  one  of  the  first  times  that  anyone  had  surveyed  the 
Medicaid  population  to  determine  their  attitudes 
about  the  program  and  about  program  changes.  We 
found  that  recipients  enrolled  in  one  type  of  managed 
care  plan  were  more  satisfied  with  their  medical  care 
compared  to  nonmanaged  care  recipients,  but  those  in 
another  plan  were  less  satisfied.  These  findings  suggest 
that  a choice  of  plans  is  important  to  clients. 

As  the  Medicaid  reform  plan  unfolds,  the  determi- 
nation of  how  much  control  local  funding  entities 
should  be  given  must  account  for  the  legitimate  interests 
of  all  stakeholders.  By  giving  all  responsibility  to  hospi- 
tal districts,  the  current  plan  does  not  seem  to  reflect  the 
interests  of  Medicaid  recipients  or  private  providers. 
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NIH  television  series  premieres 
next  month 

A medical  television  series  be- 
ginning next  month  will  de- 
liver the  latest  clinical 
findings  and  give  physicians  the  op- 
portunity to  interact  with  National 
Institutes  of  Health  (NIH)  experts. 

CenterNet  — the  Association  of 
Academic  Health  Centers'  television 
network  — and  NIH  will  jointly 
sponsor  "Bench  to  Bedside:  NIH 
Grand  Rounds,  which  will  be  broad- 
cast live  from  NIH  the  second 
Wednesday  of  each  month.  The  show 
premieres  on  January  15  at  11  am 
CD T,  and  will  be  hosted  by  Dr  John 
Gallin,  director  of  the  Warren  Grant 
Magnuson  Clinical  Center  at  NIH. 

During  its  first  season,  “Bench  to 
Bedside”  will  cover  20  topics  for 
which  Category  I continuing  medical 
education  credit  will  be  offered.  For 
CenterNet  subscription  information, 
write  CenterNet,  do  HMTV,  1800 
Diagonal  Rd,  Ste  600,  Alexandria,  Va 
22314,  or  call  Tom  Shaw  at  (703) 
684-4415. 

Hone  leadership  skills 
at  winter  conference 

Texas  Medical  Association’s  1997 
Winter  Leadership  Conference 
will  be  held  Saturday,  February 
1 5,  at  the  Renaissance  Austin  Hotel. 
State  and  national  leaders  in  the  fields 
of  medicine,  government,  and  the  law 
will  address  the  conference.  All  TMA 
members  are  encouraged  to  attend. 
Registration  is  free  for  TMA  members 
and  invited  guests,  and  $100  for  non- 
member physicians. 

TMA  committee,  council,  board, 
and  section  meetings  will  be  held 
February  13-16  in  Austin  in  con- 
junction with  the  leadership  confer- 
ence. Details  on  the  conference  will 
be  given  in  an  upcoming  issue  of  this 
magazine. 


Get  your  MSA  today 

Now  that  medical  savings  ac- 
counts (MSAs)  are  an  op- 
tion, small  business  owners, 
including  physicians,  may  find  the 
benefits  attractive.  Tbe  health-sys- 
tem reform  bill  recently  signed  into 
law  includes  a 4-year  pilot  program 
of  750,000  MSAs.  Money  in  an 


MSA  may  be  used  to  pay  for  routine 
medical  expenses,  long-term  care,  or 
health  insurance  deductibles.  Em- 
ployers may  contribute  to  their  em- 
ployees’ MSAs,  and  employees  in 
smaller  businesses  may  contribute  to 
theirs  tax  free. 

Small  businesses  that  cannot  afford 
high-end  health  insurance  may  now 
be  able  to  purchase  less  expensive  in- 


David  Mercer,  MD,  head  of  a gastric  ulcer  study  at  UT-Houston,  treats  a patient. 


UT-Houston  researchers  study  role  of 
peptides,  dietary  stimuli  in  ulcer  disease 

Though  infection  by  the  bacterium  Helicobacter  pylori  may  be  a 
major  cause  of  peptic  ulcer  disease  in  the  stomach,  researchers  at 
The  University  of  Texas-Houston  Medical  School  are  investigat- 
ing the  role  of  normally  present  substances,  such  as  bile,  and  commonly 
ingested  acid  agents,  like  alcohol  and  aspirin. 

Researchers  at  UT-Houston  will  focus  on  the  action  of  peptides  re- 
leased by  the  lining  of  the  intestinal  tract  as  a result  of  dietary  stimuli  dur- 
ing a 5-year,  $500,000  study  funded  by  the  National  Institutes  of  Health. 

With  87,500  new  cases  of  gastric  ulcer  diagnosed  annually,  physi- 
cians must  increase  their  understanding  of  gastric  injury,  says  David 
Mercer,  MD,  assistant  professor  in  the  department  of  surgery  at  UT- 
Houston  and  head  of  the  study. 

“The  goal  of  our  research  is  to  determine  whether  release  of  naturally 
occurring  gut  peptides  such  as  cholecystokinin  (CCK)  in  response  to  di- 
etary stimuli  diminishes  such  injury  by  rendering  the  gastric  epithelium 
more  resistant  to  potentially  damaging  substances,”  Dr  Mercer  said. 
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Then  check  out  TMA's  Physician 
Oncology  Education  Program, 

the  physician's  tool  shop  for  cancer  control.  The  POEP 
now  offers  the  perfect  way  to  turn  your  workplace  into 
a cancer  prevention  and  detection  center. 

The  CAncer  Resources  for  Education  (CARE)  Box 
contains  POEP's  full  range  of  materials:  a series  of 
educational  modules  on  site  specific  cancer  and  an 
array  of  videos,  booklets  and  pocketguides  on  vital 
cancer  control  topics  for  primary  care  physicians. 


POEP  also  offers: 

■ CME  courses  on  cancer  prevention  in  Texas 

■ Funding  for  CME  cancer  education  programs 

■ Scholarships  for  medical  students  to  attend 
programs  on  cancer  control 

■ Speakers'  bureau  for  physician  groups  on 
1 00  cancer  topics 

■ Category  1 CME  for  modules  series 


Care  Box  Savings  - up  to  20%  over  purchasing  separately! 


For  information  on  the  CARE  Box  and  other  POEP  resources 
Physician  Oncology  Education  Program 
_ 401  West  1 5th  Street,  Austin,  TX  78701  -1 680 
\ V (512)  370-1672 

http:/ / www.texmed.org/  pbhlth/ poeps/  poep.htm 
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surance  having  higher  deductibles. 
Their  employees  then  may  pay  for 
routine  medical  expenses  with  pre-tax 
MSA  dollars,  their  money  draws  in- 
terest from  year  to  year,  and  they  do 
not  lose  it  if  it  is  not  spent  by  the  end 
of  the  year. 

1'he  Texas  Medical  Association 
(TMA)  has  produced  an  audio  pro- 
gram lor  members  interested  in  set- 
ting up  MSAs,  which  will  he 
available  this  month.  The  regular 
price  is  $49,  or  $39  if  ordered  before 
December  31,  1996.  Contact  Nora 
Cox  at  (800)  880-1300,  ext  141 1,  or 
(512)  370-1411. 


Oral  insulin  research  under  way 
at  UT  Southwestern 

Physicians  at  The  University  of 
Texas  Southwestern  Medical 
Center  at  Dallas  will  soon  be- 
gin testing  whether  a new  oral  in- 
sulin capsule  can  delay  or  prevent 
the  onset  of  insulin-dependent  dia- 
betes mellitus,  or  type  I diabetes. 
The  research  is  part  of  the  second 
phase  of  the  Diabetes  Prevention 
Trial  — Type  I (DPT-1),  a nation- 
wide clinical  study  sponsored  by  the 
National  Institutes  of  Health’s  Na- 
tional Institute  of  Diabetes  and  Di- 
gestive and  Kidney  Diseases. 

Since  1994,  researchers  have  been 
testing  whether  people  at  high  risk 
for  developing  the  disease  can  delay 
or  prevent  its  onset  by  taking  twice- 
daily  insulin  injections.  In  this  new 
phase  of  the  study,  people  at  moder- 
ate risk  — having  25%  to  50% 
chance  of  developing  the  disease  in  5 
years  — will  take  one  insulin  capsule 
a day. 

UT  Southwestern,  the  only  Texas 
medical  center  participating  in  the 
study,  is  recruiting  people  between 
the  ages  of  3 and  45  who  have  rela- 
tives with  type  I diabetes.  For  more 
information  about  participating  in 
the  study,  call  (214)  640-5974. 


50  Years  Ago 

in  Texas  Medicine  - December  1946 

Anesthesia  for  Cesarean  Section 

5yC.R.  Allen,  m d , phd,  and  H.C.  Slocum,  md 

Galveston,  Tex 

The  present  day  technique  for  cesarean 

section  is  not  devised  for  use  when  the  mother  is  in  a state 
of  “articulo  mortis,”  but  as  a life  saving  procedure  for 
both  the  mother  and  the  child.  Anesthesia  has  played  a 
prominent  part  in  the  accomplishment  of  this  fact.  Un- 
fortunately, respiratory  and  circulatory  depression  of  either  the  mother 
or  the  child  (or  both)  is  one  of  the  prices  that  are  frequently  paid  for  ad- 
equate relief  of  pain.  These  hazards  are  often  evolved  with  the  misuse  of 
volatile  and  nonvolatile  drugs.  . . . 

A review  of  120  consecutive  cesarean  sections  conducted  during  in- 
halation anesthesia  has  been  made  to  estimate  the  morbid  effects  of  pain 
relief.*  Before  induction  of  anesthesia  the  operating  room,  equipment, 
and  staff  were  in  readiness.  The  surgeons  were  scrubbed  and  the  patient’s 
abdomen  was  prepared.  Sterile  drapes  were  placed  as  soon  as  the  patient 
was  anesthetized.  This  routine  was  established  because  the  duration  of 
administration  of  the  anesthetic  drug  and  the  depth  of  anesthesia  main- 
tained determine  the  amount  of  tissue  saturation,  which  in  turn  deter- 
mines the  degree  of  volatile  drug  depression  of  the  baby.  . . . 

When  the  obstetrician  begins  to  open  the  body  of  the  uterus,  the 
anesthetic  gases  are  immediately  expelled  from  the  breathing  system  to 
guard  against  excess  tissue  saturation.  One  hundred  per  cent  oxygen  is 
substituted  and  the  mother’s  respiration  is  controlled  by  gentle  pressure 
on  the  breathing  bag  until  the  baby  is  delivered  and  the  cord  clamped. 
Positive  pressure  control  of  respiration  is  necessary  because  with  the  re- 
duction of  the  concentration  of  the  anesthetic  agent  the  plane  of  anes- 
thesia approaches  the  reactionary  stage;  and  if  the  patient  is  permitted  to 
hold  her  breath,  vomiting  may  follow  immediately.  As  soon  as  the  cord 
is  clamped,  the  administration  of  the  anesthetic  drug  is  resumed  and  sur- 
gical anesthesia  maintained  for  the  completion  of  the  operation.  . . . 

Contrary  to  general  opinion,  cyclopropane,  if  expertly  used,  can  be 
safely  administered  to  the  patient  with  borderline  cardiac  decompensa- 
tion or  auricular  fibrillation.  Many  of  these  patients  seem  to  improve 
when  anesthetized  with  cyclopropane  if  the  induction  is  without  stress 
or  strain.  This  condition  is  possibly  due  to  the  availability  of  an  excess 
of  oxygen.  On  the  other  hand  careless  administration  of  cyclopropane 
may  be  rapidly  fatal  to  even  the  most  healthy  person. 

(Texas  State  Journal  of  Medicine.  1946;42[8]:482) 

* Cases  from  the  State  of  Wisconsin  General  Hospital,  Madison. 
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Opportunity  doesn’t  just 
knock  anymore, 

It  stays  in  contact 


with 


people  like  us. 
oulan’t  you? 


EmCare  Physician  Staffing  Services  has  the  perfect  opportunity  waiting  for 
you.  As  a full  service  physician  staffing  company  we're  prepared  to  meet  your 
every  need. 

Whether  it’s... 

• Physician  Search  • Locum  Tenens  • Contract  Management 

Don’t  wait  for  a knock  on  the  door.  Call  us  today.  Your  opportunity  is  waiting. 

EmCare 

Physician  Staffing  Services 

The  Choice  Is  Yours 

1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 800/535-9535 


Sick  Over  Malpractice 
Insurance  Premiums? 

Rejected,  cancelled  or  non-renewed? 

In  a high-risk  specialty? 
El  Dorado  has  the  cure! 

iff  Licensed  and  admitted  carrier  with 
S&P  rating  of  A+  for  claims  paying  ability. 

Cost-saving  policy  with  premium 
financing  available. 

W Risk  Management  Program  to  help 
you  return  to  a standard  policy. 

W Coverage  for  all  specialties  and 
an  alternative  to  the  JUA  program. 

El  Dorado  is  dedicated  to  the  unique 
needs  of  the  medical  professional. 

For  more  information, 
call  Claudia  Cox  or  Boh  Ring  at 
(800)  221-3386  or  (713)  521-9251, 
or  Fax  (713)  521-0125. 

EL  DORADO 

INSURANCE  AGENCY,  INC. 


“INSURANCE  PLUS”.  . . SINCE  1968 

P.O.  Box  66571  • Houston,  Texas  77266-6571 

© 1996,  El  Dorado  Insurance  Agency,  Inc. 


Alternative  to  traditional 
colon  surgery  being  tested 

Surgeons  at  The  University  of 
Texas  Health  Science  Center 
at  San  Antonio  are  offering 
some  colon  cancer  patients  laparo- 
scopic surgery  as  part  of  a 3-year 
multicenter  National  Cancer  Insti- 
tute study.  The  study  will  try  to 
document  whether  the  laparo- 
scopic surgery  offers  survival  rates 
equal  to  traditional  open  surgery 
without  recurrence  of  the  cancer, 
whether  it  is  equally  safe,  and 
whether  there  are  any  differences 
in  the  quality  of  life  following  the 
two  surgical  techniques.  UT-San 
Antonio  is  the  only  Texas  site 
among  the  30  institutions  in- 
cluded in  the  national  trial. 


Internet  site  helps  international 
travelers  have  healthy  trips 

f you’re  about  to  travel  the 
world,  there’s  one  place  you 
should  visit  first:  http://www 
.hsc.unt.edu/clinics/itmc/travel. 
htm. 

This  Web  site,  maintained  by 
the  International  Travel  Medicine 
Clinic  at  the  University  of  North 
Texas  Health  Science  Center  at 
Fort  Worth,  contains  health 
warnings  and  advisories  for  virtu- 
ally anywhere  in  the  world.  John 
Licciardone,  DO,  medical  direc- 
tor of  the  clinic,  monitors  health 
information  as  it  is  reported  by 
international  health  and  govern- 
ment agencies,  including  the 
World  Health  Organization  and 
the  US  Centers  for  Disease  Con- 
trol and  Prevention. 

The  Web  site  covers  health 
conditions  of  215  countries  in  16 
areas  of  the  world,  from  Afghan- 
istan to  Zimbabwe.  It  offers  infec- 
tious disease  information,  food 
and  beverage  precautions,  swim- 
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ming  advisories,  environmental 
risks,  and  measures  lor  injury  pre- 
vention. The  site  also  describes 
the  “meningitis  belt”  of  sub-Saha- 
ran Africa,  as  well  as  threats  of 
malaria  in  India  and  the  incidence 
of  various  dysenteries  in  Asia. 

“Our  purpose  is  not  to 
alarm,  but  to  arm  the  prospec- 
tive traveler  with  sound  advice, 
any  needed  vaccinations,  and 
some  real-world  information 
about  the  real  world,"  Dr  Lic- 
ciardone  said. 

Electrode  can  ‘turn  off 
Parkinson’s  tremors 

Physicians  at  Baylor  Col- 
lege of  Medicine  and  five 
other  US  medical  centers 
are  testing  deep  brain  stimula- 
tion, during  which  an  electrode 
is  implanted  deep  into  the  thala- 
mus of  the  brain,  to  stop  Parkin- 
son’s disease  tremors.  Researchers 
believe  the  high-frequency  stim- 
ulus generated  by  the  electrode 
may  jam  the  brain  impulses  gen- 
erating the  tremors. 

A transmitter  implanted  above 
the  breast  powers  the  electrode. 
Patients  use  a magnet  to  turn  the 
transmitter  on  and  off.  The  tech- 
nique has  been  considered  suc- 
cessful in  Europe  for  several  years. 


Insurance  Claim  Problems? 
PMBS  can  help! 

If  you  still  file  your  insurance  claims  through  the  mail,  let 

Professional  Medical  Billing  Service  reduce  your  per-claim 
cost  by  50%  or  more  by  filing  your  claims  electronically. 

Here  are  some  of  the  benefits  that  our  service  provides: 

• Increased  cash  flow. 

• Reduced  claim  errors. 

• Lower  administrative  overhead. 

• We’ll  even  help  collect  your  “dead  file”  of  uncollected  claims! 

To  introduce  our  service,  PMBS  is  offering  two  weeks  of  claim 
processing  to  new  customers  with  no  cost  or  obligation.  For 
more  information,  please  call  or  write: 

Professional  Medical  Billing  Sendee 

(512)  218-7986  (512)  246-81 79 
402A  West  Taylor  Avenue,  Round  Rock,  TX  78664 

Some  day  all  medical  insurance  claims  will  be 
processed  electronically.  Why  wait? 


SICK 

AND  TIRED 

of  proprietary  systems, 
expensive  upgrades,  and 
high-priced  extra  modules? 


Make  a clean  break  to  a friendly,  easy  to  use, 
PC-based  practice  management  software  system. 


A Professional  Product  of  EasyWare,  Inc. 

tasyDoc  is  a full-blown,  i M networkable  software  system  including  electronic  filing, 
appointment  schedule,  multiple  providers,  interactive  HCFA  & TWCC  printing,  letters 
and  notices,  recall,  medical  charts,  memos,  approval  tracking,  multiple  reports,  etc.  Call  today 
and  start  concentrating  on  patient  management,  not  software  management. 

(512)  323-6390 

EasyWare,  Inc.  is  a five-year  old  Texas  Corporation  with  installations  in  several  states. 


isyWare,  Inc.  is  a nve-year  old  lexas  Corporation  with  installations  in  several  stc 
We  will  be  happy  to  supply  references  or  additional  materials  at  your  request. 

EasyWare,  Inc.  • 6448  Highway  290E,  Suite  D-107a,  Austin,  Texas  78723*  (512)  323-6390 


FAX: (5 1 2)  323-6399 
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Legislative  Affairs 

It  takes  teamwork 

Cooperation  in  legislative  arena  fosters  collaboration  in  medical  practice 

By  Ken  Ortolon,  Associate  editor 


hile  physicians  and  nurses  work  together 
closely  as  part  of  the  health-care  delivery 
team,  they  have  not  always  seen  eye  to  eye 
in  the  legislative  arena.  That  was  never 
more  clearly  seen  than  in  1993,  when  doctors  and  advanced 
nurse  practitioners  butted  heads  over  legislation  that  would 
have  allowed  nurse  practitioners  to  practice  independently. 


But  that  started  to  change  in  1995  when,  working  to- 
gether, physicians,  nurse  practitioners,  and  physician  assis- 
tants pushed  through  legislation  that  greatly  expanded 
what  had  been  very  limited  authority  for  some  nurse  prac- 
titioners and  physician  assistants  to  write  prescriptions. 

Since  the  prescriptive  authority  law  was  signed  into  effect 
nearly  18  months  ago,  the  cooperative  efforts  that  went  into 
enacting  it  have  carried  over.  The  same  groups  that  supported 
the  law  have  worked  together  to  smooth  its  implementation 
and  promote  collaborative  medical  practices  among  physi- 
cians, nurse  practitioners,  and  physician  assistants. 


Coming  together 

Following  the  1995  session  of  the  Texas 
Legislature,  several  provider  groups  came 
together  to  create  the  Ad  Hoc  Committee 
on  Collaborative  Practice.  The  committee 
included  representatives  of  the  Texas  Med- 
ical Association,  the  Texas  Nurses  Associa- 
tion (TNA),  the  Coalition  for  Nurses  in 
Advanced  Practice,  and  the  Texas  Academy 
of  Physician  Assistants. 

The  intent  of  the  committee  was  to  en- 
sure smooth  implementation  of  portions  of 
Senate  Bill  673,  the  Rural  Health  Enhance- 
ment Act,  which  dealt  with  physician  dele- 


gation of  prescriptive  authority  to 
nurse  practitioners  and  physician  assis- 
tants. 

Those  provider  groups  were  first 
granted  prescriptive  authority  under 
House  Bill  18,  the  Omnibus  Rural 
Health  Care  Rescue  Act  of  1989. 
However,  that  authority  was  limited 
to  those  physician  assistants  and  nurse 
practitioners  working  in  officially  des- 
ignated rural  health  clinics,  where  they  were  allowed  to 
practice  more  or  less  independently  under  delegation  of  a 
physician.  The  physician  was  required  to  be  on  site  at  least 
once  a week  to  review  charts  and  consult  with  the  nurse 
practitioners  and  physician  assistants. 

While  some  200  such  clinics  have  been  set  up  throughout 
the  state  in  an  effort  to  expand  access  to  care  in  rural  areas, 
some  providers  have  complained  the  prescriptive  authority 
was  too  limited  and  cumbersome  at  the  clinical  level.  Physi- 
cian assistants  and  nurse  practitioners  could  only  prescribe 
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All  articles  in  Texas  Medicine  that  mention  Texas  Medical  Associations 
stance  on  state  legislation  are  defined  as  “ legislative  advertising,  ” according  to 
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with  the  cosignature  of  a physician. 
That  meant  having  a physician  on  site 
or  getting  the  supervising  physician  to 
presign  blank  prescription  forms. 

When  nurse  practitioners  went  to 
the  legislature  in  1993  seeking  inde- 
pendent practice  authority  that  they 
felt  would  solve  some  of  these  prob- 
lems, TMA  raised  concerns  about 
quality  of  care.  The  association’s  lob- 
byists suggested  that  the  prescriptive 
authority  provisions  of  HB  18  be  re- 
visited to  see  if  some  of  the  problems 
with  that  bill  could  be  resolved. 

The  parties  failed  to  reach  agree- 
ment on  legislation  in  that  session  but 
finally  reached  an  accord  in  1993.  The 
new  law  allows  nurse  practitioners  and 
physician  assistants  in  many  practice 
settings  working  with  physicians 
through  protocols  to  prescribe  drugs, 
excluding  controlled  substances. 

“If  they  were  prescribing  out  there 
in  the  rural  areas  with  the  physician 
going  only  once  a week,  then  it  only 
stood  to  reason  that  people  with  a 
physician  on  site  all  the  time  should 
also  be  able  to  provide  that  service,” 
said  Sandra  Tovar,  RN-C,  PNP,  a pedi- 
atric nurse  practitioner  from  McAllen 
who  serves  on  the  ad  hoc  committee. 

Under  SB  673,  nurse  practitioners 
and  physician  assistants  working  in 
physicians’  primary  practice  sites  and 
in  facilities  such  as  hospitals,  nursing 
homes,  or  clinics  can  prescribe  under 
protocols  worked  out  in  collaboration 
with  physicians.  The  bill  also  allows  the 
physician  to  determine  whether  he  or 
she  wants  to  cosign  such  prescriptions. 

“It’s  an  option  the  physician  has  if 
he  or  she  doesn’t  feel  comfortable  yet 


with  his  or  her  physician  assistant  or 
nurse  practitioner,  for  example,  if  a 
physician  has  just  gotten  into  collabo- 
rative practice,”  said  C.J.  Francisco, 
JD,  TMA  associate  general  counsel, 
who  helped  draft  the  prescriptive  au- 
thority provisions  of  SB  673.  “But  if 
they  feel  comfortable  with  it,  they  can 
go  through  the  protocol  and  designate 
with  the  Texas  State  Board  of  Medical 
Examiners  (TSBME)  that  this  person 
is  going  to  have  prescriptive  authority 
under  his  or  her  own  signature.  Each 
prescription  and  each  label  on  the 
drug  container  will  list  both  the  nurse 
practitioner  or  physician  assistant  and 
the  delegating  physician.  In  this  man- 
ner, the  patient  will  always  know  the 
principals  of  the  collaborative  team.” 

Putting  into  practice 

Ms  Tovar  says  the  ad  hoc  committee 
was  set  up  with  two  main  goals.  The 
first  was  to  help  physicians,  advanced 
practice  nurses,  and  physician  assis- 
tants understand  the  new  law  and  use 
it.  The  second  was  to  monitor  its  im- 
plementation and  troubleshoot  any 
problems  that  arose. 

So  far,  things  seem  to  be  working 
well.  Susan  Scott,  PA-C,  a physician 
assistant  who  works  in  orthopedics  at 
Parkland  Memorial  Hospital  in  Dal- 
las, says  the  new  authority  has  greatly 
improved  the  efficiency  of  providing 
care  in  her  practice. 

“Previously,  we  qualified  under  the 
HB  18  laws  to  write  presigned, 
cosigned  prescriptions,”  she  said.  “I 
used  to  use  that  until  it  became  so  cum- 
bersome to  get  the  attending  physician, 
who  was  the  chairman  of  the  depart- 


ment, to  sit  down  and  sign  some  pre- 
scriptions for  me.  I just  gave  up  trying 
to  get  the  physician  to  sign  a stack  of 
scripts  ahead  of  time.” 

Now,  Ms  Scott  says,  il  a patient 
comes  in  and  needs  a refill  of  an  anti- 
inflammatory drug  or  antibiotic,  she 
can  sign  that  prescription  herself. 

“It  speeds  up  patient  care  like  you 
wouldn’t  believe,”  Ms  Scott  said.  “The 
continuity  of  us  being  here,  knowing  the 
patients,  and  being  able  to  write  their 
prescriptions  has  really  enhanced  pa- 
tients’ accessibility  to  their  medication.” 

Lessening  the  load 

Physicians  also  seem  to  be  pleased  with 
the  new  arrangement.  Fort  Worth  in- 
ternist Kendra  Belfi,  MD,  says  her  col- 
laborative practice  arrangement  has 
helped  her  patients  get  care  in  a much 
more  timely  fashion.  Dr  Belfi  works  in 
a practice  with  nearly  a dozen  physi- 
cians and  two  nurse  practitioners. 

“They  [the  nurse  practitioners]  see 
a lot  ol  people  either  for  routine  fol- 
low- up  visits  between  visits  with  a 
physician,  or  they  see  people  who  are 
coming  in  with  acute  illnesses,  either  a 
head  cold  or  cough,”  she  said.  “If  it’s 
something  complicated,  they  come 
and  get  the  doctor.  But  a lot  of  things 
fall  within  their  protocols,  and  they 
can  just  go  ahead  and  write  those  pre- 
scriptions. They  don’t  have  to  stand 
around  and  wait  for  a doctor  to  come 
out  of  an  examining  room  to  sign  a 
prescription  for  them." 

Brian  Eades,  MD,  an  Amarillo  ob- 
stetrician-gynecologist who  also  serves 
on  the  TMA  Council  on  Legislation, 
says  patients  have  responded  well  to 


VOLUME  92  ★ NUMBER  12 


31 


MEDISOFT 

"With  code  searches,  help  windows,  manuals  ond  tutorials, 
MediSoft  is  easy  to  use." 


MEDISOFT 

"MediSoft  made  my  practice  management 
more  effective." 


"I  can  transmit  insurance  claims  electronically  or  print 
standard  forms." 


"I  easily  made  MediSoft  fit  the  way  I work  with  the  list, 
statement  and  insurance  form  formaters." 


MEDISOFT 

"MediSoft  is  the  complete  solution  I needed!  Accounts 
receivable,  insurance  billing  and  practice  management." 


"MediSoft  is  the  only  product  I would  use." 


Someone  You  Know  Is  Using  MediSoft  Right  Now. 


Down  the  street  and  across  America,  MediSoft  Patient  Accounting  is  revolutionizing  health 
care  billing.  Powerful  and  easy  to  use  MediSoft  was  chosen  by  over  55,000  practices 
throughout  the  country.  Accounts  receivable,  insurance  billing,  practice  management  and 
electronic  claims  are  just  a few  of  the  dozens  of  features  that  make  your  office  operate 
efficiently.  Never  worry  about  filing  claims  again!  MediSoft  can  print  standard  claim 
forms  or  transmit  them  electronically.  Appointment  schedules,  practice  analyses  and 
daysheets  keep  everything  organized  while  patient  ledgers,  aging  reports  and  patient 
statements  keep  your  finances  in  order.  MediSoft  also  provides  on-line  help,  informative 
manuals  and  toll  free  technical  support.  You  take  care  of  your  patients.  Let  MediSoft  take 
care  of  you. 


/ 

/ 

/ 

/ 

/ 


MEDI  


A Practice  Made  Perfect 


Order  Now! 

See  accompanying  list  of  dealers 
Or  call  MediSoft  at  (800)  333-4747 

http://www.azmedisoft.com 


MediSoft,  916  Eost  Baseline  Rood,  Suite  225,  Mesa,  AZ  85204.  602/892-5120  FAX;  602/892-4804  Entire  contents  copyright  © 1996  MediSoft 
Hordwore  Requirements:  IBM  or  Compotible  personal  computer  with  640K  RAM,  hard  disk,  MSDOS  3.3  or  above  ond  o dot  motnx,  ink  |el  or  loser  printer 


30  Days  Free  800-line  Support 
60  Day  Money-Back  Guarantee 
Nationwide  Training  Classes 
Video  Training  Available 
Direct  Electronic  Claims  Modules 
and  Procedure  & Diagnosis  codes 
on  disk  available. 


MEDI 


mini  iiiiiii 

I11111 

min  ! 

Apex  Computer  Solutions 

Total  Turnkey  • Training  • Consulting 
Texas,  Kansas,  Oklahoma,  Colorado 
(214)  342-7252  Fax  (21 4)  342-2330 

Beverly  Lewellen  / DSO  Corp. 

Sales  • Install  • Train  • Windows 
Austin,  Houston,  and  San  Antonio 
(800)  762-1120  or  (713)  890-5050 

Computer  - Ease  Services 

Delia  Molina,  Owner 
Rio  Grande  Valley 
(210)  233-4270 

Electronic  Medical  Claims 
Systems 

Sales  • Support  • Training 
Dallas  and  North  Texas 
(972)  252-0618 

The  Forsyth  Group 

Sales  • Support  • Custom  Training 
San  Antonio  and  South  Texas  Area 
(800)  562-8914  • (210)  659-5976 

Medistat  Service  & Software 

Electronic  Claims  • Sales  • Training 
Dallas  and  North  Central  Texas 
(972)  394-6748  Fax  (972)  394-9608 

MegaEasy  Computer  Solutions 

Training  • Sales  • Support 
Dallas  and  Ft.  Worth  Area 
(800)  826-2001 

Quality  Computer  Systems 

Sales,  Train,  Networking,  Custom  PCs 
Serving  the  Greater  Houston  Area 
(713)  723-9119 

SafeMed  Systems 

Sale  • Train  • Data  Conver  • Full  Support 
N TX,  Amarillo,  Lubbock,  Abilene 
(806)  762-1624  Fax  (806)  744-1482 

SWB  Consulting 

Electr.  Claims.  • Training  • Support 
Austin,  Georgetown,  to  Luling 
(512)  603-2460  Fax  (51 2)  328-9225 


the  collaborative  practice  arrangement 
he  has  set  up  with  a nurse  practitioner 
in  his  office.  Some  patients  prefer  to 
see  the  nurse  practitioner  for  routine 
matters  because  they  can  get  in  almost 
immediately,  while  there  often  is  a 
wait  of  several  weeks  for  an  appoint- 
ment with  him,  he  says. 

“And,  when  she’s  taking  the  load  of 
the  more  routine  things,  that  actually 
gives  me  more  time  to  handle  the 
problems  that  really  need  a specialist,” 
Dr  Eades  said. 

Looking  to  1997 

Leslie  Brown,  public  information  offi- 
cer for  TSBME,  says  nearly 
2,000  physician  assistants  and 
advanced  nurse  practitioners  in 
Texas  now  have  prescriptive  au- 
thority under  protocols  set  up 
with  physicians.  And,  members 
of  the  ad  hoc  committee  seem 
extremely  pleased  with  the  wide 
range  of  practice  settings  that 
have  been  able  to  use  the  law. 

However,  some  minor  prob- 
lems have  arisen. 

“Were  finding  problems  in 
two  areas,”  said  James  H.  Will- 
mann,  JD,  general  counsel  and 
assistant  director  of  govern- 
mental affairs  for  TNA.  One 
of  those  problem  areas  is  edu- 
cational in  nature. 

“The  law  is  complex,  so  it’s 
hard  to  see  whether  it  applies 
to  you,  whether  you  fall  under  sites 
that  are  medically  underserved  or  fa- 
cility-based, or  if  you’re  a physician’s 
primary  practice  site,”  Mr  Willmann 
said.  “There  are  different  require- 
ments and  restrictions  on  each  of 
those.”  Mr  Willmann  says  the  ad  hoc 
committee  has  done  a good  job  of  ex- 
plaining those  issues  to  provider 
groups  and  helping  them  take  advan- 
tage of  the  new  law. 

The  other  problem  stems  from 
collaborative  practice  arrangements 
that  just  don’t  fit  the  law  — arrange- 
ments that  the  drafters  of  the  bill  did 
not  foresee. 


Legislative  Affairs 

Alfred  Gilchrist,  TMA  director  of 
legislative  affairs,  says  the  ad  hoc  com- 
mittee has  identified  a small  handful  of 
such  arrangements  where  prescriptive 
authority  for  physician  assistants  and 
nurse  practitioners  probably  would 
make  sense  but  where  the  practice  set- 
ting simply  doesn’t  fit  any  of  the  cate- 
gories in  the  law.  Among  the  more 
obvious  practice  settings  that  were  ex- 
cluded include  mobile  clinics,  school- 
based  clinics,  and  facilities  that  are 
open  only  a few  days  a week  or  month. 

Ms  Scott,  the  Parkland  physician 
assistant,  says  programs  in  which  ad- 
vanced practice  nurses  and  physician 


assistants  provide  health  care  at  vari- 
ous sites  working  out  of  a van  or  mo- 
bile home  got  left  out  in  the  cold 
because  all  the  categories  under  SB 
673  are  based  on  location.  “It’s  all 
based  on  what  facility  you  work  in,” 
she  said.  “If  you  don’t  have  a specific 
facility  — if  you  work  out  of  a van  — 
that’s  where  they’re  getting  caught.” 

The  same  problem  has  arisen  for 
nurse  practitioners  and  physician  assis- 
tants who  work  in  school-based  clin- 
ics. Ms  Tovar,  the  nurse  practitioner 
from  McAllen,  says  each  of  those  clin- 
ics has  an  established  relationship  with 
a physician,  but  the  site  is  not  part  of 


“At  this  point,  all  of 
the  parties  seem  to 
be  pleased  with  the 
open  and  frank 
dialogue  that  has 
developed.  And,  it 
is  growing  into  a 
very  collaborative 
relationship,  spilling 
over  into  other 
areas  like  tobacco 
control  and  common 
delivery-system 
concerns.” 
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Legislative  Affairs 

the  physician’s  primary  practice  loca- 
tion. Therefore,  the  nurse  practitioner 
or  physician  assistant  who  works  with 
that  physician  can’t  prescribe  there. 

Clinics  with  limited  office  hours 
run  afoul  of  the  old  HB  18  require- 
ment that  a physician  be  on  site  at 
least  once  a week  to  review  patient 
care  records.  Mr  Willmann  says  that 
makes  it  difficult  for  health-care 
providers  in  public  health  clinics  only 
open  a few  days  per  week  to  take  ad- 
vantage of  SB  673. 

“A  lot  of  the  sites  that  serve  med- 
ically underserved  populations  aren’t 
open  full  time,”  he  said.  “If  they 
[physicians]  have  to  be  there  every 
week,  you  might  as  well  have  the 
physicians  provide  the  services.  That 
doesn’t  expand  access.” 

The  ad  hoc  committee  is  now 
looking  at  those  and  other  situations 
to  see  if  they  can  be  made  to  fit  the 
law,  says  Austin  anesthesiologist  Mike 
S.  Parish,  MD,  a member  of  the  ad 
hoc  committee  and  of  the  TMA 
Council  on  Legislation.  “If  we  can’t, 
we  may  have  to  look  at  some  sort  of 
legislative  action.” 

Building  bonds 

Mr  Gilchrist  says  he  believes  there  are 
areas  where  the  physicians,  nurse  prac- 
titioners, and  physician  assistants  can 
reach  agreement  on  amending  the  bill 
to  make  it  work  for  as  many  practice 
settings  as  possible. 

Mr  Willmann  agrees.  “The  ad  hoc 
committee  has  shown  amazing  consen- 
sus on  what  problems  need  to  be 
fixed,”  he  said.  “There  has  not  been  a 
lot  of  disagreement.  That  has  been  a 
very  good  forum  because  you  have 
physicians  and  advanced  practice 
nurses  who  are  actually  out  there  work- 
ing with  each  other.  They  understand 
what  works  and  what  doesn’t  work, 
when  you’re  just  shuffling  papers  and 
when  you  really  have  a practice  issue.” 

While  the  past  antagonism  be- 
tween nurses  and  physicians  on  leg- 
islative issues  may  not  have  vanished, 
it  appears  the  cooperation  on  the  col- 


laborative practice  issues  may  have  be- 
gun the  process  of  establishing  a colle- 
gial relationship  in  this  area. 

“At  this  point,  all  of  the  parties 
seem  to  be  pleased  with  the  open  and 
frank  dialogue  that  has  developed,” 
Mr  Gilchrist  said.  “And,  it  is  growing 
into  a very  collaborative  relationship, 
spilling  over  into  other  areas  like  to- 
bacco control  and  common  delivery- 
system  concerns.” 

Mr  Willmann  says  he  believes  the 
relationship  between  the  provider 
groups  has  moved  to  a new  level. 
“This  is  the  first  time  there’s  been  a 
genuine  effort  to  make  collaborative 
practice  work  by  all  the  parties  in- 
volved,” he  said.  “So  I think  you’re 
seeing  significant  benefits  from  that.” 

Mr  Willmann  says  that  new  rela- 
tionship will  benefit  all  providers  in 
the  changing  health-care  marketplace. 
“With  the  changes  going  on  in  health 
care,  you  are  by  necessity  moving  to 
group  collaborative  practices.  Some  of 
the  issues  about  whether  the  nurse 
practitioner  is  going  to  be  separate 
from  the  physician  or  whether  the 
physician  assistant  is  going  to  be  sepa- 
rate from  the  physician  aren’t  really  at 
the  forefront  because  all  providers  are 
practicing  together.  The  way  the 
health-care  system  is  going,  it’s  en- 
couraging collaborative  practice  as  a 
more  efficient  way  to  provide  care, 
and  those  practices  that  have  a range 
of  providers  doing  the  things  they  can 
do  best  are  probably  going  to  be  the 
most  competitive.”  ★ 
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Readiness  To  Put  Prevention  Into  Your  Practice 

The  objective  of  this  survey  is  to  assist  you  in  deciding  whether  you  are  ready  to  successfully  put  prevention  into  your  practice  and  to 
assist  you  in  identifying  those  areas  in  which  improvement  is  needed  for  an  easier  implementation  process. 

Answer  the  questions  below  as  truthfully  as  possible. 

QUESTIONS  Yes  No 


Program  Champion 

Our  practice  has  someone  who  is  willing  to  truly  make  prevention  happen  (someone  with  the  vision,  leadership  and  authority  to  make  it  work).  Y N 

Philosophy  of  Prevention 

Prevention  is  an  important  aspect  of  the  core  we  provide  in  this  practice.  Y N 

Pre-Implementation  Planning 

We  can  allow  adequate  planning  time  to  incorporate  prevention  into  our  practice.  Y N 

Role  in  Patient  Education 

The  physicians  and  nurses  in  our  practice  regard  patient  education  as  one  of  their  main  tasks.  Y N 

Administrative  Support 

This  practice  is  willing  to  allocate  resources  (time,  training,  personnel,  space,  etc.JTo  implement  a comprehensive  clinical  prevention  program.  Y N 

Team  Work 

Internal  communication  and  team  work  is  strong  among  staff  and  physicians  in  our  practice.  Y N 

Prior  Prevention  Programs 

Our  practice  has  already  implemented,  or  has  tried  to  implement,  specific  programs  for  prevention  (such  as  cancer  prevention  programs,  Y N 

smoking  cessation,  diabetes,  etc.) 


Quality  Assurance 

We  have  a quality  system  (such  as  CQI,  TQM)  in  place  to  assess  and  improve  preventive  care  service  delivery.  Y N 

Count  the  number  of  times  you  answered  "Yes." 

7-8  High  readiness  for  putting  prevention  into  practice 

4-6  May  need  more  information.  Address  issues  where  had  a "no"  response. 

0-3  Not  yet  ready.  Need  to  address  issues  where  had  a "no"  response. 

Developed  by  the  Bureau  of  Chronic  Disease  Prevention  & Control,  Texas  Department  of  Health,  the  Department  of  Kinesiology  and  Health  Education,  University  of  Texas  and 
the  Texas  Medical  Association. 

This  instrument  is  a self-assessment  tool.  Consider  having  staff  from  all  areas  of  your  practice  take  the  test,  then  compare  and  discuss  beliefs  about  what  is  actually  hap- 
pening in  your  practice.  Examining  which  questions  had  "No"  responses  suggests  areas  to  be  addressed  during  your  planning  to  implement  an  effective  prevention  pro- 
gram. One  of  the  most  important  determinants  of  success  is  the  presence  of  a "Program  Champion".  Are  you  ready?  If  not,  is  there  someone  else  in  your  practice  who 
can  support  a move  toward  readiness?  Success  requires  commitment  and  involvement  from  all  staff.  Physicians  and  staff  need  to  see  each  visit  as  an  opportunity  (possibly 
the  ONLY  opportunity)  to  address  long  term  needs  and  prevention.  To  see  how  other  physicians  put  prevention  into  practice,  see  this  months'  edition  of  Back  Talk,  last 
page.  Further  assistance  may  be  obtained  by  contacting  TMA's  Healthy  Patient  2000  program  at  (51 2)  370  -1463,  or  the  Adult  Health  Program,  Texas  Department  of 
Health  at  (512)  458-7534. 
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Loosening  up  antitrust 

New  policies  give  physician  networks  more  flexibility 

By  Teri  Lee  Jones,  Associate  editor 


Abiding  by  antitrust  laws  is  like  trying  to  pick 
up  a porcupine.  It’s  trouble  even  if  you 
know  where  to  start.  Although  the  idea  be- 
hind it  seems  simple  enough  — protect 
competition  and  keep  companies  from  getting  together  to 
fix  prices  — antitrust  has  become  one  of  the  most  complex 
kinds  of  law.  And  just  when  the  experts  figure  out  one  set 
of  regulations  covering  health-care  delivery  systems,  the 
federal  government  issues  new  ones. 


Thankfully,  that’s  not  all  bad,  because  this  August  the 
Federal  Trade  Commission  (FTC)  and  the  Department  of 
Justice  (DOJ)  issued  policies  indicating  they  will  be  more 
flexible  in  how  they  apply  antitrust  laws  to  physician  net- 
works. The  new  policies  include  5 1 pages  of  hypothetical 
examples  of  different  kinds  of  integrated  networks,  fol- 
lowed by  comments  on  how  the  agencies  would  interpret 
them.  Basically,  the  agencies  have  expanded  the  categories 
in  which  they  apply  their  more  lenient  “rule-of-reason” 
analysis  to  determine  which  networks  are  legal.  The  poli- 
cies will  have  the  most  impact  on  developing  markets,  such 
as  in  rural  areas  and  smaller  cities. 

One,  two,  stretch 

The  degree  to  which  any  network  is  truly  integrated  is 
where  the  tension  has  always  rested  in  determining  which 
arrangements  do  or  do  not  vi- 
olate the  law.  In  antitrust 
analysis,  true  integration  hap- 
pens when  competitors  come 
together  to  achieve  cost  sav- 
ings or  to  create  a new  service 
or  product.  "The  federal  agen- 
cies have  said  that  if  a network 

Legal  articles  in  Texas  Medicine  are  intended  to 
help  physicians  understand  the  law  by  providing 
legal  information  on  selected  topics.  These  arti- 
cles are  published  with  the  understanding  that 
TMA  is  not  engaged  in  providing  legal  advice. 

When  dealing  with  specific  legal  matters , readers 
should  seek  assistance  from  their  attorneys. 


of  competing  providers  does  not  inte- 
grate, if  it  doesn’t  accomplish  one  of 
those  things,  then  those  providers 
have  to  avoid  agreements  on  prices,” 
said  Dan  Wellington,  JD,  an  antitrust 
attorney  with  Fulbright  & Jaworski  in 
Washington,  DC.  “If  they  do  start 
agreeing  on  prices  and  they  have  not 
integrated,  then  they’re  liable  for 
price-fixing  under  antitrust  laws.  It’s 
what  they  call  a per  se’  offense,  mean- 
ing it’s  automatically  illegal.” 

Only  one  form  of  integration  in  the  past  had  explicitly 
qualified.  Networks  such  as  independent  practice  associa- 
tions (IPAs)  and  physician-hospital  organizations  (PHOs) 
had  to  meet  the  standard  of  sharing  substantial  financial  risk. 
And  then,  only  capitation  and  fee-withhold  agreements  met 
that  standard.  But  the  new  policies  have  expanded  that  cate- 
gory to  include  such  financial  arrangements  as  global  fees,  all- 
inclusive  case  rates,  and  sharing  a percentage  of  premiums 
with  payers. 

Perhaps  the  most  significant  change  is  that  clinical  inte- 
gration may  now  be  considered  sufficient  integration  without 
networks  having  to  share  financial  risk.  “That’s  a substantial 
difference,”  said  Houston  attorney  Linda  Robison,  JD,  of  Ro- 
bison & Folk.  “The  new  policies  mention  things  like  case 
management  programs,  preauthorization  of  certain  services 
and  utilization  review,  and  setting  up  practice  standards  or 
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protocols  as  examples  of  ways  groups 
might  achieve  clinical  integration.” 

What  the  new  policies  do  not 
change  are  the  existing  safety  zones. 
Exclusive,  risk-bearing  networks  are 
not  challenged  if  they  comprise  20%  or 
less  of  the  physicians  in  each  specialty 
who  practice  in  that  market.  Nonex- 
clusive, risk-bearing  networks  are  not 
challenged  if  they  comprise  30%  or  less 
of  the  physicians  in  each  specialty  in 
the  relevant  market.  “In  other  words, 
the  size  of  the  network  is  still  an  im- 
portant consideration,”  Mr  Wellington 
said.  “That  hasn’t  changed.  But  the 


agencies  did  reemphasize  that  networks 
that  fall  outside  of  the  safety  zones  are 
not  necessarily  illegal  but  will  be  sub- 
ject to  the  rule-of-reason  analysis.” 

According  to  Ms  Robison,  the  new 
guidelines  should  ease  physicians’  con- 
cerns about  forming  rural  networks. 
“The  new  policies  clarify  that  rural 
physician  networks  having  a sizable 
percentage  of  physicians  in  a given 
market  will  not  necessarily  run  afoul  of 
the  agencies’  application  of  law.” 

Another  area  where  the  agencies 
showed  more  flexibility  is  in  how 
they  will  apply  the  law  to  what  has 


become  known  as  the  “messenger” 
model,  which  is  typically  used  by 
networks  that  do  not  integrate.  In 
the  messenger  model,  a third  party 
serves  as  an  interface  between  payers 
and  providers. 

While  the  new  policies  signal  a more 
flexible  approach  to  networks  and  net- 
work pricing,  they  do  not  give  providers 
or  networks  carte  blanche,  according  to 
Mr  Wellington.  “They  don’t  mean  that 
anything  goes,  because  the  agencies  will 
still  certainly  keep  an  eye  on  physician 
networks  and  will  continue  to  analyze 
them  carefully.”  ★ 


Antitrust  Q&A 

By  Hugh  M.  Barton,  JD,  TMA  assistant  general  counsel 


Q:  Which  antitrust  safety  zones  most  concern  physicians? 

A:  The  Federal  Trade  Commission  (FTC)  and  the  Depart- 
ment of  Justice  (DOJ)  will  not  challenge,  absent  extraordi- 
nary circumstances,  an  exclusive  “physician  network  joint 
venture,”  such  as  an  independent  practice  association 
(IPA),  where  physicians  share  substantial  financial  risk,  as 
well  as  where  the  IPA  comprises  20%  or  less  of  the  physi- 
cians in  each  physician  specialty  with  active  hospital  staff 
privileges  who  practice  in  the  relevant  geographic  market. 
Where  there  are  fewer  than  five  physicians  in  a particular 
specialty,  an  exclusive  network  may  include  one  physician 
from  that  specialty  on  a nonexclusive  basis. 

They  will  also  not  challenge,  absent  extraordinary  cir- 
cumstances, a nonexclusive  IPA,  where  physicians  share 
substantial  financial  risk  and  where  the  IPA  comprises 
30%  or  less  of  the  physicians  in  each  physician  specialty 
with  active  hospital  staff  privileges  who  practice  in  the  rel- 
evant geographic  market.  Where  there  are  fewer  than  four 
physicians  in  a particular  specialty,  a nonexclusive  network 
may  include  one  physician  from  that  specialty. 


There  are  no  specific  antitrust  safety  zones  for  “multi- 
provider networks,”  such  as  physician-hospital  associations 
(PHOs).  Each  PHO  must  be  evaluated  independently. 

Q:  How  do  the  agencies  view  IPAs  that  exceed  the  strict  re- 
quirements that  no  more  than  20%  of  physicians  in  each 
specialty  belong  to  an  exclusive  network  and  30%  of  physi- 
cians in  each  specialty  in  a nonexclusive  network? 

A:  Through  the  use  of  a “rule-of-reason”  analysis.  Under 
this  method,  networks  will  not  be  challenged  if  they  are 
likely  to  produce  sufficient  efficiencies  that  benefit  patients 
and  use  price  agreements  that  are  reasonably  necessary  to 
realize  those  efficiencies.  The  sharing  of  substantial  finan- 
cial risk,  such  as  capitation,  agreements  to  provide  service 
for  a predetermined  percentage  of  premium,  or  financial 
incentives  to  achieve  cost  containment  goals  are  considered 
indicative  of  network  efficiency. 

IPAs  and  PHOs  are  evaluated  in  an  essentially  similar 
manner. 

Other  questions  the  agencies  will  consider  in  evaluating 
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whether  a network  violates  antitrust  laws  include: 

• Can  the  network  raise  prices  above  competitive  levels  or 
prevent  the  formation  of  other  networks? 

• Given  practical  business  realities,  do  the  network’s  “pro- 
competitive  efficiencies”  outweigh  its  anticompetitive 
effects? 

• Do  the  network’s  “collateral  agreements”  contribute  to 
its  legitimate  purpose  or  do  they  unreasonably  restrict 
competition?  For  example,  if  IPA  physicians  agree  on 
prices  to  be  charged  to  non-network  patients,  that 
agreement  would  not  advance  the  purpose  of  the  IPA 
and  would  be  considered  illegal. 

Q:  Several  HMOs  operate  in  an  isolated,  medium-sized  city 
where  a substantial  proportion  of  insured  patients  are  en- 
rolled. Many  physicians  participate  in  more  than  one  plan, 
though  there  is  no  significant  overlap  among  the  physician 
panels.Three  separate  primary  care  group  practices,  plus  a 
number  of  specialists,  plan  to  establish  an  IPA  that  together 
accounts  for  25%  of  the  primary  care  doctors  in  town.  Un- 
der the  IPA  plan,  physicians  will  remain  competitors  and  be 
paid  on  a fee-foi^service  basis.The  IPA  will  hire  an  agent  to 
develop  a fee  schedule,  negotiate  fees,  and  contract  with 
payers.  Would  this  be  challenged? 

A:  No,  as  long  as  the  IPA  has  the  following  features: 

• The  IPA  must  develop  and  invest  in  mechanisms  to 
provide  cost-effective  quality  care,  including  protocols 
governing  treatment  and  utilization  of  services,  infor- 
mation systems  to  measure  and  monitor  individual 
physician  and  aggregate  network  performance,  and  pro- 
cedures to  modify  physician  behavior  and  ensure  ad- 
herence to  network  standards. 

• The  IPA  must  engage  in  case  management,  preauthoriza- 
tion of  some  services,  and  concurrent  and  retrospective 
review  of  inpatient  stays.  The  IPA  must  hire  a medical  di- 
rector and  a support  staff  to  perform  these  functions. 

• The  IPA  must  provide  payers  with  detailed  reports  on 
the  cost  and  quantity  of  services  provided,  and  on  the 
network’s  success  in  meeting  its  goals. 

• No  information  about  what  IPA  physicians  charge  non- 
IPA  patients  may  be  disseminated  within  the  IPA,  nor 
may  the  IPA  physicians  agree  on  the  prices  they  will 
charge  non-IPA  patients. 

Other  considerations  include  the  likelihood  of  the  IPA 
limiting  competition  either  by  hampering  the  ability  of 
health  plans  to  contract  individually  with  area  physicians 
or  with  other  physician  networks,  or  the  likelihood  of  the 
IPA  enabling  member  physicians  to  raise  prices  above 
competitive  levels.  Another  is  whether  it  offers  the  poten- 


tial for  creating  significant  efficiencies  and  whether  the 
price  agreement  is  reasonably  necessary  to  realize  those  ef- 
ficiencies. A further  consideration  is  how  many  physicians 
are  available  to  other  plans,  and  how  many  IPA  physicians 
will  continue  to  participate  in  other  managed  care  plans  so 
that  the  IPA  is  not  “over-inclusive.” 

Q:  In  the  same  community,  a hospital  plans  to  establish  a 
PHO  around  the  same  three  primary  care  practices,  and  all 
physicians  on  the  active  staff  will  join.  Under  what  condi- 
tions will  this  PHO  not  be  challenged? 

A:  The  necessary  conditions  will  be  relatively  the  same  as  the 
IPA  example  mentioned  above.  That  is  to  say,  if  there  is  sub- 
stantial clinical  integration  involving  development  of  stan- 
dards and  protocols,  case  management  and  utilization  review, 
and  a price  agreement  designed  to  prevent  collusion,  the  DOJ 
and  FTC  will  view  the  venture  as  offering  the  potential  for 
creating  significant  efficiencies  and  thus  as  procompetitive. 

Q:  A town  of  25,000  has  I hospital  and  50  physicians,  who 
are  mostly  family  practitioners.  Half  the  adults  work  in  a 
city  35  miles  away.  Some  of  the  city  health  plans  ask  physi- 
cians in  the  town  to  form  a nonexclusive  IPA  to  provide  a 
reasonable  choice  to  the  workers  who  commute  to  work. 
The  plans  prefer  to  contract  with  such  a physician  network 
to  establish  a panel  of  physician  providers  rather  than  ne- 
gotiate with  individual  physicians. The  IPA  would  represent 
about  35%  of  the  town’s  family  practitioners,  50%  of  the 
general  surgeons,  50%  of  the  pediatricians,  and  67%  of  the 
obstetricians,  for  a total  of  half  the  number  of  physicians  in 
town.  Services  will  be  provided  for  a monthly  capitated  fee. 
Will  this  IPA  be  challenged? 

A:  Although  this  IPA  would  not  be  in  the  antitrust  safety 
zone  (due  to  having  more  than  30%  of  the  specialists  in 
the  market  area),  it  would  not  be  challenged  because  it 
does  not  hinder  the  ability  of  health  plans  to  contract  in- 
dividually with  area  physicians  or  with  other  physician  net- 
works, nor  would  it  enable  prices  to  rise  above  competitive 
levels.  In  addition,  the  IPA  has  incentives  to  cut  costs 
through  the  capitated  fees  arrangement. 

In  this  example,  it  is  significant  that  the  health  plans  re- 
quested formation  of  the  IPA,  suggesting  that  the  IPA 
would  offer  additional  efficiencies.  This  instance  appears 
to  be  a low-cost  method  for  the  health  plans  to  enter  an 
area  without  investing  in  costly  negotiations  to  identify 
and  contract  with  individual  physicians. 

It  is  also  significant  that  other  health  plans  have  previ- 
ously contracted  with  individual  physicians  in  town  and 
have  signed  up  a large  number  of  local  employees.  None  of 
these  plans  has  had  any  difficulty  contracting  with  indi- 
vidual physicians,  including  many  who  would  participate 
in  the  proposed  IPA. 


38 


TEXAS  MEDICINE 


★ DECEMBER  I 9 9 6 


Law 


Finally,  it  may  be  necessary  for  net- 
works to  have  a relatively  large  num- 
ber of  physicians  to  provide  adequate 
coverage  and  patient  choice  in  small 
towns.  If,  for  example,  there  were  only 
three  obstetricians  in  town,  a physi- 
cian network  could  never  have  less 
than  33%  of  the  obstetricians,  though 
it  would  be  impractical  to  have  less 
than  67%  in  order  to  provide  coverage 
for  one  another. 

Q:A  town  of  1 5,000  has  one  50-bed  hos- 
pital and  1 2 physicians.The  nearest  city 
is  25  miles  away,  to  which  many  resi- 
dents commute  and  use  for  higher  lev- 
els of  hospital  and  medical  care.  As  in 
the  preceding  question,  some  of  the 
city  health  plans  want  to  contract  with 
a network  on  a risk-sharing  basis  rather 
than  negotiate  with  individual  physi- 
cians and  the  hospital.  In  response,  the 
hospital  plans  to  establish  a PHO,  and 
all  physicians  on  the  active  staff  will  join. 
The  PHO  will  be  nonexclusive,  meaning 
that  physicians  can  join  other  managed 
care  plans.  Physicians  will  be  paid  on  a 
discounted  fee-for^service  basis,  and 
their  fees  will  be  negotiated  by  the 
PHO.  Will  this  PHO  be  challenged? 

A:  No,  because  of  several  factors: 

• The  PHO  shares  substantial  finan- 
cial risk  by  a pricing  agreement 
that  provides  incentives  to  achieve 
specified  cost-containment  goals. 

• The  managed  care  plans’  current 
practice  of  steering  patients  to  the 
city  indicates  that  PHO  physicians 
already  face  significant  competi- 
tion from  city  managed  care  plans 
and  physicians. 

• The  involvement  of  all  physicians 
in  town  was  necessary  to  respond 
to  the  competition.  So  long  as  the 
PHO  remains  nonexclusive  and 
PHO  physicians  are  willing  to  join 
other  managed  care  plans  if  and 
when  they  move  into  the  area, 
there  is  no  restraint-of-trade  issue. 
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Baylor  College  of  Medicine,  fourth  year.  Stanford  University  grad.  First  doctor  in  Florida  family. 

Thought  about  being  a journalist  before  choosing  medicine.  Plans  to  specialize  in  internal  medicine. 

Plays  soccer  and  tennis.  Serves  on  Texas  Medical  Association  Committee  on  Emergency  Medical  Services  and  Trauma. 
Has  pet  gerbil.  Dates  med  student  Amethyst  Werstein.  Looking  at  variety  of  locations  for  residency. 

An  up-close  look 

at  the  lives  of  two  medical  students 
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SHANNON  KILGORE 

The  University  of  Texas-Houston  Health  Science  Center,  fourth  year.  University  of  Texas  at  Austin  grad. 
Family  lives  in  Kerrville.  Thought  about  being  a doctor  after  breaking  arm  at  age  14. 

Hasn’t  decided  on  specialty.  Enjoys  running  and  weight  lifting.  Brother  is  a Hollywood  actor. 
Speaker  of  the  American  Medical  Association  Medical  Student  Section.  Prefers  California  for  residency. 
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“I  have  never  been  so 


to  learn  so  much  and  to  put  so  much  together  so  fast. 


At  times  it  K but  I love  being  pushed  as  far  as  I think  I can  go. 


“Medical  school  is  very  DEMANDING.  It  requires  a balancing  act. 


“It’s  very  I I R I N G . Sometimes  I feel  like  I never  sleep. 


Delivering  babies  is  a world  apart  from  anything  else  I have  done.  It's  AMAZING.” 


You  retain  one  or  two  patients  from  each  rotation  who  stand  out  in  your  mind  and  are  SPECIAL.” 


“My  friends  are  very  important  to  me,  and  being  with  them  is  a lot  of  fun. 
They  laugh  at  me  because  I am  always 


If  I have  an  extra  10  minutes,  that  means  I can  get  an  errand  done.” 


Living 


“There  are  times  when  you  have  to  make  SACRIFICES.  The  hardest  thing 
is  deciding  what  you  are  going  to  cut  out  of  your  life  for  periods  of  time. 

When  I am  on  a rigorous  rotation,  the  first  thing  that  goes  is  playing  soccer  and  tennis. 
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Medicine  is  P H E N 0 M M i\  II  , There  are  so  many  things  we  can  do  and  can’t  do. 
Science  progresses  so  much  faster  than  our  own  ethical  and  moral  preparedness.” 
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Passage 


“Studying  medicine  is  E X T R A 0 R D I N A R Y ■ I think  about  how  lucky  1 am 
to  get  this  opportunity  to  see  things  that  most  of  the  worlds  population  will  never  see. 


Medical  Economics 


Welfare  reform 

New  law  could  hurt  physicians,  hospitals,  and  patients 

By  LARRY  BeS AW,  Associate  editor 


ith  the  signing  of  the  new  federal  wel- 
fare reform  bill  last  August,  President 
Clinton  promised  it  would  And  welfare 
as  we  know  it.  ' Like  all  politically  based 
promises  — especially  those  made  in  the  heat  of  presiden- 
tial election  year  politics  — it  remains  to  be  seen  if  that 
truly  will  be  the  case. 

But,  the  bill  may  ultimately  have  a negative  impact  on 
Texas  physicians.  Doctors  in  Texas  and  other  border  states 
with  large  Medicaid  populations  and  high  numbers  of 
aliens,  both  legal  and  illegal,  will  see  federal  and  state  re- 
imbursement for  treating  many  of  them  disappear.  And 
while  reimbursement  may  go  away,  the  poor  and  their 
need  for  medical  care  will  not. 


“In  the  short  run,  denial  of  benefits  to 
illegal  aliens  and  to  newly  arriving  le- 
gal immigrants  will  be  the  major 
problem  for  physicians,”  said 
David  Marcus,  PhD,  director  of 
the  Texas  Medical  Association’s 
health-care  financing  depart- 
ment. “Certainly  this  will  even 
further  burden  the  emergency 
rooms  of  our  large  public  hos- 
pitals, and  it  will  set  back  the 
goal  of  improving  the  health  of 
poor  people  by  increasing  preven- 
tive services  and  by  finding  them 
medical  homes  within  the  Medi- 
caid program.  It  cuts  down  on  the 
availability  of  medical  services,  but 
it  does  not  in  any  way  address  the 
need  for  them.” 

South  Texas  and  the  Rio  Grande 
Valley  are  likely  to  be  the  hardest  hit. 

Antonio  Falcon,  MD,  is  one  of 
those  physicians  who  may  be  affected  by 


the  new  welfare  reform  law.  A family 
practitioner  in  Rio  Grande  City,  just 
up  river  from  McAllen  between  Laredo 
and  Brownsville,  Dr  Falcon  estimates 
that  illegal  aliens  account  for  35%  of 
the  births  in  his  community  of  14,000 
residents. 

“Our  worst  nightmare  is  for  the 
government  to  say  they’re  not  going  to 
pay  anybody  anything  for  care  given 
to  illegal  aliens,  but  we’re  going  to 
have  to  take  care  of  them.  It  certainly 
does  not  become  worth  it  to  practice 
obstetrics  unless  you’re  under  some 
kind  of  special  program,”  he  said. 

The  bill  gives  state  legislatures  the 
option  of  deciding  to  cover  illegal 
aliens  with  state  funds. 

Mike  McKinney,  MD,  the  state’s 
health  and  human  services  commis- 
sioner who  oversees  a program  provid- 
ing services  to  2.5  million  Medicaid 
recipients,  says  the  impact  on  Texas 
physicians  and  hospitals  “could  be 
dramatic,”  but  he  is  optimistic  that  it 
will  not  be. 

Some  patients  will  receive 
Medicaid  services  under  differ- 
ent eligibility  groups,  such  as 
Aid  to  Families  with  De- 
pendent Children  (AFDC). 
He  estimated  that  another 
472,000  children  will  be  cov- 
ered by  Medicaid  if  the  state  is 
successful  with  its  1115  waiver 
Medicaid  managed  care  program. 
While  that  would  statistically  offset 
losses  caused  by  the  welfare  reform 
bill,  he  says,  it  is  still  a hardship  on 
those  who  lose  their  eligibility. 

Texas  continues  to  operate  under  its 
own  welfare  reform  waiver,  which  sets  tar- 
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geted  limits  for  cash  assistance  based 
on  educational  work  and  literacy 
backgrounds,  and  also  requires  that 
recipients  sign  personal  responsibility 
agreements.  The  state  provides  transi- 
tional Medicaid  assistance  for  up  to 
1 8 months  after  a recipient  leaves  wel- 
fare for  work. 

Dr  McKinney  says  his  department 
will  do  everything  it  can  to  make  as 
many  deserving  people  as  possible  eli- 
gible for  benefits  and  to  lessen  the  loss 
of  physicians’  and  hospitals’  income. 
“I  think  we’re  going  to  find  a way  to 
cover  them.” 

Dr  McKinney  says  he  and  his  staff 
are  talking  with  officials  of  the  Health 
Care  Financing  Administration  (HCFA) 
to  see  if  there  is  a way  to  continue  re- 
ceiving federal  dollars.  “People  are  still 
going  to  get  sick,  and  they’re  still  going 
to  get  taken  care  of,  but  it  becomes  a 
question  of  whether  it  is  paid  for  by  lo- 
cal dollars  or  if  we  get  the  federal  Med- 
icaid match,  and  we  re  working  on  that.” 

The  bill 

It  carries  the  daunting  title  of  “The 
Personal  Responsibility  and  Work 
Opportunity  Reconciliation  Act  of 
1996.”  Passed  by  Congress  and  signed 
by  President  Clinton  during  elaborate 
White  House  ceremonies  on  August 
22,  it  takes  effect  on  January  1,  1997. 

Among  the  law’s  provisions  are  the 
following: 

• New  Temporary  Assistance  to 
Needy  Families  (TANF)  block 
grants  to  the  states  are  created. 

• The  federal  entitlement  to  cash 
welfare  assistance  is  eliminated. 


• A 5-year  lifetime  limit  on  the  re- 
ceipt of  cash  welfare  assistance  is 
imposed,  but  states  are  permitted 
to  exempt  up  to  20%  of  their  total 
caseloads  from  the  limits  based 
upon  individual  circumstances. 

• One  year  of  Medicaid  benefits  is 
available  to  people  who  leave  the 
welfare  rolls  for  work. 

• Noncitizens  are  ineligible  to  receive 
benefits  from  the  Supplemental  Se- 
curity Income  (SSI)  program  or 
food  stamps  unless  they  are  veter- 
ans of  the  US  military,  have  worked 
or  paid  taxes  in  the  United  States 
for  at  least  10  years,  or  until  they 
have  become  naturalized  citizens. 

• States  are  given  the  option  of  deny- 
ing Medicaid  to  noncitizens  who 
enter  the  United  States  after  the  day 
the  bill  was  enacted.  Dr  McKinney 
says  Texas  will  treat  legal  aliens  the 
same  as  citizens  here  before  August 
22,  1996,  to  the  extent  allowed  by 
HCFA  regulations.  Immigrants  ar- 
riving after  August  22  will  receive 
emergency  aid  only,  he  says. 

• Future  entrants  to  the  country  are 
prohibited  from  receiving  most 
federal  means-tested  benefits  dur- 
ing their  first  5 years  of  residence  in 
the  United  States. 

• Exemptions  to  ineligibility  are  pro- 
vided for  emergency  medical  ser- 
vices, emergency  disaster  relief, 
immunizations,  testing  for  and 
treatment  of  communicable  dis- 
eases, community  programs  neces- 
sary for  the  protection  of  life  or 
safety,  certain  housing  benefits  (only 
for  current  recipients),  licenses  and 
benefits  directly  related  to  work  for 
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which  a nonimmigrant  has  been  au- 
thorized to  enter  the  country,  and 
Social  Security  retirement  benefits 
protected  by  treaty  or  statute.  Also, 
exemptions  are  provided  for  aliens 
whose  deportation  has  been  with- 
held, refugees,  and  political  asylees 
for  5 years  after  they  were  granted 
their  respective  status. 

• Illegal  aliens  are  barred  from  re- 

ceiving all  federal  benefits  except 
emergency  medical  care,  immu- 
nizations, screening  or  treatment 
of  serious  communicable  diseases, 
and  in-kind  assistance  such  as  food 
or  blankets  distributed  during  nat- 
ural disasters.  Provisions  in  this 
section  of  the  bill  include  the  re- 
quired use  of  a valid  taxpayer  iden- 
tification number  on  all  tax  returns 
claiming  the  Earned  Income 

Credit  (EIC)  so  as  to  exclude  illegal 
aliens  from  EIC  benefits. 

• Eligibility  for  the  school  nutrition 

program  is  contingent  upon 

whether  the  student  is  legally  eligi- 
ble for  a free  public  education. 

The  cessation  of  Medicaid  benefits 
to  immigrant  recipients  may  take  a 
while  to  implement.  Health  News 
Daily  reports  that  Medicaid  immigrant 
enrollees  could  hold  onto  their  cover- 
age if  Congress  decides  to  modify  the 
welfare  bill  in  its  next  session.  The 
publication  says  HCFA  chief  Bruce 
Vladeck  told  state  Medicaid  directors 
at  their  annual  meeting  October  9 that 
people  who  lose  their  SSI  eligibility 
have  a right  to  a hearing  and  that  ben- 
efits will  continue  pending  the  out- 
come of  that  hearing.  “Even  after  a 

51 


Medical  Economics 


http://www.texmed.  ore 


Stop  by  for  a visit! 


Malpractice 

Insurance 


Wood/  Menna  & Company  has 
built  a reputation  for  our  integrity 
and  strong  knowledge  of  the  current 

marketplace. 

We  represent  the  majority  of 
carriers  writing  malpractice  insurance 
in  Texas.  Whether  you  are  in  solo  or 
group  practice  we  have  the  solution  to 
your  insurance  needs,  regardless 
of  your  specialty  or  loss  history 

Individual  and  Group  Physicians  and  Surgeons 
Liability  • Clinics  • Surgery  Centers  • Hospitals  • IPA's 
501's  • MSO's  • Multiple  Specialty  Practices* 

Individual  or  Group  Disability  Insurance 

Wood  / Menna  & Company 
(713)  358-9782 
(800)  856-9782 

wood  / menna@malpractice.com 


decision  from  that  fair  hearing  process, 
there  needs  to  be  a separate  recertifica- 
tion and  redetermination  process  for 
Medicaid  in  every  instance,”  Mr 
Vladeck  said.  That  would  give  Con- 
gress time  to  modify  the  bill,  which 
President  Clinton  said  he  would  ask 
Congress  to  do  if  he  were  reelected. 

In  another  development,  New  York 
City  Mayor  Rudolph  Giuliani  filed  a 
lawsuit  against  the  federal  government 
to  challenge  the  constitutionality  of 
the  law.  He  says  it  unfairly  targets  ille- 
gal aliens. 

The  impact 

While  the  provisions  of  the  bill  are 
known,  Dr  Marcus  says,  their  long- 
range  impact  on  physicians,  the  pa- 
tients they  care  for,  and  the  existing 
social  services  system  as  a whole  is  less 
certain.  Complicating  the  issue  is  that 
many  welfare  recipients  go  on  and  off 
the  welfare  rolls,  and  there  is  currently 
no  system  in  place  to  keep  accurate 
records  of  such  movement. 

“For  Medicaid  in  particular,  we 
know  the  law  requires  that  for  families 
on  welfare,  the  automatic  entitlement 
to  Medicaid  will  continue.  But  we 
also  know  that  the  entitlement  to 
Medicaid  will  no  longer  be  open- 
ended,”  he  said.  “One  issue  of  con- 
cern is  that  over  time,  a certain 
number  of  families  are  going  to  lose 
their  Medicaid  eligibility  unless  the 
state  chooses  to  fund  it.  More  imme- 
diately, we  know  that  illegal  aliens  and 
new  legal  immigrants  have  lost  all  en- 
titlement to  Medicaid.  That  will  have 
a major  impact  on  the  Medicaid  sys- 
tem, particularly  in  South  Texas.” 

Physicians  will  be  put  in  an  awk- 
ward position.  They  are  bound,  by 
duty  and  by  inclination,  to  provide  care 
for  all  those  who  need  it.  However, 
chances  are  that  they  sometimes  will  re- 
ceive no  compensation  for  their  efforts. 

The  physicians  hardest  hit  will  be 
those  who  can  least  afford  it,  Dr  Mar- 
cus says.  “Consider  that  physicians 
practicing  in  the  areas  where  loss  of 
Medicaid  is  going  to  be  the  greatest 
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problem  are  the  ones  who  have  the 
greatest  economic  difficulty  in  main- 
taining  their  practices  now."  It  will  be 
a “heroic  act”  for  some  physicians  to 
keep  their  doors  open,  Dr  Marcus 
says,  and  attracting  new  physicians, 
particularly  those  in  primary  care,  to 
underserved  areas  will  become  more 
and  more  difficult. 

Although  it  is  only  a month  before 
the  bill  becomes  law,  most  likely  it  will 
be  some  time  before  its  full  effects  are 
felt.  “I  don’t  think  on  January  1 , 
1997,  any  physician  is  going  to  find 
that  his  or  her  office  is  overwhelmed 
bv  patients  who  have  been  kicked  off 
Medicaid,”  Dr  Marcus  said. 

Worried  hospitals 

Physicians  are  not  alone  in  anticipat- 
ing the  pinch  of  welfare  reform.  Texas 
hospitals  may  be  in  the  same  boat.  Joe 
DaSilva,  vice  president  for  public  af- 
fairs of  the  Texas  Hospital  Association 
(THA),  says  the  state’s  hospitals  are 
concerned  because  cutting  off  benefits 
“doesn’t  stop  the  demand  on  the 
provider,  it  just  stops  the  reimburse- 
ment.” 

Another  point  of  confusion  is  that 
despite  provisions  in  the  bill  that  legal 
and  illegal  aliens  will  still  be  covered 
for  emergency  services,  the  bill  does 
not  define  what  constitutes  an  emer- 
gency. Other  federal  laws  require  hos- 
pital emergency  departments  to 
provide  at  least  an  initial  screening  to 
determine  if  an  emergency  exists  when 
any  patient  presents  to  the  emergency 
department.  That  leaves  hospitals 
wondering  if  they  will  be  reimbursed 
for  providing  emergency  treatment 
they  are  bound,  by  law,  to  provide. 

In  the  considerable  debate  as  to 
what  constitutes  an  emergency,  hospi- 
tals, for  example,  define  an  emergency 
as  any  situation  in  which  “someone’s 
health  and  safety  are  at  risk,”  Mr 
DaSilva  said.  “It’s  difficult  to  deter- 
mine sometimes,  especially  in  the  eye 
of  the  patient,  what  really  is  an  emer- 
gency. The  situation  that  the  patient  is 
in  today  can  become  an  emergency 
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tomorrow  if  it  is  not  treated.  Many 
folks  define  pregnancy  as  an  emer- 
gency at  the  time  of  delivery.” 

State  officials  say  the  Medicaid  defi- 
nition of  what  constitutes  an  emer- 
gency will  remain  intact.  Medicaid 
defines  an  emergency  as  “a  medical 
condition  (including  emergency  labor 
and  delivery)  that  manifests  itself  by 
acute  symptoms  of  sufficient  severity 
(including  severe  pain)  that  if  not  im- 
mediately treated  could  reasonably  be 
expected  to  result  in  one  of  the  follow- 
ing: placing  the  patient  in  serious  jeop- 
ardy, serious  impairment  to  bodily 
functions,  and  serious  dysfunction  of 
any  bodily  organ  or  part.” 

Ron  Anderson,  MD,  chief 
executive  officer  of  Parkland 
Memorial  Hospital  in  Dallas, 
estimates  that  welfare  reform 
and  the  inability  to  retroac- 
tively certify  patients  for  Med- 
icaid, especially  women  and 
children,  could  cost  his  hospital 
up  to  $25  million  a year.  He 
says  that  could  force  Parkland 
to  seek  a tax  increase  from  the 
public,  but  he  doubts  there 
would  be  much  voter  senti- 
ment in  favor  of  a tax  hike. 

“The  physicians  and  hospitals 
have  to  render  the  care.  This  re- 
ally represents  an  unfunded 
mandate,”  he  said. 

Furthermore,  he  says,  some 
provisions  in  the  law  could  turn 
physicians  and  hospitals  into 
border  police.  States  have  to  re- 
port illegal  aliens  to  the  Immigration 
and  Naturalization  Service  four  times  a 
year.  “But  since  the  state  doesn’t  have  a 
direct  encounter  with  the  patient,  it 
would  then  fall  back  potentially  to  the 
public  hospitals.  Logically,  they  will 
come  and  ask  us  to  do  it,  which  places 
the  physicians  in  an  untenable  posi- 
tion. The  first  thing  physicians  should 
do  is  do  good  for  their  patients,  but  if 
they  can’t  do  good,  their  duty  is  then  to 
do  no  harm.  Physicians  take  an  oath  to 
follow  these  ethical  standards,  which 
include  confidentiality,  privacy,  and  re-  I 


spect  for  personhood  and  autonomy. 
In  the  1930s,  physicians  in  Germany 
were  expected  to  identify  Jewish  peo- 
ple. We  know  the  end  result  of  that  ex- 
perience.” 

From  a health  standpoint,  Dr  An- 
derson says,  the  inability  to  provide  pre- 
ventive medical  services  to  illegal  aliens 
and  the  requirement  to  turn  them  in 
may  result  in  more  serious  problems. 
“If  hospitals  serve  as  the  places  to  catch 
people  who  come  in  illegally,  they  may 
not  come  in  until  they  are  very  sick.” 

Fear  of  deportation  may  make  ille- 
gal alien  families  reluctant  to  seek  care 
for  their  children,  even  though  the 


children  are  American  citizens  because 
they  were  born  in  this  country.  “No- 
body’s thought  about  what  impact 
this  could  have  on  the  child  as  an 
American,”  Dr  Anderson  said.  “It’s 
time  for  the  federal  government  to  en- 
force immigration  laws  and  not  expect 
us  to  try  to  do  it  for  them.”  ★ 


“It’s  difficult  to 
determine 

sometimes,  especially 
in  the  eye  of  the 
patient,  what  really 
is  an  emergency.The 
situation  that  the 
patient  is  in  today 
can  become  an 
emergency  tomorrow 
if  it  is  not  treated. 
Many  folks  define 
pregnancy  as  an 
emergency  at  the 
time  of  delivery.” 
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TB  roars  back 

An  ancient  killer  returns 

By  Teri  Lee  Jones,  Associate  editor 


Nore  than  40  years  after  its  cure  was  discov- 
ered, the  disease  that  took  the  lives  of 
Eleanor  Roosevelt,  Doc  Holliday,  and 
Vivien  Leigh  is  making  a deadly  comeback 
in  the  United  States  and  in  other  industrialized  countries. 
Unfortunately,  tuberculosis  (TB)  had  never  left  the  Third 
World.  Almost  everyone  in  Africa  and  Asia  knows  some- 
one who  has  been  sick  with  TB  or  who  has  died  of  it,  ac- 
cording to  World  Health  Organization  (WHO)  reports. 


TB’s  global  rap  sheet  is  horrifying.  It  wipes  out  3 million 
people  every  year,  killing  more  adults  than  any  other  infec- 
tious disease.  One  third  of  the  world’s  population  is  now  in- 
fected, and  at  the  current  rate,  an  estimated  100  million 
more  will  die  of  TB  in  the  next  40  years.  But  perhaps  the 
most  dreadful  reality  is  that  multidrug-resistant  strains 
could  knock  the  world  back  into  the  preantibiotic  era. 

Along  the  US-Mexico  border,  TB  persists  at  rates  higher 
than  the  national  average  for  both  countries.  In  the  Rio 
Grande  Valley,  TB  rates  are  twice  the  US  national  average. 
Although  Texas  has  8%  of  the  nation’s  population,  it  con- 
tributes 10%  of  US  annual  7B  morbidity. 

Recognizing  the  need  to  address  this  growing  epidemic, 
the  Texas  Medical  Association  joined  the  Binational  Tuber- 
culosis Elimination  Campaign  that  officially  kicked  off  in 
February.  The  campaign  joins  public  health  officials  from 
10  border  states  in  the  United  States  and  Mexico  to  create 
an  umbrella  group  for  TB  projects. 

Why  a rise  now? 

Tuberculosis  has  long  been  a disease  of  crowding  and 
poverty.  It  had  begun  to  decline  in  industrialized  Western 
countries  even  before  antibiotics  became  available,  thanks 
to  improved  social  and  economic  conditions.  And  while 
TB  raged  on  in  poorer  regions,  wealthier  nations  had  all 
but  controlled  it  within  their  borders.  “All  that  changed  in 
the  mid  1980s,”  said  Robert  Longfield,  MD,  clinical  di- 
rector of  the  Texas  Center  for  Infectious  Disease  in  San  An- 
tonio. “Although  it  had  never  really  left  the  radar  screen, 
TB  came  roaring  back  to  a certain  extent.” 


Increased  immigration  to  the  United 
States  from  Mexico  in  the  late  ’70s  and 
early  '80s,  and  city  and  state  budget  cuts 
that  eliminated  or  reduced  many  TB 
programs,  contributed  to  its  higher 
prevalence  today,  according  to  Dr  Long- 
held.  Incomplete  treatment  is  linked 
with  the  rise  in  multidrug-resistant 
strains,  and  when  patients  migrate  back 
and  forth  between  the  two  countries, 
treatment  often  gets  interrupted  or  even 
stopped.  An  added  complication  is  that 
treatment  protocols  differ  in  the  United  States  and  Mexico. 

The  1980s  brought  the  HIV  virus,  as  well,  and  with  it 
more  cases  of  I B.  The  disease  is  now  common  in  AIDS  pa- 
tients, who  typically  get  sick  faster  after  infection  and 
progress  medically  more  quickly  than  others.  “Everybody 
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focuses  on  the  border,  and  there  is  a 
problem  there.  But  we  have  twice  as 
many  cases  in  our  big  cities  as  we  do 
along  the  border,”  said  Mike  Kelley, 
MD,  chief  of  the  Texas  Department  of 
Health  (TDH)  bureau  of  communi- 
cable disease  control.  Dr  Kelley  notes 
that  big  cities  have  large  immigrant 
populations  and  more  AIDS  patients, 
intravenous-drug  users,  and  homeless 
persons  — all  1 B high-risk  groups. 

Cultural  barriers  contribute  to  the 
diseases  rise  as  well,  according  to  Dr  Kel- 
ley. Beliefs  in  some  Southeast  Asian  and 
Hispanic  cultures  that  TB  is  a shameful 
or  even  incurable  disease  discourage  in- 
dividuals from  seeking  treatment. 

While  Texas  physicians  in  in- 
ner cities  and  in  border  areas  see 
TB  frequently,  the  average 
physician  practicing  in  Texas 
will  encounter  a TB  patient  only 
once  every  10  years,  according 
to  some  estimates.  “Treatment 
of  TB  has  become  kind  of  a lost 
art,”  said  Dr  Longfield.  “Even 
most  modern  medical  schools  in 
this  country  have  not  empha- 
sized its  treatment.  Basic  knowl- 
edge was  not  kept  in  the 
forefront  of  medical  education 
or  continuing  medical  educa- 
tion because  TB  was  thought  to 
be  an  extinct  disease.  As  a result, 
many  physicians  are  not  familiar 
with  how  to  manage  it,  and 
some  of  the  old  mistakes  we  learned  to 
avoid  in  the  past  are  being  made  today.” 

For  example,  when  a case  of  drug- 
resistant  I B is  found,  patients  are 
sometimes  treated  with  an  inadequate 
drug  regimen  that  leads  to  additional 
resistance,  Dr  Longfield  says.  “You 
don’t  add  a single  drug  to  a failing  reg- 
imen. That’s  one  of  the  classic  princi- 
ples of  TB  therapy.” 

TMA  President  Hugh  Lamensdorf, 
MD,  who  is  active  in  the  binational 
campaign,  admits  he  was  once  unaware 
of  how  ubiquitous  TB  had  become. 
My  impression  as  a urologist  was  that 
LB  was  on  the  rise  mainly  in  the  AIDS 
population,”  Dr  Lamensdorf  said.  “I 


was  shocked  to  find  that  it  is  so  preva- 
lent in  the  world,  and  I certainly  didn’t 
realize  how  contagious  it  is.  This  is  not 
just  a disease  of  crowding  and  poverty 
anymore.  Patients  have  infected  others 
on  intercontinental  airplane  Bights.  The 
disease  has  great  implications  for  public 
health,  and  not  just  in  poor  areas.” 

The  fact  that  TB  has  been  consid- 
ered a disease  of  the  underclass  has 
greatly  contributed  to  its  rise,  accord- 
ing to  Dr  Longfield.  “I  think  in  this 
country,  the  biggest  concern  is  apathy.” 

Fighting  back 

Educating  physicians  is  one  of  the  first 
challenges  in  combating  TB,  accord- 


ing to  Dr  Longfield.  “Patients  are  still 
being  given  medicine  to  take  on  their 
own,  and  we  know  that’s  associated 
with  a high  failure  rate.” 

Public  health  workers  the  world 
over  say  directly  observed  treatment 
(DOT)  is  crucial  in  reducing  TB. 
DOT  is  a treatment  method  where  a 
health-care  worker  watches  a patient 
take  each  and  every  dose  of  medicine. 
According  to  Dr  Longfield,  studies 
have  shown  that  when  patients  are 
managed  using  DOT,  not  only  do  they 
get  well  more  reliably,  the  rate  of  drug- 
resistant  FB  also  declines  dramatically. 

But  no  amount  of  clinical  diligence 
will  stem  the  rise  ofTB  if  limited  gov- 


ernmental resources  are  not  placed 
where  they  will  do  the  most  good.  Dr 
Kelley  says  a priority  must  be  to  focus 
more  resources  on  high-risk  popula- 
tions to  prevent  transmission.  “We 
have  more  cases  of  TB  transmission 
here  and  now  than  we  did  10  years 
ago.  If  we  try  to  prevent  future  cases 
without  decreasing  the  amount  of 
transmission  now,  it’s  just  going  to 
take  longer  to  eliminate  TB.” 

For  example,  school  screenings  in 
low-risk  populations  would  seem  to 
be  a low-cost  activity.  But  TDH  must 
do  extensive  follow-up  for  positive 
skin  tests,  says  Dr  Kelley.  A more  pro- 
ductive way  to  reduce  transmission  is 
to  target  high-risk  groups  such  as  pris- 
oners or  HIV-positive  people.  “School 
screening  does  not  do  a whole  lot  in 
the  short  term.  That’s  a 20-  to  40-year 
strategy.  We  can  be  more  effective  if 
we  concentrate  on  high-risk  groups.” 

In  Texas,  health  department  work- 
ers attempt  to  make  personal  contact 
with  every  TB  patient  reported,  with 
follow-up  skin  tests  done  on  those 
with  whom  they  have  had  close  con- 
tact, such  as  family  members,  friends, 
and  coworkers.  Preventive  therapy  is 
offered  to  TB-infected  persons.  Last 
year,  public  health  workers  made 
more  than  10,000  such  personal  con- 
tacts. While  patient  confidentiality  is 
strictly  maintained  when  notifying 
contacts  of  exposure,  it  is  not  uncom- 
mon for  them  to  already  know  and  to 
have  considerable  anxiety  about  it. 

Such  public  health  interventions 
help  halt  the  disease’s  spread  and  provide 
health  education  to  people  who  would 
otherwise  not  receive  it.  “Providers  may 
not  realize  that  there  is  an  important 
public  health  response  to  each  reported 
case  of  tuberculosis,”  Dr  Kelley  said. 

Texas  physicians  are  required  to  re- 
port any  suspected  cases  of  TB  within  1 
working  day  to  their  local  health  depart- 
ments, either  by  mail  or  by  calling  (800) 
705-8868.  And  while  physician  report- 
ing in  this  state  is  good,  Dr  Kelley  says, 
hesitancy  still  lingers  among  some 
physicians  concerned  about  patient  con- 


“This  is  not  just  a 
disease  of  crowding 
and  poverty  anymore. 
Patients  have 
infected  others  on 
intercontinental 
airplane  flights.The 
disease  has  great 
implications  for  public 
health,  and  not  just  in 
poor  areas.” 
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fidentialiry.  “Physicians  are  doing  a good 
job  of  thinking  more  about  TB  and  test- 
ing for  it,”  Dr  Kelley  said.  “All  they  have 
to  do  is  report  the  cases,  and  we'll  go  out 
and  do  the  contact  investigations." 

Border  campaign 

The  excitement  and  sense  of  purpose 
was  almost  tangible  in  Austin  this 
February  at  the  first  meeting  of  the  Bi- 
national Tuberculosis  Elimination 
Campaign.  Speakers  included  the  US 
assistant  secretary  for  health,  the  Texas 
commissioner  of  health,  and  the  con- 
sul general  of  the  Mexican  consulate 
in  Austin.  The  campaign  is  the  first  of 
its  kind. 

“There  are  so  many  knowledgeable 
physicians,  politicians,  and  public  health 
providers  on  both  sides  of  the  border 
who  are  very  involved  in  this  project, 
Dr  Lamensdorf  said.  “They  bring  a great 
deal  of  experience  and  knowledge  to  the 
problem.”  The  campaign’s  mission  is  to 
strengthen  control  programs  on  both 
sides  of  the  border  and  to  promote  co- 
operation between  the  two  countries  to 
reduce  morbidity,  mortality,  and  disease 
transmission.  Campaign  initiatives  in- 
clude state-to-state  agreements,  provider 
education,  public  education  campaigns, 
an  Internet  web  site,  and  initiatives  to 
get  private  businesses  involved  in  elimi- 
nating TB  in  the  workplace. 

There’s  room  for  optimism,  some 
physicians  say,  even  as  government 
funds  allocated  to  public  health  dwin- 
dle. “We’re  in  a very  resource-sparse  en- 
vironment,” Dr  Kelley  said.  But  as 
long  as  we  focus  on  scientifically  sound, 
high-yield  activities,  we  can  continue  to 
bring  TB  back  under  control.”  ★ 
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Screening  for  breast  and  prostate  cancer: 
a survey  of  Texas  primary  care  physicians 


Screening  for  breast  and  prostate  can- 
cer is  underutilized , and  according  to 
previous  studies,  physicians  often  fail  to 
comply  with  recommended  screening 
guidelines.  We  surveyed  Texas  physi- 
cians to  determine  their  screening  be- 
haviors and  their  compliance  with 
national  recommendations.  For  women 
aged  40  through  49 years,  75.5%  of 
respondents  recommend  mammography 
every  1 to  2 years,  and  8.4%  suggest  it 
annually.  For  women  50 years  and 
older,  16.1%  of  clinicians  screen  every 
1 to  2 years,  and  81.4%o  recommend 
annual  mammography.  Thus,  71.7%) 
of  physicians  match  or  exceed  the 
American  Cancer  Society  guidelines  for 
screening  mammography  in  women  40 
years  and  older.  Texas  physicians  also 
report  a high  rate  of  prostate  cancer 
screening,  with  more  than  90%  of  re- 
spondents offering  testing  by  age  60 
years.  The  screening  method  preferred 
by  72.0%o  of  clinicians  combines  digi- 
tal rectal  examination  and  the 
prostate-specific  antigen  blood  test. 
Overall,  the  screening  practices  re- 
ported by  this  sample  of  Texas  physi- 
cians compare  very  favorably  with 
those  reported  by  other  groups. 


From  the  Department  of  Medicine,  Baylor 
College  of  Medicine,  Houston,  Tex.  Send  cor- 
respondence to  Mr  Kripalani,  Center  for 
Cancer  Control  Research,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  ST924,  Hous- 
ton, TX  77030. 


Sunil  Kripalani 
Armin  D.  Weinberg,  PhD 
H.  Paul  Cooper,  MA 

Breast  cancer  is  the  most 
commonly  diagnosed  cancer  in 
women  and  the  second  leading 
cause  of  cancer-related  death  in 
women.  Prostate  cancer  holds  an  iden- 
tical position  among  men  (1). 

Guidelines  for  breast  and 

PROSTATE  CANCER  SCREENING 

To  promote  the  early  detection  and 
treatment  of  breast  cancer,  the  Ameri- 
can Cancer  Society  (ACS)  recom- 
mends that  women  have  a baseline 
screening  mammogram  by  age  40 
years,  a mammogram  every  1 to  2 
years  from  ages  40  through  49  years, 
and  an  annual  mammogram  thereafter 
(2).  Until  recently,  the  National  Can- 
cer Institute  (NCI),  American  College 
of  Obstetrics  and  Gynecology,  Ameri- 
can Medical  Association,  and  Texas 
Cancer  Council  all  offered  similar  or 
identical  guidelines.  The  value  of 
screening  mammography  has  been 
borne  out  in  the  literature,  which  de- 
scribes a 20%  to  39%  reduction  in 
breast  cancer  mortality  (3-5).  Never- 
theless, some  disagreement  has  arisen 
over  the  use  of  this  test,  particularly  for 
women  younger  than  50  years  (6—9). 
In  fact,  the  NCI  recently  withdrew  its 
mammography  recommendation  for 
women  younger  than  50  years  and  re- 
duced its  statement  for  older  women 
to  recommend  screening  mammogra- 
phy every  1 to  2 years  (10,1 1). 

To  screen  for  prostate  cancer,  the 
ACS  recommends  that  men  receive  an 
annual  digital  rectal  examination 
(DRE)  starting  at  age  40  years,  as  well  as 
an  annual  prostate-specific  antigen 
(PSA)  blood  test  beginning  at  age  50 
years.  If  either  the  DRE  or  the  PSA  level 
is  suspicious  for  prostate  cancer,  further 
evaluation  should  be  performed  using 
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transrectal  ultrasound  (TRUS)  (2).  Re- 
cent reviews  support  the  combined  use 
of  DRE  and  PSA  to  detect  clinically  sig- 
nificant prostate  cancer  (12-14),  and 
surveys  of  primary-care  physicians  as 
well  as  urologists  have  demonstrated 
support  for  screening  (15-18).  Never- 
theless, this  strategy  is  not  universally 
accepted  (19-24).  The  crux  of  the  de- 
bate is  the  argument  that  many  cases  of 
prostate  cancer  are  clinically  insignifi- 
cant and  that  overzealous  use  of  early 
detection  techniques  with  subsequent 
treatment  may  have  little,  if  any,  posi- 
tive impact  on  morbidity  and  mortality, 
while  causing  great  financial  stress  on 
the  health-care  system.  I his  controversy 
will  likely  continue  until  results  are 
available  from  large,  randomized,  con- 
trolled trials  that  are  now  under  way, 
comparing  screened-versus-unscreened 
and  treated-versus-untreated  patients 
(25,26). 

Utilization  of  screening 

In  the  face  of  inconsistent  guidelines 
for  cancer  screening,  several  surveys 
have  been  conducted  to  assess  physi- 
cians’ attitudes  and  practices.  These 
surveys  show  that  screening  tradition- 
ally has  been  underutilized,  although 
it  has  seen  an  increase  in  recent  years. 
In  1984,  the  ACS  found  that  only 
49%  of  all  physicians  surveyed  would 
order  a mammogram  for  an  asympto- 
matic woman  with  no  personal  his- 
tory of  cancer  (27).  In  1989  this  figure 
jumped  to  96%.  The  percentage  of 
physicians  reporting  practices  that 
matched  or  exceeded  ACS  guidelines 
for  mammography  increased  also  over 
this  period,  from  1 1%  to  37%  (28). 

Prostate  cancer  screening  witnessed 
a more  modest  increase  in  the  ACS 
surveys.  In  1989,  the  ACS  guidelines 
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tor  physical  examination  of  the 
prostate  were  followed  or  exceeded  by 
48%  of  physicians,  representing  a rise 
of  7%  over  similar  data  from  1984 
(28).  Availability  and  utilization  of  the 
PSA  test  increased  substantially  over 
this  period,  as  did  use  of  TRUS  (29). 
Further  spread  of  PSA  testing  oc- 
curred after  1 992,  when  the  ACS  be- 
gan including  this  test  in  its  guidelines 
for  early  detection  (15,30). 

Some  studies  have  demonstrated  a 
relationship  between  cancer  screening 
practices  and  several  physician  charac- 
teristics, including  gender,  age,  prac- 
tice setting,  specialty,  and  type  of 
degree.  Male  physicians  more  fre- 
quently offer  DRE,  and  female  physi- 
cians more  frequently  recommend 
mammography  to  their  patients 
(31-34).  Older  physicians  and  those 
in  solo  practices  tend  to  be  more  con- 
servative about  screening  (34—39). 
Obstetrician-gynecologists  consistently 
recommend  screening  more  often 
than  do  other  specialists  and  more  fre- 
quently initiate  discussions  about 
mammography  (34,35,40,41).  Finally, 
doctors  of  osteopathic  medicine  re- 
port less  frequent  cancer  prevention 
and  screening  practices  than  do  doc- 
tors of  medicine  (36).  Note,  however, 
that  these  trends  have  not  been  found 
in  many  other  similar  studies. 

1 he  purpose  of  the  present  study  was 
to  survey  the  beliefs  and  practices  of 
Texas  physicians  with  respect  to  breast 
and  prostate  cancer  screening.  Further- 
more, our  study  was  designed  to  exam- 
ine the  effects  of  several  physician 
characteristics,  including  gender,  spe- 
cialty, year  of  graduation,  type  of  degree, 
and  practice  setting.  The  study  was  con- 
ducted as  part  of  a statewide  longitudi- 
nal survey  of  primary  care  physicians. 
This  ongoing  project  is  administered  by 


the  Center  for  Cancer  Control  Research 
at  Baylor  College  of  Medicine,  under 
the  supervision  of  the  Physician  Oncol- 
ogy Education  Program  of  the  Texas 
Medical  Association,  with  funding  from 
the  Texas  Cancer  Council. 

Method 

A sample  of  700  physicians  was  chosen 
randomly  from  a master  database  of 
the  12,806  primary-care  physicians 
practicing  in  Texas.  A loose  definition 
ol  “primary-care  physician”  was 
adopted  to  include  specialties  such  as 
general  surgery  and  obstetrics-gynecol- 
ogy, which  play  an  important  role  in 
cancer  detection  and  treatment.  Pedia- 
tricians were  also  given  the  opportu- 
nity to  participate  because,  in  some 
cases,  they  advise  or  treat  adults  as 
well.  The  master  list  was  constructed 
from  data  files  obtained  through 
TMA,  the  Fexas  Osteopathic  Medical 
Association  (TOMA),  and  the  Texas 
State  Board  of  Medical  Examiners.  In- 
formation on  each  physician  included 
name,  address,  specialty,  year  of  gradu- 
ation, type  of  degree,  practice  setting, 
and  state  license  number.  Gender  was 
available  for  94.1%  of  the  sample. 

To  increase  the  likelihood  of  partic- 
ipation, subjects  were  first  mailed  a 
personalized  letter  of  introduction  that 
described  the  project.  The  survey  itself 
arrived  shortly  thereafter,  with  a re- 
quest to  respond  within  1 week.  Non- 
respondents were  sent  a second  survey 
with  a request  for  immediate  response. 

Forty-four  (6.3%)  of  the  700  sur- 
vey forms  mailed  were  returned  as  un- 
deliverable. Of  the  remaining  656 
surveys,  254  (38.7%)  were  completed 
and  returned.  Respondents  chose 
their  answers  from  a series  of  choices 
listed  after  each  question  and  were 


given  also  the  option,  “This  question 
is  not  relevant  to  my  practice.”  Ex- 
cluding answers  of  “not  relevant,”  the 
number  ol  responses  for  a given  ques- 
tion varied  from  approximately  170 
for  prostate  cancer  topics  to  approxi- 
mately 235  for  breast  cancer  ques- 
tions. “Not  relevant”  answers  are 
excluded  from  the  results  presented 
below.  See  Fig  1 for  survey  questions. 

Results 

Sample  characteristics 
Of  the  254  respondents,  236  (92.9%) 
carried  a doctor  of  medicine  degree  and 
18  (7.1  %)  were  doctors  of  osteopathic 
medicine.  Most  were  in  solo  practice 
(53.6%),  and  the  remainder  belonged 
to  a group  practice  (37.9%),  hospital- 
based  setting  (5.1%),  veterans’  admin- 
istration and  public  health  system 
(3.0%),  or  military  practice  setting 
(0.4%).  Medical  specialties  had  the  fol- 
lowing representation:  family  practice 
(28.7%),  internal  medicine  (20.5%), 
obstetrics-gynecology  (20.5%),  general 
surgery  (13.8%),  general  practice 
(9.1%),  pediatrics  (5.9%),  gynecology 
(1.2%),  and  general  preventive  medi- 
cine (0.4%).  (Pediatricians  answered 
“not  relevant”  to  every  question  and, 
therefore,  were  dropped  from  the  data 
analysis.  Gynecology  and  general  pre- 
ventive medicine  are  not  discussed  in- 
dividually because  they  had  so  few 
representatives,  3 and  1,  respectively. 
However,  these  physicians’  responses 
are  included  in  the  analysis.)  The  ma- 
jority of  respondents  were  TMA  mem- 
bers (83.9%),  and  several  were  TOMA 
members  (3.9%).  Most  respondents 
were  male  (85.4%).  The  mean  year  of 
graduation  was  1972  ( SD  = 12.5 
years),  and  this  point  was  used  to  di- 
vide the  sample  to  compare  younger 
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Fig  1.  Survey  questions. 

1.  What  frequency  of  routine  screening  mammography  do  you  recommend  for  women  ages  40 
to  49? 

2.  What  frequency  of  routine  screening  mammography  do  you  recommend  for  women  age  50 
and  older? 

3.  Beginning  in  1987  the  National  Cancer  Institute  (NCI),  the  American  Cancer  Society,  the 
American  College  of  Obstetrics  and  Gynecology,  the  American  Medical  Association,  and  the 
Texas  Cancer  Council  all  recommended  routing  screening  mammography  every  1-2  years  for 
women  ages  40  to  49  and  every  year  for  women  age  50  and  older.  The  NCI  recently  withdrew 
its  recommendation  for  routine  screening  mammography  of  women  under  age  50  and  re- 
duced its  recommendation  for  women  50  and  older  to  routine  screening  mammography  every 
1-2  years.  Did  these  changes  in  the  NCI  recommendations  on  routine  screening  mammogra- 
phy influence  you  to  modify  your  recommendations  to  your  patients? 

4.  How  would  a reduction  in  insurance  reimbursement  forcing  patients  to  pay  more  for  screen- 
ing mammography  affect  your  practice? 

5.  In  your  daily  practice,  at  what  age  do  you  begin  to  offer  prostate  cancer  screening  to  asymp- 
tomatic men? 

6.  If  you  do  offer  prostate  cancer  screening  to  asymptomatic  men,  what  test(s)  do  you  perform? 

7.  Please  indicate  on  the  scale  below  how  confident  you  are  in  your  ability  to  detect  palpable  ab- 
normalities of  the  prostate  during  a digital  rectal  exam.  (Scale  from  1 to  10,  where  1 is  “com- 
pletely confident,”  5 or  6 is  “somewhat  confident,”  and  10  is  “not  at  all  confident.”) 

8.  During  routine  DREs  in  males,  do  you  check  the  prostate? 

DRE  = digital  rectal  examination. 


Table  1.  Mammography  recommendations  for  women  aged  40  through  49  years  by  physician 
specialty. 


N 

Every  1 -2  Years  (%) 

Annually  (%) 

Obstetrician-gynecologists 

52 

88.5 

1.9 

General  surgeons 

35 

77.1 

11.4 

Family  practitioners 

72 

76.4 

8.3 

Internists 

51 

68.6 

9.8 

General  practitioners 

23 

60.9 

17.4 

All  respondents 

237 

76.5 

8.4 

physicians  with  more  senior  physicians. 
The  sample  was  compared  to  the  pop- 
ulation of  Texas  physicians  on  several 
measures  (including  type  of  degree, 
specialty,  and  gender)  and  was  found  to 
be  representative. 

Analysis  of  respondents  versus  non- 
respondents revealed  no  significant  dif- 
ferences by  gender,  specialty,  year  of 
graduation,  type  of  degree,  or  practice 
setting.  While  membership  in  TOMA 
had  no  significant  effect,  TMA  members 
did  have  a higher  response  rate  than 


nonmembers,  %:(1,  n = 254)  = 14.30, 
P < .0005.  General  surgeons  responded 
with  the  greatest  frequency  (59.3%),  fol- 
lowed by  obstetrician-gynecologists 
(49.1%),  family  practitioners  (42.4%), 
general  practitioners  (32.4%),  internists 
(32.3%),  and  pediatricians  (18.5%). 

Screening  mammography  for  women 
aged  40  through  49  years 
Most  physicians  (75.5%)  reported  that 
they  recommend  screening  mammog- 
raphy every  1 to  2 years  for  women 


aged  40  through  49  years,  and  8.4% 
recommend  it  annually.  Several  physi- 
cians (3.8%)  do  not  use  mammogra- 
phy at  all  in  this  age  group,  and  12.2% 
replied  “other.” 

Responses  varied  significantly  by 
physician  specialty,  %’(18,  n = 237)  = 
38.68,  P < .005.  A high  percentage  of 
obstetrician-gynecologists  recommend 
mammography  every  1 to  2 years  when 
compared  with  other  primary  care 
physicians.  Interestingly,  general  prac- 
titioners reported  the  greatest  use  of 
annual  mammography  in  this  age 
group  (Table  1). 

No  significant  difference  was 
found  by  physician  gender,  year  of 
graduation,  or  type  of  degree.  In  addi- 
tion, no  difference  was  found  to  sepa- 
rate solo  practitioners  from  their 
counterparts  in  groups  or  hospital- 
based  practices. 

Screening  mammography  for  women  50 
years  and  older 

For  women  50  years  and  older,  most 
physicians  (81.4%)  reported  that  they 
recommend  annual  mammography.  A 
substantial  percentage  (16.1%)  rec- 
ommend the  test  every  1 to  2 years, 
and  2.5%  replied  “other.”  No  one  re- 
ported not  recommending  mammog- 
raphy in  this  age  group. 

Again,  physician  specialty  was  re- 
lated significantly  to  responses,  X:(12, 
n = 236)  = 25.76,  P < .05.  A higher 
percentage  of  obstetrician-gynecolo- 
gists stated  that  they  recommend  an- 
nual mammography  for  women  50 
years  and  older,  followed  by  general 
surgeons,  family  practitioners,  in- 
ternists, and  general  practitioners. 
Conversely,  general  practitioners  are 
more  likely  than  other  primary  care 
physicians  to  recommend  mammog- 
raphy every  1 to  2 years  (Table  2). 
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Table  2.  Mammography  recommendations  for  women  aged  50  years  and  older  by  physician 
specialty. 


N 

Every  1-2  Years  (%) 

Annually  (%) 

Obstetrician-gynecologists 

52 

5.8 

92.3 

General  surgeons 

35 

8.6 

85.7 

Family  practitioners 

72 

18.1 

80.6 

Internists 

50 

24.0 

74.0 

General  practitioners 

23 

30.4 

69.6 

All  respondents 

236 

16.1 

81.4 

Table  3.  Age  at  which  clinicians  begin 

to  offer  prostate 

cancer  screening  by  physician  specialty. 

Age  40-49 

Age  50-59 

Before  Age  60 

N 

(%) 

(%) 

(%) 

Family  practitioners 

68 

52.9 

42.6 

95.5 

Internists 

50 

44.0 

46.0 

90.0 

General  surgeons 

22 

31.8 

45.5 

77.3 

General  practitioners 

22 

27.3 

68.2 

95.5 

All  respondents 

162 

43.8 

47.5 

91.3 

Physicians  who  graduated  after 
1972  recommend  annual  mammo- 
grams more  frequently  (85.6%)  than 
those  who  graduated  in  1972  or  ear- 
lier (76.2%),  x2(2,  n = 237)  = 8.68,  P 
< .05.  No  significant  difference  was 
found  by  the  physician’s  gender,  type 
of  degree,  or  practice  setting.  No  dif- 
ference was  found  to  separate  solo 
practitioners  from  their  counterparts 
in  a group  or  hospital-based  practice. 

Impact  of  the  change  in  NCI 
recommendations 

Concerning  the  recent  change  in  NCI 
recommendations  for  screening  mam- 
mography, 78.3%  of  physicians 
replied  that  their  own  recommenda- 
tions were  not  affected  by  the  revision, 
whereas  11.9%  were  influenced.  The 
remainder  (9.8%)  had  not  heard 
about  the  new  statement. 

Impact  of  a reduction  in  insurance  reim- 
bursement for  screening  mammography 
Few  physicians  (3.6%)  reported  that  a 
reduction  in  insurance  reimbursement 
would  affect  their  own  mammogra- 
phy recommendations.  A substantially 
higher  percentage  (74.8%)  felt  that 
patients'  compliance  would  be  influ- 
enced, and  9.9%  replied  that  both 
would  be  affected.  The  remainder 
( 1 1 .7%)  thought  that  neither  would 
be  influenced. 

Method  of  prostate  cancer  screening 
Most  physicians  (72.0%)  reported 
that  they  screen  for  prostate  cancer 
with  both  DRE  and  PSA,  while 
12.2%  use  only  PSA  and  6.7%  use 
only  DRE.  Three  physicians  (1.8%) 
reported  that  they  screen  with  DRE, 
PSA,  and  TRUS,  whereas  3.7%  offer 
no  screening  at  all,  and  an  equal  per- 
centage replied  “other.” 


Year  of  graduation  was  related  to 
responses,  %:(5,  n = 165)  = 16.61,  P < 
.01.  Ten  of  the  1 1 physicians  who  re- 
ported using  only  DRE  graduated  af- 
ter 1972.  Conversely,  earlier  graduates 
constituted  75%  of  those  who  use 
only  PSA  and  100%  of  those  who  in- 
corporate TRUS  into  their  screening. 
However,  year  of  graduation  was  not 
related  to  the  largest  response  group, 
clinicians  who  utilize  both  DRE  and 
PSA.  In  addition,  no  significant  dif- 
ference was  observed  by  the  physi- 
cian’s gender,  specialty,  type  of  degree, 
or  practice  setting. 

Age  at  which  physicians  offer  prostate 
cancer  screening 

Nearly  half  of  physicians  (47.5%)  in- 
dicated that  they  begin  to  offer 
prostate  cancer  screening  to  asympto- 
matic men  at  ages  50  through  59 
years.  Almost  as  many  (43.8%)  begin 
at  ages  40  through  49  years,  and  some 
wait  until  ages  60  through  69  years 


(3.7%)  or  70  years  and  older  (0.6%). 
A few  physicians  (4.3%)  reported  that 
they  do  not  screen  for  prostate  cancer. 

Specialty  was  related  significantly 
to  responses,  %2(12,  n = 162)  = 25.81, 
P < .05.  A greater  percentage  of  family 
practitioners  reported  that  they  begin 
screening  at  ages  40  through  49  years, 
compared  with  other  primary  care 
physicians  (Table  3). 

Physicians  who  initiate  screening 
at  an  earlier  age  tend  to  be  more  re- 
cent graduates,  F( 4,  163)  = 2.53,  P < 
.05.  Responses  were  not  related  signif- 
icantly to  the  type  of  screening  offered 
or  to  the  physician’s  gender,  type  of 
degree,  and  practice  setting. 

Routine  examination  of  the  prostate 
during  DRE 

Most  physicians  (86.4%)  stated  that 
they  always  check  the  prostate  during 
routine  DRE.  The  remainder  check  the 
prostate  most  (9.9%)  or  some  (3.1%) 
of  the  time,  and  0.6%  never  check  it. 
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Fig  2.  Physicians’  confidence  in  their  ability  to  detect  palpable  abnormalities  of  the  prostate  gland. 
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No  significant  difference  was 
found  by  the  physician’s  gender,  spe- 
cialty, year  of  graduation,  type  of  de- 
gree, or  practice  setting. 

Confidence  in  ability  to  detect  palpable 
abnormality  ofi prostate 
When  subjects  were  asked  to  indicate 
their  level  of  confidence  on  a scale  of  1 
to  10,  with  1 being  “completely  confi- 
dent” and  10  being  “not  at  all  confi- 
dent,” the  mean  response  was  3.7  (SD 
= 2.1)  (Fig  2).  Most  physicians  (80.6%) 
reported  that  they  are  at  least  “some- 
what confident”  (ie,  a score  of  1 to  3). 

In  general,  female  physicians  indi- 
cated a lower  level  of  confidence  (M  = 
4.8)  than  did  their  male  counterparts 
(M=  3.4),  F(  1,  156)  = 7.69,  P < .01. 
Reported  confidence  level  did  not 
vary  significantly  by  the  physician’s 
specialty,  year  of  graduation,  type  of 
degree,  or  practice  setting. 


Discussion 

Breast  cancer  screening 
For  women  aged  40  to  49  years, 
75.5%  ofTexas  physicians  recommend 
screening  mammography  every  1 to  2 
years,  and  8.4%  suggest  it  annually. 
For  women  50  years  and  older,  81.4% 
of  clinicians  recommend  annual 
screening.  Combining  these  results,  we 
found  that  71 .7%  of  physicians  match 
or  exceed  the  ACS  mammography 
guidelines  for  women  40  years  and 
older  (ie,  they  recommend  the  test 
every  year  or  every  1 to  2 years  in 
women  aged  40  to  49  years,  and  every 
year  in  women  50  years  and  older). 
This  figure  far  surpasses  the  37%  com- 
pliance described  by  the  ACS  in  their 
1989  survey  (28).  In  fact,  the  physi- 
cians in  our  study  reported  greater  use 
of  screening  mammography  than  is 
described  in  almost  every  other  recent 


survey  (34,37,39,41-46)  with  only  a 
single  exception,  which  reported  re- 
sults comparable  to  our  own  (47). 

Physicians’  beliefs  and  practices  are 
crucial  to  screening  efforts;  physician 
recommendation  is  often  cited  as  the 
principal  reason  for  patients’  use  ol 
mammography  (40,48-51).  According 
to  one  survey,  86%  of  women  older 
than  50  years  reported  that  they  would 
definitely  get  a mammogram  if  their 
physicians  referred  them  (49).  The  im- 
pact ol  the  physician’s  recommendation 
is  found  particularly  among  older 
women,  when  physicians  initiate  the 
discussion,  and  when  physicians  appear 
more  enthusiastic  about  mammogra- 
phy (40,49,52,53).  When  clinicians  fail 
to  discuss  mammography,  most  women 
tend  not  to  seek  it  independently.  In 
fact,  among  women  older  than  50  years 
who  have  never  received  a mammo- 
gram, 92%  report  that  the  procedure 
was  never  recommended  by  a medical 
professional  (54). 

To  increase  the  use  of  mammogra- 
phy, we  must  understand  why  clinicians 
often  fail  to  recommend  screening.  The 
ACS  found  that  many  physicians  dis- 
agree with  its  guidelines,  stating  that  the 
age  of  35  years  is  too  early  for  a baseline 
mammogram,  annual  testing  after  the 
age  of  50  years  is  too  frequent,  mam- 
mography is  too  expensive,  the  test  is 
not  needed  in  asymptomatic  women  or 
women  with  no  family  history,  and  the 
yield  is  low  (27,28).  Other  potential 
reasons  for  low  compliance  with  screen- 
ing guidelines  are  time  constraints,  de- 
mands of  more  urgent  problems, 
forgetfulness,  and  concern  about  pa- 
tient embarrassment,  pain,  or  exposure 
to  radiation  (50,55-58). 

Cost  often  determines  whether  or 
not  mammography  is  used  (42,46).  In 
the  1989  ACS  survey,  more  than  hall 
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of  physicians  admitted  that  their  deci- 
sion to  order  a screening  mammo- 
gram was  affected  by  their  patients’ 
ability  to  afford  the  test  (28).  Simi- 
larly, physicians  have  been  shown  to 
order  mammograms  more  often  for 
patients  who  have  insurance  (59). 
While  only  13.4%  of  physicians  in 
our  survey  reported  that  a reduction 
in  insurance  reimbursement  would  al- 
ter their  recommendations,  84.7% 
felt  that  such  a reduction  would  affect 
patients’  compliance. 

Interestingly,  only  11.9%  of  physi- 
cians reported  that  the  recent  change  in 
NCI  recommendations  influenced 
their  own  practices.  Prior  to  this  revi- 
sion, the  NCI  was  1 of  12  medical  or- 
ganizations that  supported  a consensus 
statement  designed  to  avoid  confusion 
about  national  screening  guidelines. 
The  NCI’s  change  of  position  created  a 
split  with  at  least  two  important  impli- 
cations. First,  the  revision  meant  that 
the  two  major  cancer  organizations,  the 
ACS  and  NCI,  no  longer  agreed  on  the 
value  of  mammography  in  different  age 
groups.  Although  few  physicians  in  our 
survey  seemed  to  be  affected  by  this 
dispute,  some  degree  of  public  confu- 
sion is  likely,  particularly  among  those 
who  turn  to  “expert”  organizations  like 
the  ACS  and  NCI  for  guidance  (eg, 
companies  that  are  trying  to  establish 
benefits  for  their  employees).  Second, 
insurance  companies  and  health  main- 
tenance organizations  now  have  an  op- 
portunity to  change  their  coverage  and 
practice  policies,  while  finding  support 
in  the  new  NCI  statement.  Indeed, 
many  believe  that  the  revision  was 
guided  largely  by  economic  considera- 
tions, in  an  era  of  health-care  reform 
and  cost  containment.  If  a major 
change  occurs  in  insurance  coverage, 
physicians  may  find  themselves  making 
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less  frequent  referrals  for  mammogra- 
phy or  asking  patients  to  bear  the  fi- 
nancial burden  of  screening.  The 
change  in  NCI  recommendations 
could  indirectly  produce  a major  de- 
cline in  the  use  of  mammography. 

Prostate  cancer  screening 
Most  clinicians  (72.0%)  in  our  sample 
screen  for  prostate  cancer  with  a com- 
bination of  DRE  and  PSA.  This  strat- 
egy is  recommended  by  the  ACS  as  well 
as  several  recent  reviews  (12-14,30). 
Previous  surveys  of  primary-care  physi- 
cians and  urologists  have  also  shown 
support  for  the  combined  use  of  DRE 
and  PSA  (16,1 8),  and  this  appears  to  be 
the  current  standard  of  care,  despite 
continued  debate  about  the  appropri- 
ateness of  using  these  techniques. 

Some  physicians  (6.7%)  screen 
only  with  DRE,  and  they  tend  to  be 
recent  graduates  (ie,  after  1972).  Most 
physicians  who  use  only  PSA  and 
those  who  incorporate  TRUS  into 
their  screening  graduated  before 
1973.  We  are  cautious  about  general- 
izing from  these  results  because  of  the 
small  number  of  physicians  {n  < 11) 
who  reported  these  screening  prac- 
tices. However,  these  trends  have  been 
described  previously  (16,18). 

More  than  90%  of  physicians  offer 
prostate  cancer  screening  by  age  60 
years.  Approximately  half  begin  screen- 
ing at  ages  40  to  49  years,  and  the  other 
half  begin  at  ages  50  to  59  years 
(43.8%  and  47.5%,  respectively). 
Given  that  the  ACS  recommends  initi- 
ating one  screening  test  (DRE)  at  age 
40  years  and  another  (PSA)  at  age  50 
years,  this  split  is  not  surprising  (30). 
We  did  not  find  a significant  correla- 
tion between  the  type  of  screening  of- 
fered and  the  age  at  which  screening  is 
initiated;  more  than  70%  of  our  re- 
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spondents  reported  using  DRE  and 
PSA,  whether  they  start  screening  at 
ages  40  to  49  years  or  50  to  59  years. 

Physical  examination  of  the  prostate 
can  be  a quick,  inexpensive,  and  effec- 
tive method  of  detecting  many  cancers. 
Many  clinicians  (86.4%)  reported  that 
they  always  check  the  prostate  during 
DRE,  and  96.3%  check  the  gland  all 
or  most  of  the  time.  The  percentage  of 
physicians  who  are  at  least  “somewhat 
confident”  in  their  ability  to  detect  a 
palpable  abnormality  is  almost  as  high 
(80.6%).  Nevertheless,  this  means  that 
one  out  of  five  physicians  has  little  con- 
fidence in  his  or  her  ability  and  may 
benefit  from  additional  training  in  can- 
cer detection. 

Effect  of  physician  characteristics 
Physician  specialty  was  related  signifi- 
cantly to  responses  for  both  breast  and 
prostate  cancer  screening.  Not  surpris- 
ingly, obstetrician-gynecologists  re- 
ported greater  use  of  mammography. 
Family  practitioners  favored  initiating 
prostate  cancer  screening  at  an  earlier 
age. 

Year  of  graduation  was  related  to 
mammography  referral  for  women  50 
years  and  older,  with  recent  graduates 
recommending  more  frequent  testing. 
Recent  graduates  also  initiate  prostate 
cancer  screening  at  an  earlier  age. 
These  results  support  the  general  find- 
ing that  older  physicians  tend  to  be 
less  aggressive  in  their  screening  prac- 
tices (34-36,38). 

In  our  survey,  doctors  of  medicine 
and  doctors  of  osteopathy  reported 
similar  screening  behaviors,  although 
at  least  one  previous  study  has  de- 
scribed differences  between  these  two 
groups  (36).  A larger  sample  size  is 
probably  necessary  to  adequately  ex- 
amine this  characteristic,  since  os- 


teopaths  compose  only  5.4%  of  the 
physician  population  in  Texas. 

Gender  bias  in  screening  has  also 
been  described  previously  (31-34),  but 
in  our  study,  gender  was  associated  only 
with  the  physician’s  reported  level  of 
confidence  in  detecting  palpable  abnor- 
malities of  the  prostate.  This  isolated 
finding  is  probably  related  to  a subjec- 
tive bias  in  assessing  one’s  own  skill  and 
confidence  level,  rather  than  to  a true 
lack  of  ability.  Since  women  account  for 
a small  percentage  (14.6%)  of  the  pop- 
ulation of  Texas  physicians,  a larger 
sample  size  is  recommended  to  fully 
study  the  possibility  of  gender  bias. 

Additional  comments 

The  fact  that  this  survey  was  identified 
clearly  as  a TMA  project  may  account 
for  the  higher  response  rate  among 
TMA  members.  The  variation  in  re- 
sponse rate  among  medical  specialties 
may  have  been  a function  of  greater  in- 
terest in  the  questions  regarding  breast 
cancer  screening,  which  appeared  at 
the  beginning  of  the  survey. 

One  limitation  to  this  study  is  its 
dependence  on  self-reported  practices. 
Reports  of  mammography,  PSA  test- 
ing, and  other  screening  behaviors  are 
often  two  to  three  times  greater  than 
the  number  actually  found  by  chart 
audits  (15,55).  In  addition,  respon- 
dents may  have  been  more  interested 
in  screening  than  were  nonrespon- 
dents, although  no  significant  differ- 
ences were  found  between  these  two 
groups  on  other  measures.  These  lim- 
itations are  inherent  in  survey-based 
investigations,  and  we  must  acknowl- 
edge that  the  use  of  cancer  screening 
by  Texas  physicians  may  be  lower  than 
our  study  indicates. 

Since  previous  reports  have  demon- 


strated consistently  that  cancer  screen- 
ing is  underutilized,  various  tech- 
niques have  been  suggested  to  increase 
screening  practices.  These  include 
medical  school  training,  physician  ed- 
ucation, reminder  systems,  refinement 
of  office  time  management,  and  devel- 
opment of  feedback  and  reward  mech- 
anisms (45,57,60-68).  In  a recent 
survey  of  Massachusetts  physicians, 
91%  responded  favorably  to  the  idea 
ol  a course  on  cancer  detection  and 
prevention,  particularly  one  that 
would  emphasize  office  management 
ol  these  activities  (69). 

Although  Texas  physicians  report 
screening  practices  that  compare  very 
favorably  with  those  of  other  popula- 
tions, there  is  always  room  for  improve- 
ment. Continuing  medical  education 
(CME)  should  promote  the  appropri- 
ate use  of  breast  and  prostate  cancer 
screening,  particularly  among  those 
groups  of  clinicians  who  underutilize 
these  techniques,  as  revealed  in  our  sur- 
vey and  others.  We  must  continue  edu- 
cating physicians  about  screening 
guidelines  and  encourage  them  to  dis- 
cuss cancer  prevention  and  early  detec- 
tion with  their  patients.  CME  should 
also  provide  practical  information  on 
how  physicians  can  make  screening 
part  of  their  daily  practice  through  the 
use  of  reminder  systems  and  other  or- 
ganizational techniques  (70). 
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Does  the  hepatitis  G virus  cause  hepatitis? 


Francisco  Loya 


As  many  as  10%  to  20%  of  presumed 
viral  hepatitis  cases  are  serologically 
non-A-E.  Recently,  two  groups  of  inves- 
tigators independently  isolated  a viral 
agent  that  may  contribute  to  non-A-E 
viral  hepatitis.  This  virus,  named  he- 
patitis G virus  or  GB  virus  C 
(HGV/GBV-C),  is  present  in  about 
2%  of  accepted  US  blood  donations. 
This  paper  reviews  both  the  details  in- 
volving isolation  of  the  virus  and  the 
current  epidemiological  data,  and 
shows  that  the  accumulated  evidence  to 
date  does  not  support  the  claim  that 
HGV/GBV-C  is  responsible  for 
non-A-E  viral  hepatitis. 


VIRAL  HEPATITIS  DESCRIBES 
the  disease  caused  by  those 
viruses  that  primarily  infect 
the  liver.  Approximately  25  viral  he- 
patitis cases  per  100,000  people  occur 
in  the  United  States  each  year  (1). 
Clinical  features  of  acute  viral  hepati- 
tis include  malaise,  anorexia,  other  in- 
fluenza-like symptoms,  jaundice  with 
lightly  colored  stools  and  dark  urine, 
and  hepatic  enlargement.  Diagnosis  of 
acute  viral  hepatitis  is  based  upon  the 
clinical  findings,  elevation  of  serum 
alanine  amino  transferase  and  aspar- 
tate amino  transferase,  an  increase  in 
the  serum  bilirubin  and  serum  alka- 
line phosphatase,  and  the  presence  of 
antibodies  to  known  hepatotropic 
viruses.  Acute  viral  hepatitis  usually 
runs  a benign  course  with  no  signifi- 
cant sequelae,  although  cases  of  fulmi- 
nant hepatitis  and  aplastic  anemia  are 
well  documented.  Chronic  viral  he- 
patitis may  follow  a clinical  course 


similar  to  an  acute  infection  or  may 
manifest  itself  subclinically.  As  the  dis- 
ease progresses,  signs  of  cirrhosis,  in- 
cluding ascites,  variceal  bleeding,  and 
encephalopathy,  dominate  the  clinical 
picture.  Hepatocellular  carcinoma  is 
an  important  outcome  of  a cirrhotic 
liver.  Diagnosis  depends  upon  the 
clinical  findings,  laboratory  findings 
of  persistent  antigenemia,  and  liver 
biopsy  showing  necrosis  and  fibrosis. 

Five  hepatitis  viruses  are  known 
currently.  Hepatitis  A (FiAV)  and  he- 
patitis E (HEV)  are  spread  by  the  fecal- 
oral  route  and  have  been  implicated  in 
most  cases  of  epidemic  hepatitis  (Table 
1).  Both  present  usually  as  short-lived, 
acute  infections  that  resolve  without 
significant  sequelae.  Hepatitis  B,  C, 
and  D (HBV,  HCV,  and  HDV,  respec- 
tively) are  transmitted  parenterally. 
Most  HBV  infections  occur  perinatally 
or  during  sexual  contact.  Each  can 
cause  either  an  acute  or  chronic  hepati- 
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Table  1.  Viral  hepatitis  agents. 


Virus  Transmission  Chronic  Infection 


A 

Fecal-oral 

No 

B 

Parenteral/sex 

Yes 

C 

Parenteral/ unknown 

Yes 

D 

Parenteral 

Yes 

E 

Fecal-oral 

No 

(Other  viruses: 

CMV,  EBV,  measles,  yellow  fever,  dengue) 

Putative  agent: 

‘G’/GBV-C 

Parenteral/unknown 

Yes 

CMV  = cytomegalovirus 
EBV  = Epstein-Barr  virus 
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tis.  Other  viruses,  such  as  the  Epstein- 
Barr  virus,  measles,  cytomegalovirus, 
yellow  fever  virus,  and  dengue  virus, 
may  also  cause  hepatitis  as  part  of  a sys- 
temic infection. 

Many  cases  of  community-acquired 
and  transfusion-associated  “viral”  he- 
patitis cannot  be  attributed  currently  to 
any  identifiable  viral  agent.  Studies  of 
community- acquired,  or  sporadic,  he- 
patitis, which  include  patients  with 
widely  ranging  histories  of  exposure 
(such  as  intravenous  drug  abuse  and 
multiple  sexual  partners  as  well  as  no 
identifiable  risk  factors)  report  approx- 
imately 20%  of  their  hepatitis  cases  as 
non-A-E  (2,3).  In  contrast,  investiga- 
tions into  transfusion-associated  he- 
patitis involve  a select  group  of  patients 
with  a single  identified  risk  factor: 
blood  transfusion.  Patients  are  enrolled 
before  transfusion  and  followed  for  he- 
patitis. In  such  studies,  the  risk  of  post- 
transfusion hepatitis  is  about  3 per 
10,000  units  transfused  with  approxi- 
mately 1 0%  of  hepatitis  cases  serologi- 
cally hepatitis  non-A-E  (4,5).  These 
studies  imply  the  existence  of  at  least 
one  additional  viral  agent  responsible 
for  community-acquired  and  transfu- 
sion-associated hepatitis. 

Isolation  of  a new 
“hepatitis  agent” 
(HGV/GBV-C) 

GBV-A  and  GBV-B 
In  the  early  1960s,  Deinhardt  and  col- 
leagues began  studies  on  the  transmis- 
sion of  human  viral  hepatitis  to 
tamarin  monkeys.  They  injected  sera 
or  plasma  from  patients  with  hepatitis 
into  animals  and  serially  determined 
blood  transaminase  levels.  The  origi- 
nal report  gives  only  a brief  history  of 
one  patient,  a surgeon  from  Chicago: 


G.B.,  a 34-year  old  surgeon,  devel- 
oped acute  hepatitis.  He  had  not 
knowingly  exposed  himself  to 
serum  hepatitis.  He  was  moder- 
ately ill  and  acute  phase  serum  was 
obtained  on  the  third  day  of  jaun- 
dice during  an  illness  characterized 
by  a maximum  total  serum  biliru- 
bin of  1 4.4  mg  per  100  mL  and 
icterus  of  4 week  duration  (6). 

All  animals  injected  with  patient 
G.B.’s  serum  developed  hepatitis.  Fur- 
thermore, sera  passaged  serially  from 
tamarin  to  tamarin  retained  the  ability 
to  cause  liver  inflammation,  suggest- 
ing the  presence  of  an  infectious 
agent.  The  11th  and  13th  tamarin- 
passaged  sera  were  pooled  and  distrib- 
uted to  investigators  worldwide.  The 
nature  of  the  GB  agent  remained  elu- 
sive. As  each  hepatitis  virus  was  dis- 
covered, tamarin-passaged  GB  serum 
was  tested  and  shown  not  to  contain 
the  virus  of  interest. 

In  April  1995,  Abbott  Laboratories 
reported  two  viral  agents  in  the 
tamarin-passaged  GB  serum  (none  of 
the  original  GB  serum  is  available  for 
study)  (7,8)  (Fig  1).  Both  GB  serum 


virus  A (GBV-A)  and  GB  serum  virus 
B (GBV-B)  were  approximately  9 
kilobases  (kb)  in  length,  had  the  ge- 
nomic organization  of  a flavivirus,  and 
were  genetically  distinct  from  each 
other  and  from  HCV,  another  fla- 
vivirus. However,  GBV-A  was  found 
later  in  uninoculated  transaminase- 
normal  tamarins,  suggesting  its  origin 
as  an  indigenous  tamarin  virus  (9).  A 
rise  in  transaminase  levels  was  noted 
only  during  GBV-B  viremia,  leading 
the  investigators  to  conclude  that  the 
etiologic  agent  associated  with  the 
tamarin  hepatitis  was  GBV-B  (10). 

GBV-C 

A study  into  the  seroprevalence  of 
GBV-A  and  GBV-B  found  1.5%  of 
normal  HBV-negative,  HCV-negative 
blood  donors  immunoreactive  (11). 
The  Abbott  group  investigated  the 
possibility  that  these  individuals  were 
exposed  to  a novel  virus  exhibiting 
antigenic  cross-reactivity  with  GBV-A 
and  GBV-B.  Nucleotide  sequences 
common  to  GBV-A  and  GBV-B  were 
used  to  develop  primers,  and  Reverse 
Transcription-Polymerase  Chain  Re- 
action (RT-PCR)  was  performed  on 


Fig  1.  Genomic  organization  of  a flavivirus.  The  flavivirus  genome  consists  of  a 9 kb,  positive 
sense,  single-stranded  RNA.  The  structural  area  encodes  proteins  for  the  nucleocapsid  C and  en- 
velope (E).  The  nonstructural  segments  (NS)  are  often  conserved  and  used  for  RT-PCR  assays. 
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immunoreactive  samples.  A product 
of  the  correct  size  amplified,  which 
upon  sequencing  revealed  itself  as  part 
of  a third  virus,  t he  short  amplifica- 
tion product  was  used  to  obtain  the 
lull  viral  sequence.  The  virus  con- 
tained a 9 kb  ribonucleic  acid  (RNA) 
genome  of  a flavivirus  organization 
but  distinct  from  GBV-A,  GBV-B,  or 
HCV.  This  new  virus  was  named 
GBV-C.  Phylogenetic  analysis  of 
GBV-C  showed  it  to  be  more  closely 
related  to  the  nonpathogenic  GBV-A 
than  to  GBV-B  or  HCV  (Fig  2). 

HGV 

Independent  of  Abbott  Laboratories’ 
studies,  scientists  at  Genelabs  in  collab- 
oration with  the  Centers  for  Disease 


Control  and  Prevention  initiated  inves- 
tigations of  the  serum  from  a patient 
with  chronic  hepatitis.  The  serum, 
PNF-2161,  contained  a novel  RNA 
genome  in  addition  to  HCV  RNA 
(12).  Sequence  analysis  showed  that 
the  new  RNA  virus  was  not  a serotype 
of  HCV.  Tamarins,  which  are  resistant 
to  HCV  infection,  demonstrated  a rise 
in  liver  enzymes  when  inoculated  with 
PNF-2161  (13).  These  experiments  led 
the  authors  to  conclude  that  the  newly 
discovered  virus  and  not  the  HCV  was 
responsible  for  the  patient’s  hepatitis. 
The  new  virus  was  tentatively  called 
hepatitis  G virus  (HGV),  although  its 
role  as  an  agent  of  viral  hepatitis  had 
not  been  established. 

The  HGV  has  been  shown  to  be 


identical  to  GBV-C  (12).  This  virus 
awaits  formal  naming  by  the  Interna- 
tional Committee  on  Taxonomy  of 
Viruses. 

Epidemiology  of  HGV/GBV-C 

At  present,  no  antibody  test  exists  for 
HGV/GBV-C,  and  all  of  the  epidemi- 
ological data  are  based  on  PCR  studies 
for  viral  RNA.  Studies  have  been  per- 
formed on  serum  from  blood  donors, 
blood  transfusion  recipients,  patients 
with  liver  disease,  and  patients  suffer- 
ing from  aplastic  anemia  (Table  2). 

In  most  studies,  the  numbers  are 
small,  but  the  published  data  do  not 
support  the  claim  that  HGV/GBV-C 
causes  hepatitis.  Those  blood  donors  re- 
jected for  elevated  transaminases  were 
viremic  in  the  same  percentage  (1.7% 
vs  1 .6%)  as  were  transaminase-normal, 
nonviremic  accepted  donors,  suggest- 
ing that  the  virus  is  not  responsible  for 
this  transaminase  elevation.  Further- 
more, the  virus  may  not  contribute  to 
post-transfusion  hepatitis;  the  percent- 
age of  post-transfusion  HGV  viremic 
patients  is  about  the  same  as  the  con- 
trols (23.1%  vs  18.1%).  Hepatitis  G 
virus  is  present  also  in  similar  percent- 
age in  chronic  non-A-E  viral  hepatitis, 
hepatocellular  carcinoma,  alcoholic  he- 
patitis, and  autoimmune  hepatitis,  cast- 
ing doubt  on  the  claim  that  HGV  is  an 
agent  of  sporadic  non-A-E  hepatitis. 

Hepatitis-associated  aplastic  anemia 
The  potential  association  of  HGV/ 
GBV-C  with  hepatitis-associated  aplas- 
tic anemia,  a rare  but  often  fatal  sequela 
of  hepatitis,  has  been  investigated. 
About  2%  to  5%  of  aplastic  anemia 
cases  in  the  United  States  and  Europe 
are  preceded  by  hepatitis.  The  percent- 
age rises  to  4%  to  1 0%  in  the  Far  East 


Fig  2.  Phylogenetic  triangle.  This  phylogenetic  triangle  represents  the  degrees  of  similarity  be- 
tween 4 members  of  the  family  Flaviviridae.  The  putative  viral  hepatitis  agent,  HGV/GBV-C,  is 
related  closely  to  the  nonpathogenic  tamarin  virus  GBV-A.  The  GBV-B  is  believed  to  be  the  agent 
in  the  passaged  GB  serum  responsible  for  causing  hepatitis  in  tamarins. 
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Table  2.  Hepatitis  V virus/GB  virus  C viremia.* 


Viral  Hepatitis 

Group 

Patients 

(n) 

% HGV 

Positive 

Control 

Group 

Patients 

(n) 

% HGV 

Positive 

Rejected  US  blood  donors 

Accepted  US 

(ALT>45  IU/ml)t 

11/709 

1.6 

blood  donors! 

13/769 

1.7 

Chronic  non  A-E 

Liver  disease  other  than 

hepatitisf 

15/158 

9.5 

viral  hepatitis! 

12/190 

6.3 

Post-transfusion 

Multiply  transfused 

non-A-E  hepatitis! 

3/13 

23.1 

controls! 

27/149 

18.1 

Hepatitis  aplasia! 

5/17 

29.4 

Aplastic  anemia! 

13/44 

29.5 

*Viremia  in  patients  who  suffer  from  a condition  attributed  to  a non-A-E  viral  hepatitis  agent.  Rejected  blood  donors  include  both  fresh  and  frozen 
serum  samples.  Liver  diseases  other  than  viral  hepatitis  are  hepatocellular  carcinoma,  alcoholic  hepatitis,  autoimmune  hepatitis,  and  primary  biliary 
cirrhoses.  Multiply  transfused  controls  were  patients  treated  for  hemophilia  and  anemia.  Data  include  patients  from  the  United  States,  Europe,  South 
America,  and  Australia, 
t Reference  12. 
t Reference  19. 

ALT  = serum  alanine  aminotransferase. 


(14—16).  Hepatitis-associated  aplastic 
anemia  usually  affects  young  males 
who  are  recovering  from  a benign  case 
of  non-A-E  hepatitis.  About  2 months 
into  recovery,  the  hemoglobin  level 
drops  to  below  100  g/L.  In  a study  of 
174  patients,  90%  died  within  a year 
with  conservative  therapy  (17). 
Though  treatment  with  immunosup- 
pression or  bone  marrow  transplant  or 
both  has  improved  the  prognosis,  the 
disease  remains  invariably  fatal. 

Two  case  reports  suggest  a relation- 
ship between  hepatitis-aplasia  and 
HGV/GBV-C.  Scientists  from  Abbott 
Laboratories,  in  the  original  report  of 
the  virus,  describe  a Canadian  patient 
who  had  hepatitis-associated  aplastic 
anemia.  Viral  RNA,  however,  was  de- 
tected only  at  the  time  of  aplastic  ane- 
mia and  not  during  the  hepatitis  (11). 
In  a second  case,  a 26-year-old  male  pa- 
tient with  hepatitis-associated  aplastic 


anemia  was  described  (18).  At  presenta- 
tion, the  patient  denied  previous  blood 
transfusion  or  intravenous  drug  abuse, 
and  serological  markers  for  known  viral 
infections  were  negative.  However, 
HGV/GBV-C  was  detected  by  RT- 
PCR  both  before  and  after  transfusion 
therapy,  suggesting  a relationship  be- 
tween the  viremia  and  the  aplasia. 

Neal  Young  and  Kevin  Brown  at  the 
National  Heart,  Lung,  and  Blood  Insti- 
tute have  conducted  more  extensive  in- 
vestigations into  HGV’s  association 
with  the  hepatitis-aplasia  syndrome. 
Prom  17  patients  referred  to  the  Clini- 
cal Center  for  hepatitis-aplasia,  5 
(29%)  had  detectable  HGV  viremia 
(19).  Viremia,  however,  was  demon- 
strated in  the  same  percentage  of  idio- 
pathic aplastic  patients  with  no  history 
of  hepatitis.  Thus,  HGV/GBV-C  does 
not  appear  to  contribute  to  hepatitis- 
associated  aplastic  anemia. 
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Fulminant  hepatitis 
Fulminant  hepatitis  is  characterized 
by  encephalopathy  within  4 to  8 
weeks  of  the  onset  of  hepatitis  or 
within  2 weeks  of  the  onset  of  jaun- 
dice. Infection  with  any  of  the  five 
identified  hepatitis  viruses  can  lead  to 
fulminant  disease.  Fulminant  disease 
caused  by  HAV  is  rare.  Pregnant 
women  with  HEV  infection  are  at  in- 
creased risk  for  fulminant  hepatitis. 
Coinfection  with  HDV  and  HBV  in- 
creases the  risk  of  fulminant  hepatitis 
by  3%  to  4%  over  that  expected  by 
HBV  alone  (20).  The  HBV  fulminant 
hepatitis  usually  follows  a rapid  course 
and  tends  to  have  a single,  large 
transaminase  spike  and  low  mortality. 
The  HCV  fulminant  disease,  in  con- 
trast, is  characterized  by  a chronic 
course,  fluctuating  transaminase  lev- 
els, and  high  mortality  (21).  However, 
a considerable  number  of  presumed 

7i 


cases  of  viral  fulminant  hepatitis  are 
hepatitis  A-E  seronegative  (22,23). 

The  role  of  GBV-C/HGV  infection 
in  fulminant  hepatitis  is  uncertain. 
One  Japanese  study  reports  detection 
of  HGV/GBV-C  RNA  in  three  of  six 
livers  from  patients  suffering  from  ful- 
minant hepatitis  (21).  All  patients  fol- 
lowed a clinical  course  similar  to  HCV 
fulminant  disease  (ie,  subacute  pro- 
gression, fluctuating  transaminase  lev- 
els, and  high  mortality).  Note  that  all 
had  prior  parenteral  exposure.  In  con- 
trast, of  10  non-A-E  fulminant  hepati- 
tis patients  free  of  parenteral  exposure 
investigated  at  the  Clinical  Center, 
none  carried  HGV/GBV-C  (19). 

Discussion 

Despite  the  name  “hepatitis  G,”  the 
virus  has  not  been  shown  to  cause  he- 
patitis in  either  the  community-ac- 
quired or  transfusion-acquired  setting. 
Indeed,  the  circumstances  of  its  isola- 
tion are  interesting.  The  Abbott  group 
has  shown  that  GBV-C,  the  purported 
non-A-E  viral  hepatitis  agent,  is  related 
most  closely  to  the  nonpathogenic 
tamarin  virus,  GBV-A.  Interestingly, 
GBV-C  was  not  found  in  the  tamarin- 
passaged  GB  serum.  Also  curious  is  the 
fact  that  patient  G.B.,  who  is  still  liv- 
ing, does  not  currently  have  GBV-A, 
GBV-B,  or  GBV-C  in  his  serum  and  is 
not  seroreactive  against  the  recombi- 
nant proteins  for  these  viruses. 
Genelabs,  who  coined  the  term  “he- 
patitis G virus,”  isolated  HGV  from 
the  serum  of  a patient  who  was  found 
to  be  coinfected  with  HCV,  which  may 
have  been  responsible  for  that  patient’s 
chronic  hepatitis  (Dr  Suresh  Desai,  Ab- 
bott Laboratories,  personal  communi- 
cation, March  1996). 

Furthermore,  the  current  epidemi- 


ological evidence  does  not  implicate 
HGV/GBV-C  in  the  pathogenesis  of 
hepatitis.  The  HGV-GBV-C  viremia 
in  rejected  blood  from  donors  with 
high  serum  alanine  aminotransferase, 
in  patients  suffering  from  non-A-C 
post-transfusion  hepatitis,  and  in  pa- 
tients suffering  non-A-E  community- 
acquired  hepatitis  does  not  differ 
significantly  from  the  controls  in  each 
group.  The  virus  also  does  not  con- 
tribute to  either  hepatitis-associated 
aplastic  anemia  or  fulminant  hepatitis. 

Despite  the  lack  of  evidence  impli- 
cating HGV/GBV-C  in  the  pathogen- 
esis of  hepatitis,  the  presence  of  the 
virus  in  blood  donations  is  clear.  The 
significance  of  viremia  in  healthy  indi- 
viduals must  be  investigated  further. 
Do  they,  as  blood  donors,  pose  a sig- 
nificant threat  to  the  public  health? 
Does  the  presence  of  the  virus  alter 
the  prognosis  of  an  immunocompro- 
mised patient?  If  so,  HGV  may  have 
implications  in  therapies  such  as  or- 
gan transplantation. 

In  conclusion,  HGV/GBV-C  ap- 
pears to  be  a common,  parenterally 
transmitted  virus  with  a large  percent- 
age of  community-acquired  infec- 
tions, as  in  the  case  of  HCV,  having 
no  known  risk  factor.  Most  of  the  in- 
fections appear  to  be  asymptomatic, 
with  current  epidemiological  evidence 
not  corroborating  the  claim  that  the 
hepatitis  G virus  is  involved  in  the 
pathogenesis  of  hepatitis. 


Acknowledgments 


The  author  would  like  to  thank  Kevin  Brown 
and  Neal  Young  from  the  National  Heart, 
Lung,  and  Blood  Institute  for  their  assistance 
in  writing  this  review. 


References 

1 . Centers  for  Disease  Control  Summary  of 
notifiable  diseases,  United  States,  1986. 
MMWR.  1986:35(55):  1-57. 

2.  Alter  MJ,  Margolis  HS,  Krawczymski  K,  et 
al.  The  natural  history  of  community-ac- 
quired hepatitis  C in  the  United  States.  N 
Engl  J Med.  1992;327:1899-1905. 

3.  Buti  M,  Jardi  R,  Rodriguez-Frias  F,  et  al. 
Non-A,  non-B,  non-C,  non-E  acute  he- 
patitis: does  it  really  exist?  In:  Nishioka  K, 
Suzuki  H,  Mishiro  S,  OdaT,  eds.  Viral  He- 
patitis and  Liver  Disease:  Proceedings  of  the 
1993  International  Symposium  on  Viral  He- 
patitis and  Liver  Disease.  Tokyo,  Japan: 
Springer- Verlag;  1994. 

4.  Donahue  JG,  Munoz  A,  Ness  PM,  et  al. 
The  declining  risk  of  post-transfusion  he- 
patitis C virus  infection.  N Engl  J Med. 
1992;327:369-373. 

5.  Aach  RD,  Stevens  CE,  Hollinger  FB,  et  al. 
Hepatitis  C virus  infection  in  post-transfu- 
sion hepatitis:  an  analysis  with  first-  and 
second-generation  assays.  N Engl  J Med. 
1991;325:1325-1329. 

6.  Deinhardt  F,  Holmes  AW,  Capps  RB,  Pop- 
per H.  Studies  on  the  transmission  of  hu- 
man viral  hepatitis  to  marmoset  monkeys, 
I:  transmission  of  disease,  serial  passages, 
and  description  of  liver  lesions.  J Exp  Med. 
1967:125:673-  688. 

7.  Simons  JN,  Pilot-Matia  TJ,  Leary  TP,  et  al. 
Identification  of  two  flavivirus-like  genomes 
in  the  GB  hepatitis  agent.  Proc  Natl  Acad  Sci 
USA.  1995;92:3401-3405. 

8.  Muerhoff  AS,  Leary  TP,  Simons  JN,  et  al. 
Genomic  organization  of  GB  viruses  A and 
B:  two  new  members  of  Flaviviridae  associ- 
ated with  GB  agent  hepatitis. ] Virol.  1995; 
69:5621-5630. 

9.  Schlauder  GG,  Pilot-Matias  TJ,  Gabriel 
GS,  et  al.  Origin  of  GB-hepatitis  viruses. 
Lancet.  1 995;346:447M48. 

10.  Schlauder  GG,  Dawson  GJ,  Simons  JN,  et 
al.  Molecular  and  serologic  analysis  in  the 
transmission  of  the  GB  hepatitis  agents.  J 
Med  Virol.  1995;46:81-90. 

1 1.  Simons  JN,  Leary  TP,  Dawson  GJ,  et  al. 
Isolation  of  novel  virus-like  sequences  asso- 
ciated with  human  hepatitis.  Nat  Med. 
1995;1:564-569. 

12.  Linnen  J,  Wages  J Jr,  Zhang-Keck  ZY,  et  al. 
Molecular  cloning  and  disease  association 


72 


TEXAS  MEDICINE  ★ DECEMBER  1996 


of  hepatitis  G virus:  a transfusion-transmis- 
sible agent.  Science.  1996;271:505-508. 

13.  Alter  HJ,  Bradley  DW.  Non-A,  non-B  he- 
patitis unrelated  to  the  hepatitis  C virus 
(non-ABC).  Semin  Liver  Dis.  1 995;  1 5: 
110-120. 

14.  Bottiger  LE,  Westerholm  B.  Aplastic  ane- 
mia, III:  aplastic  anemia  and  infectious  he- 
patitis. Acta  Med Scand.  1972;192:323-326. 

15.  Mary  JY,  Baumelou  E,  Guiguet  M.  Epi- 
demiology of  aplastic  anemia  in  France:  a 
prospective  multicentric  study.  Blood.  1990; 

75:1646-1653. 

16.  Young  NS,  Issaragrasil  S,  Chieh  CW, 
Takaku  F.  Aplastic  anemia  in  the  Orient. 
Br  J Haematol.  1986;62:1-6. 

17.  Flagler  L,  Pastore  RA,  Bergin  JJ,  Wrensch 
MR.  Aplastic  anemia  following  viral  he- 
patitis: report  of  two  fatal  cases  and  litera- 
ture review.  Medicine  (Baltimore).  1 97 5;54: 
139-164. 

18.  Banks  AT,  Piatrick  M,  Jeffers  LJ,  et  al.  He- 
patitis G virus  related  aplastic  anemia. 
Blood.  1995;86: 1904.  Abstract. 

19.  Brown  KE,  Green  SW,  ^Fong  S,  et  al.  A 
novel  hepatitis  virus  implicated  in  the  eti- 
ology of  hepatitis/aplasia  syndrome  and 
seronegative  fulminant  hepatitis.  Presented 
at  the  37th  Annual  Meeting,  American  So- 
ciety of  Hematology.  December  1-5, 
1995.  Seattle,  Wash. 

20.  Cotran  RS,  Robbins  SL,  Kumar  V,  eds. 
Pathologic  Basis  of  Disease.  Philadelphia,  Pa: 
WB  Saunders  Co;  1994. 

21 . Yoshiba  M,  Okamoto  H,  Mishiro  S.  De- 
tection of  the  GBV-C  hepatitis  virus 
genome  in  serum  from  patients  with  ful- 
minant hepatitis  of  unknown  aetiology. 
Lancet.  1995;346:1131-1132. 

22.  Kuwada  SK,  Patel  VM,  Hollinger  FB,  et  al. 
Non-A,  non-B  fulminant  hepatitis  is  also 
non-E  and  non-C.  Am  J Gastroenterology. 
1994;89:57-61. 

23.  Fiang  TS,  Jeffers  L,  Reddy  RK,  et  al.  Fulmi- 
nant or  subfulminant  non-A,  non-B  viral  he- 
patitis: the  role  of  hepatitis  C and  E viruses. 
Gastroenterology.  1993;104:556-562. 


VOLUME  92  ★ NUMBER  12 


73 


Both  the  number  of  motile  spermatozoa 
inseminated  and  the  site  of  insemina- 
tion have  been  correlated  with  the 
probability  of  pregnancy  in  patients  in- 
seminated with  donor  sperm  cells  from 
fertile  men.  Nevertheless,  more  data  on 
the  minimum  sperm  dose  required  to 
achieve  a pregnancy  are  needed  to  un- 
derstand this  apparent  relationship.  We 
analyzed  retrospectively  2280  cycles  of 
intrauterine  insemination  to  test  the 
hypothesis  that  intrauterine  insemina- 
tion requires  a minimum  number  of 
motile  sperm  cells  to  maximize  the 
pregnancy  rate.  Our  analysis  of  1761 
cycles  of  intrauterine  insemination  us- 
ing from  200,000  to  more  than  200 
million  motile  sperm  cells  showed  no 
significant  relationship  between  sperm 
dose  and  pregnancy  rate. 


Drs  Cressman,  Pace-Owens,  Pliego,  and 
Wincek,  Department  of  Obstetrics  & Gyne- 
cology;  and  Dr  Kuehl,  Departments  of  Ob- 
stetrics & Gynecology,  Pathology,  and 
Medical  Biochemistry  & Genetics,  Scott  and 
White  Clinic  and  Memorial  Hospital,  Texas 
A & M University  Health  Science  Center 
College  of  Medicine,  Temple,  Tex.  Send 
reprint  requests  to  Dr  Cressman,  OB/GYN 
South  PC,  2006  Brookwood  Medical  Center 
Dr,  Suite  402,  Birmingham,  AL  35209. 

74 


Effect  of  sperm  dose  on  pregnancy  rate  from 
intrauterine  insemination:  a retrospective  analysis 


Brian  E.  Cressman,  MD 
Sylvia  Pace-Owens,  RN,  CNP 
Jose  F.  Pliego,  MD 

Introduction 

Therapeutic  insemination  for  infertility 

Therapeutic  insemination 

with  washed  sperm  is  one  op- 
tion in  a group  of  procedures 
called  assisted  reproductive  technology 
that  is  available  for  couples  with  re- 
duced fertility.  The  source  of  spermato- 
zoa for  this  procedure  may  be  either  the 
husband  or  an  anonymous  fertile  donor. 
Sperm  used  for  therapeutic  insemina- 
tion is  typically  separated  from  semen 
by  one  of  several  methods  before  being 
suspended  in  culture  medium  and  in- 
seminated into  the  uterus.  Among  the 
variables  that  influence  the  likelihood  of 
achieving  a pregnancy  from  a cycle  of 
therapeutic  insemination  are  the  infer- 
tility diagnosis,  the  timing  of  insemina- 
tion, the  site  of  sperm  placement  in  the 
reproductive  tract,  and  the  quality  of 
sperm  motility  and  function  (1). 

Intrauterine  insemination  (IUI)  is 
preferred  for  most  therapeutic  insemina- 
tions. This  site  has  been  used  extensively 
in  cases  of  male  factor  infertility.  The 
usefulness  of  IUI  has  been  established 
also  for  couples  with  poor  postcoital 
tests  caused  by  mucous  hostility.  A re- 
cent publication  has  shown  encouraging 
results  when  IUI  was  used  in  couples 
with  oligozoospermia  and  astheno- 
zoospermia  (2).  These  authors  suggest 
that  the  mechanism  for  the  beneficial  ef- 
fect of  IUI  in  these  patients  increases  the 
number  of  sperm  at  the  site  of  fertiliza- 
tion near  the  time  of  ovulation.  Other 
patients  who  benefit  from  IUI  are  cou- 
ples in  which  the  male  partner  is 
azoospermic.  In  this  situation,  frozen- 
thawed  donor  sperm  is  used. 

Importance  of  number  of  motile  sperm 
inseminated 

In  1988,  Byrd  et  al  (3)  demonstrated 
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that  pregnancy  rates  increased  with  IUI 
as  compared  with  intracervical  insemi- 
nation (ICI)  of  cryopreserved  donor 
sperm.  The  authors  found  also  that  the 
number  of  motile  sperm  used  for  in- 
semination affected  significantly  preg- 
nancy rates  for  both  IUI  and  ICI.  Their 
results  showed  that  the  minimum 
number  of  motile  sperm  needed  to  ob- 
tain optimal  pregnancy  rates  during 
IUI  was  between  6 and  15  million. 
However,  as  their  paper  mentions,  the 
literature  contains  no  guidelines  on  the 
optimal  number  of  cryopreserved 
sperm  that  should  be  used  for  IUI. 
More  recently,  Marshburn  et  al  (4) 
found  that  curvilinear  velocity, 
straight-line  velocity,  and  the  total 
number  of  motile  sperm  in  cryopre- 
served specimens  used  for  IUI  were  as- 
sociated positively  with  conception 
rates.  Their  study  supported  also  the 
hypothesis  that  analysis  of  the  motility 
of  cryopreserved  sperm  after  thawing 
and  washing  provided  better  predictors 
of  the  potential  pregnancy  rate  than 
did  the  analysis  of  fresh  semen.  This 
group  went  on  to  show  that  expression 
of  the  variables,  curvilinear  velocity, 
straight-line  velocity,  and  total  motile 
sperm  inseminated,  when  placed  in  a 
quadratic  function,  demonstrated  good 
correlation  between  the  pregnancy  rate 
predicted  by  this  equation  and  the  ac- 
tual rate  observed. 

Our  hypothesis 

Despite  the  observation  that  the  num- 
ber of  motile  sperm  cells  inseminated  is 
related  to  the  potential  for  a successful 
outcome  of  IUI  with  sperm  from  either 
a donor  or  husband,  few  investigators 
have  provided  data  to  evaluate  the  na- 
ture of  this  relationship.  Such  informa- 
tion is  important  for  determining  the 
appropriate  number  of  cells  to  prepare 


for  cryopreservation  of  donor  samples. 
Furthermore,  such  information  would 
make  possible  more  accurate  counsel- 
ing of  couples  with  infertility  regarding 
success  with  IUI.  Therefore,  we  exam- 
ined the  hypothesis  that  a minimum 
number  of  motile  sperm  is  needed  lor 
IUI  and  that  this  number  may  vary  de- 
pending on  the  source  ol  sperm. 

Materials  and  methods 

A retrospective  analysis  of  2280  cycles 
of  intrauterine  insemination  per- 
formed during  a 6-year  period  at  a 
multispecialty  clinic  in  central  Texas 
was  used  to  test  the  hypothesis. 

Nature  of  the  treated  population 
The  patient  data  came  from  informa- 
tion available  retrospectively  about  all 
patients  undergoing  insemination 
procedures  by  the  Reproductive  En- 
docrinology and  Infertility  Section  at 
Scott  & White  Clinic.  These  data 
were  collected  prospectively  at  the 
time  each  procedure  was  performed 
and  were  maintained  in  a Scott  & 
White  database  to  allow  compilation 
of  annual  statistics  and  to  review  pa- 
tient progress.  The  data  were  provided 
to  couples  each  time  a procedure  was 
performed.  Our  search  of  this  data- 
base had  the  following  limitations: 
each  cycle  of  IUI  constituted  a record; 
cycles  with  sperm  provided  by  a donor 
or  from  the  patient’s  husband  were  an- 
alyzed separately;  and  patients  not 
pregnant  after  13  cycles  were  excluded 
from  analysis.  In  addition,  data  for  cy- 
cles were  grouped  for  analysis  within 
sperm  concentration  intervals  of  5 
million  motile  cells  (eg,  0 to  <5,  5 to 
<10,  10  to  <13,  and  so  on),  and  cycles 
where  patients  received  multiple  in- 
seminations were  excluded.  A demo- 


graphic file  contained  information  for 
patients  contributing  data  to  the 
analysis:  ages  of  patient  and  partner, 
length  ol  infertility,  cause(s)  for  infer- 
tility, and  evaluation  lor  tubal  patency. 

Methods  of  sperm  preparation  for 
insemination:  husbands  sperm  cells 
Samples  were  collected  in  a labeled, 
clean,  wide-mouthed  plastic  specimen 
cup  and  delivered  to  the  andrology  lab- 
oratory within  60  minutes  of  the  time 
of  collection.  Samples  were  obtained 
by  masturbation.  Specimens  were  held 
at  37°C  for  30  minutes  to  allow  the 
sample  to  liquefy  before  a semen  analy- 
sis and  subsequent  preparation  proce- 
dures were  performed.  Each  fresh 
semen  sample  obtained  from  a patients 
partner  was  examined  for  three  charac- 
teristics: volume  of  seminal  fluid,  cell 
content  including  number  and  mor- 
phology of  sperm,  and  sperm  cell 
motility.  The  sample  volume,  pH, 
color,  and  ability  to  liquefy  were 
recorded.  A portion  of  the  neat  sample 
was  washed  to  remove  seminal  plasma, 
leaving  a pellet  of  sperm  and  other 
cells.  A smear  of  this  cell  suspension 
was  prepared  and  stained  using  a vital 
stain.  The  morphology  of  at  least  100 
to  200  individual  sperm  cells  was  rated 
by  an  observer  as  either  normal  or  ab- 
normal. The  percentage  of  cells  that 
were  normal  and  abnormal  were 
recorded  (3).  Sperm  cell  motility  was 
examined  using  a computer-assisted  se- 
men analysis  system  (Motion  Analysis, 
Santa  Rosa,  Calif).  The  sperm  concen- 
tration, percent  motile  cells,  distribu- 
tion by  grades  (I,  II,  HI,  and  IV),  and 
total  number  of  sperm  cells  in  the  sam- 
ple were  recorded.  For  spermatozoa  to 
be  considered  motile,  they  must  have  a 
velocity  between  10  pm/second  and 
400  pm/second.  A manual  sperm  cell 
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count  was  performed  to  verify  that  the 
computer  program  was  accurately 
identifying  sperm  cells. 

For  viable  sperm  cell  suspensions 
to  be  obtained  for  insemination,  some 
semen  samples  required  more  compli- 
cated methods  than  the  simple  wash- 
ing procedure  to  separate  sperm  from 
seminal  plasma  and  associated  debris. 
Sperm  cell  separation  procedures  in- 
cluded the  following: 

• The  standard  washing  procedure. 
Each  semen  sample  is  diluted  with 
2 volumes  of  culture  medium  and 
then  centrifuged  at  800g  for  10 
minutes.  The  supernatant  is  re- 
moved and  the  pellet  is  suspended 
in  0.5  mL  of  culture  medium  for 
insemination. 

• The  swim-up  procedure.  Culture 
medium  is  layered  over  a washed 
sperm  cell  suspension,  followed  by 
incubation  at  37°C  for  1 hour  to 
obtain  a suspension  of  highly 
motile  sperm  cells  in  the  upper 
layer,  which  is  aspirated  and  used 
for  insemination. 

• The  density  gradient  procedure.  A 
sample  of  semen  is  placed  in  a tube 
on  top  of  a gradient  of  nycodenz  or 
Percoll  in  culture  medium,  followed 
by  centrifugation  to  separate  sperm 
cells  and  other  seminal  components 
into  bands  of  different  density.  Dur- 
ing centrifugation,  sperm  cells  move 
through  the  gradient  by  force  of 
gravity  until  they  reach  their  individ- 
ual buoyant  densities.  The  nycodenz 
gradient  contains  0.5-mL  layers  con- 
sisting of  100%,  65%,  50%,  and 
35%  nycodenz.  Semen  is  layered  on 
top  of  the  35%  layer.  After  centrifu- 
gation at  lOOOg  for  10  minutes,  the 
65%  layer  with  normal,  motile 
sperm  cells  is  aspirated,  diluted,  and 


centrifuged  to  obtain  a sperm  pellet. 
The  Percoll  gradient  consists  of  3- 
mL  layers  of  90%  and  47%  Percoll. 
After  centrifugation  at  400g  for  40 
minutes,  the  bottom  of  the  90% 
layer  with  normal,  motile  sperm  cells 
is  aspirated,  diluted,  and  centrifuged 
to  obtain  a sperm  pellet.  Sperm  pel- 
lets are  suspended  in  0.5  mL  of  cul- 
ture medium  for  insemination. 

Methods  of sperm  preparation  for  insem- 
ination: donors  sperm  cells 
Sperm  cells  from  anonymous  fertile 
donors  screened  according  to  the 
guidelines  of  the  American  Fertility 
Society  were  used  for  insemination. 
Only  cryopreserved  sperm  was  used. 
Samples  were  purchased  either  from  a 
local  cryobank  or  from  one  of  four  na- 
tional banks.  All  sperm  samples  were 
cryopreserved  in  TEST-yolk  buffered 
extenders  incorporating  glycerol  as  the 
cryoprotective  agent.  Samples  were 
thawed  according  to  instructions  pro- 
vided by  the  cryobank.  Briefly,  sam- 
ples were  brought  rapidly  to  37°C  and 
diluted  slowly  in  two  volumes  of  cul- 
ture medium.  The  diluted  samples 
were  centrifuged  at  400^  for  10  min- 
utes, and  the  supernatant  was  re- 
moved. I he  resulting  sperm  pellets 
were  diluted  in  fresh  culture  medium 
to  a volume  of  0.4  to  0.5  mL  for  in- 
semination. Before  insemination,  the 
number  of  motile  sperm  cells  in  the 
sample  was  assayed  and  recorded. 

Timing  of  ovulation 
1 he  timing  of  ovulation  was  moni- 
tored by  measuring  urinary  luteiniz- 
ing hormone  (LH)  starting  2 to  3 days 
before  the  expected  date  of  ovulation. 
Most  patients  used  an  over-the- 
counter  urinary  LH  kit  to  sample 
urine  once  or  twice  each  day.  Patients 


Table  1.  Number  of  cycles  in  which  537  women  underwent  intrauterine  insemination  with  sperm 
from  four  sources. 


Source  of  Spermatozoa 

Number  of 
Cycles 

Cycles  Resulting 
in  Pregnancy 

No.  (%) 

95%  Confidence 

Limits 

Single  Insemination  Procedure  per  Cycle 

Fresh  husbands’  sperm 

1224 

96  (8)* 

7-11 

Cryopreserved  husbands’  sperm 

12 

2 (17) 

2-48 

Cryopreserved  donors’  sperm 

537 

84  (16) 

13-20 

Mixture  of  fresh  husbands’  sperm 

and  cryopreserved  donors’  sperm 

18 

1 (6) 

0.1-27 

Total 

1791 

183  (10) 

Multiple  Insemination  Procedures 

per  Cycle 

Fresh  husbands’  sperm 

55 

5 (9) 

3-20 

Cryopreserved  husbands’  sperm 

1 

0 (0) 

0 

Cryopreserved  donors’  sperm 

17 

2 (12) 

1-36 

Mixture  of  fresh  husbands’  sperm 

and  cryopreserved  donors’  sperm 

2 

0 (0) 

0-84 

Total 

75 

7(9) 

‘Pregnancy  rate  in  cycles  where  patients  were  treated  with  donors’  sperm  differs  significantly  from 
that  in  cycles  where  husbands’  fresh  sperm  was  used  (Chi  square  = 23.9;  P < .001). 


with  anovulation,  oligo-ovulation,  or 
luteal-phase  dysfunction  were  treated 
with  clomiphene  citrate  and/or  hu- 
man chorionic  gonadotropin  (hCG) 
or  combinations  of  medications  in- 
cluding human  menopausal  go- 
nadotropins. Inseminations  were 
performed  routinely  24  hours  after 
detection  of  a luteinizing  hormone 
(LH)  surge.  As  an  alternative,  some 
patients  received  10,000  units  ofhCG 
to  induce  ovulation.  In  these  cases,  in- 
semination was  timed  for  36  to  40 
hours  after  the  hCG  injection. 


Method  for  performing  IUI 
Thawed  and  washed  sperm  samples 
were  aspirated  into  either  a 3 V2  Lrench 
Tomcat  catheter  (Sherwood  Medical, 
St  Louis,  Mo)  or  a 5.4  French,  10  cm, 
straight  Shepard  catheter  (Cook 
Ob/Gyn,  Spencer,  Ind)  that  was  con- 
nected to  a 1-cc  syringe.  The  catheter 
was  passed  through  the  cervical  canal 
into  the  uterine  cavity,  and  the  sample 
was  injected  slowly.  Patients  then 
rested  for  1 5 minutes  in  the  supine  po- 
sition. In  most  cases,  only  a single  IUI 
per  cycle  was  performed.  If  menstrua- 
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tion  was  delayed,  a serum  pregnancy 
test  was  drawn.  If  the  patient’s  preg- 
nancy test  was  positive,  a vaginal  probe 
ultrasound  evaluation  was  scheduled 
for  6 weeks  later.  If  a heartbeat  was 
documented,  the  patient  was  consid- 
ered to  be  clinically  pregnant  and  was 
referred  for  prenatal  care.  If  an  ectopic 
implantation  occurred,  the  patient  was 
considered  to  be  pregnant  for  study 
purposes,  although  appropriate  med- 
ical or  surgical  treatment  was  initiated. 

Retrospective  analysis  procedures 
The  Andrology  Section  at  Scott  & 
White  maintains  a database  of  all  in- 
seminations performed  since  May 
1989.  More  than  2400  records  exist 
currently  in  this  database.  We  selected 
those  records  that  complied  with  our 
predetermined  search  limitations  (see 
Nature  of  the  Treated  Population). 
Groups  were  compared  for  the  percent 
of  patient  cycles  resulting  in  pregnancy 
using  contingency  tables  and  establish- 
ing significance  at  P < .05. 

Results 

Sperm  processed  from  four  sources 
were  used  for  insemination  proce- 
dures in  537  women  with  an  average 
of  3.5  cycles  per  woman  during  a 5.8 
year  interval.  For  purposes  of  analysis, 
patients  with  an  extended  history  of 
more  than  13  consecutive  cycles  with- 
out a pregnancy  were  excluded.  In- 
semination cycles  for  the  537  women 
included  ranged  from  1 to  13.  The 
number  of  cycles  with  treatment  and 
the  proportion  resulting  in  a preg- 
nancy are  shown  in  Table  1 . 

No  difference  between  cycles  where 
patients  were  treated  with  single  versus 
multiple  inseminations  was  evident. 
However,  the  pregnancy  rate  in  cycles 


Table  2.  Differences  in  pregnancy  outcomes  of  cycles  for  women  treated  with  single  inseminations 
per  cycle.by  age  groups  and  sperm  source. 


Age,  in  years 

Cycles  With 
Donors’  Sperm 

Cycles 
Resulting  in 
Preenancv 

No.  (%) 

95% 

Confidence 

Limits 

Cycles 
Resulting  in 
Cvcles  With  Pregnancy 
Husbands’  Sperm  No.  (%) 

95% 

Confidence 

Limits 

20  to  < 25 

28 

2 (7) 

0.8-24 

44 

3 (7) 

1-19 

25  to  < 30 

143 

30  (21) 

15-29 

339 

32  (9) 

7-15 

30  to  < 35 

252 

40  (16) 

12-21 

507 

42  (8) 

6-11 

35  to  < 40 

93 

12  (13) 

7-21 

220 

17  (8)* 

5-13 

40  to  < 45 

10 

0(0) 

0-31 

94 

2 (2)* 

0.3-8 

45  to  < 50 

11 

0 (0) 

0.28 

20 

0 (0) 

0-17 

Total 

537 

84  (16) 

1224 

96  (8) 

*Cycles  in  patients  under  40  years  treated  with  husbands’  sperm  had  a significantly  different  preg- 
nancy rate  (8%)  than  those  in  patients  40  years  and  over  (2%)  when  Chi  square  analysis  was  used 
(Chi  square  = 5.6;  P = .01).  The  difference  for  patients  using  donors’  sperm  (16%)  for  under  40 
years  versus  0%  for  40  years  and  older)  was  not  significant  (P  = .09).  However,  cycles  in  patients 
40  and  older  who  used  donors’  sperm  were  too  few  to  yield  statistical  significance. 


where  donor  sperm  was  used  differed 
significantly  (P  < .001)  from  that  in 
cycles  where  fresh  husbands  sperm 
was  used.  For  further  analysis,  only 
data  from  cycles  with  single  insemina- 
tions were  considered,  and  cycles  with 
cryopreserved  donors’  sperm  were  sep- 
arated from  those  treated  with  fresh 
husbands’  sperm.  Other  sperm  sources 
were  not  considered  further. 

The  age  of  patients  at  the  time  of 
insemination  may  have  a bearing  on 
the  potential  to  achieve  a recognized 
pregnancy  (6).  Therefore,  cycles  were 
categorized  by  age.  Table  2 presents 
these  results.  Patients  aged  40  years  or 
older  at  the  time  of  insemination  with 
husbands’  sperm  cells  became  preg- 
nant less  often  than  those  younger 
than  40  years  (P  = .01).  Too  few  cycles 
used  donors’  sperm  in  patients  40 
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years  and  older  to  reveal  a significant 
difference,  but  a similar  trend  was  ev- 
ident. Therefore,  only  cycles  in  pa- 
tients younger  than  40  years  were 
considered  for  further  analysis. 

The  dose  of  motile  sperm  cells  used 
in  each  insemination  was  examined  in 
the  data  set  of  cycles  in  patients  younger 
than  40  years  with  the  exclusions  stated 
above.  Table  3 shows  the  pregnancy  out- 
comes for  5 million  motile  sperm  inter- 
vals. In  cycles  where  cryopreserved 
donors’  sperm  was  used,  the  choice  ol 
amount  of  motile  sperm  inseminated 
was  related  primarily  to  the  practices  of 
the  suppliers.  In  cycles  where  fresh  hus- 
bands’ sperm  was  used,  the  amount  ol 
motile  sperm  was  based  on  the  total 
amount  that  was  available  after  process- 
ing to  remove  other  semen  components 
and,  therefore,  is  related  to  the  amount 
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Table  3.  Pregnancy  outcomes  of  cycles  for  women  treated  with  different  sperm  doses  in  single  inseminations  per  cycle  with 
donors’  or  husbands’  sperm  cells. 


Dose  of 

Motile  Sperm, 
in  millions 

Cycles  With 
Donors’  Sperm 

Cycles 
Resulting  in 
Preenancv 

No.  (%) 

95% 

Confidence 

Limits 

Cycles  With 
Husbands’  Sperm 

Cycles 
Resulting  in 
Preenancv 

No.  (%) 

95% 

Confidence 

Limits 

0 to  < 5 

0 

0 (0) 

0% 

96 

7(7) 

3-15 

5 to  < 10 

5 

0 (0) 

0-52 

106 

7(7) 

3-13 

10  to  < 15 

36 

8 (22) 

10-39 

74 

5 (7) 

2-15 

1 5 to  < 20 

135 

20  (15) 

10-23 

78 

3(4) 

0.8-11 

20  to  < 25 

131 

21  (16) 

10-24 

62 

6(10) 

4-20 

25  to  < 30 

59 

12  (20) 

11-33 

63 

6 (10) 

4-20 

30  to  < 35 

60 

8 (13) 

6-25 

49 

4 (8) 

2-20 

35  to  < 40 

19 

1 (5) 

0.1-26 

44 

4(9) 

3-22 

40  to  < 45 

24 

6 (25) 

8-47 

48 

6 (13) 

5-25 

45  to  < 50 

10 

2 (20) 

3-56 

35 

3 (9) 

2-23 

> 50 

37 

6 (16) 

6-32 

455 

43  (9) 

8-14 

Total 

516 

84  (16) 

1110 

94  (8) 

of  sperm  present  in  the  original  sample. 
Donors’  samples  produced  higher  preg- 
nancy rates  than  did  husbands’  samples. 

Discussion 

An  accepted  treatment  for  women 
with  reduced  fecundity,  intrauterine 
insemination  is  performed  by  many 
Texas  physicians  who  offer  infertility 
services.  However,  the  minimum 
number  of  sperm  needed  to  maximize 
the  pregnancy  rate  using  this  method 
has  not  been  well  researched.  Prospec- 
tive trials  randomizing  treatment  cy- 
cles with  specific  numbers  of  motile 
spermatozoa  are  possible  only  for  pa- 


tients using  donors’  sperm  cells.  Com- 
mercial cryobanks  want  to  maximize 
the  number  of  doses  per  ejaculate,  so  a 
potential  exists  for  suppliers  to  reduce 
the  amount  of  motile  cells  that  can  be 
recovered  from  each  sample  vial  or 
straw.  Byrd  et  al  (3)  demonstrated  that 
using  sperm  doses  in  the  range  of  6 to 
1 3 million  motile  cells  of  donor  origin 
lor  intrauterine  insemination  one 
time  during  the  cycle  maximized  preg- 
nancy rates.  We  tested  the  hypothesis 
that  no  minimal  dose  of  sperm  could 
be  identified  in  the  range  above  5 mil- 
lion cells  that  would  be  associated 
with  a reduction  in  pregnancy  rates. 
Our  data  for  insemination  with  donor 


sperm  support  this  hypothesis. 

A total  of  537  IUI  cycles  with 
donors’  sperm  and  1224  cycles  with 
husbands’  sperm  met  selection  criteria 
for  analysis.  The  cycles  with  donors’ 
sperm  resulted  in  higher  pregnancy  rates 
than  those  with  husbands’  sperm.  Preg- 
nancy rates  were  lower  in  patients  over 
the  age  of  40  years.  Our  experience  with 
these  1761  cycles  of  IUI  using  between 
200,000  and  more  than  200  million 
motile  sperm  cells  showed  no  significant 
relationship  between  sperm  dose  and 
pregnancy  rate.  Pregnancy  rates  did  not 
differ  whether  10  to  <15,  15  to  <20,  20 
to  <25,  or  25  to  <30  million  motile  cells 
were  used  for  insemination. 
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Although  our  data  are  grouped  dif- 
ferently from  those  of  Byrd  et  al  (3),  a 
direct  comparison  showed  our  data 
were  similar  for  comparable  intervals. 
Our  data  contained  too  few  observa- 
tions of  inseminations  with  fewer  than 
10  million  motile  donors’  cells  to  per- 
mit us  to  make  any  statements.  How- 
ever, unlike  the  observations  made  by 
Byrd  et  til  (3)  that  multiple  insemina- 
tions per  cycle  increase  the  pregnancy 
rate,  we  found  no  differences  (Table  1 ). 
Mixing  of  donors’  cells  and  husbands’ 
cells  is  sometimes  undertaken  with  the 
unproven  idea  that  the  potential  for 
fertilization  of  the  husband  might  be 
augmented.  Fewer  pregnancies  resulted 
from  this  approach  than  would  be  pre- 
dicted with  use  of  donors’  cells  alone. 
However,  our  sample  size  is  too  small 
to  make  any  recommendations  about 
the  efficacy  of  mixing  sperm  sources. 

The  dose  of  sperm  needed  to 
achieve  pregnancy  using  various  as- 
sisted reproductive  techniques  is  fre- 
quently the  subject  of  speculation.  In 
our  program,  intrauterine  insemina- 
tion with  as  few  as  350,000  motile  cells 
performed  one  time  during  the  cycle 
near  the  time  of  ovulation  was  associ- 
ated with  pregnancy  and  subsequent 
live  birth  of  an  infant  in  a couple  with 
long-standing  infertility.  However, 
such  anecdotes  can  be  misleading  in 
counseling  patients  about  their  poten- 
tial to  achieve  a pregnancy  using  IUI. 

We  used  the  same  methods  of 
analysis  to  evaluate  our  experience 
with  regard  to  husbands’  sperm  cells. 
Despite  substantial  experience  with 
inseminations  using  low  numbers  of 
motile  sperm  cells,  we  could  not 
demonstrate  any  minimal  dose  of 
sperm  needed  for  insemination.  We 
are  aware  of  how  difficult  a random- 
ized prospective  study  of  this  issue 


would  be  to  perform,  so  using  retro- 
spective data  may  be  the  only  way  to 
address  this  issue.  Our  observations 
differ  from  those  of  others  who  have 
found  that  the  dose  of  motile  sperm 
cells  is  a significant  factor  in  the  po- 
tential for  pregnancy  outcomes  with 
cycles  utilizing  IUI  (2). 

Finally,  while  retrospective  data  are 
potentially  flawed  with  unknown 
sources  of  bias,  they  do  present  a pic- 
ture of  the  track  record  and  experience 
of  the  group  providing  infertility  ser- 
vices. Publication  of  results  of  more 
“high  tech’’  assisted  reproduction  pro- 
cedures by  individual  clinics  and  prac- 
tice groups  are  now  commonplace. 
However,  a physician  referring  cou- 
ples for  infertility  services  that  may 
first  involve  primarily  “low  tech”  arti- 
ficial inseminations  should  be  encour- 
aged to  obtain  that  information  from 
potential  referral  groups. 
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Rationale  for  a medical  society  sponsored 
expert  witness  program 

Victor  R.  Scarano,  MD,  JD 


The  medical  profession  has  many  av- 
enues by  which  to  improve  the  present 
tort  system  as  it  regards  medical  negli- 
gence cases.  One  such  avenue  is  a med- 
ical society  sponsored  expert  witness 
program  through  which  medical  soci- 
eties can  assure  that  each  case  is  being 
evaluated  properly  by  an  ethical  and  re- 
sponsible physician.  This  effort  will  as- 
sist attorneys  in  weeding  out  medical 
negligence  cases  that  are  without  merit 
and  shepherding  meritorious  cases  to- 
wards appropriate  settlement.  Such  a 
program  would  be  a positive  step  in 
discouraging  the  legal  professions  use  of 
the  "professional  expert.  ” Finally,  such  a 
program  might  also  provide  finds  for 
other  worthwhile  medical/legal  projects. 
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Department  of  Psychiatry,  Baylor  College  of 
Medicine,  Houston,  Tex.  Send  reprint  re- 
quests to  Dr  Scarano,  7500  Kirby  Dr,  #213, 
Houston,  TX  77030. 
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PHYSICIANS  THROUGH  THEIR 
organized  local,  state,  and  na- 
tional medical  societies  have 
spent  an  enormous  amount  of  time, 
energy,  and  money  in  an  attempt  to 
change  state  tort  laws  as  they  pertain 
to  medical  negligence/malpractice.  In 
contrast,  little  or  no  effort  has  been 
spent  trying  to  make  the  present  tort 
system  work  to  the  profession’s  best 
advantage.  Physicians  need  to  know 
that  the  present  tort  system  for  han- 
dling medical  negligence/malpractice 
cases  provides  considerable  protection 
to  the  profession,  despite  anecdotal 
stories  to  the  contrary. 

Tort  system  favors  physicians 

In  most  jurisdictions,  approximately 
70%  of  medical  negligence  cases  (even 
better  in  Texas)  that  proceed  to  jury  de- 
liberation result  in  a verdict  favorable  to 
the  defense  (1).  The  reasons  for  this  re- 
sult have  been  the  subject  of  debate  for 
some  time.  A look  at  several  possible  ar- 
guments for  the  favorable  verdicts  may 
be  instructive.  First,  only  those  potential 
medical  negligence/malpractice  cases 
where  liability  is  not  clear  proceed  to 
trial.  A corollary  to  this  is  that  the  de- 
fense will  not  proceed  to  trial  on  the 
question  of  liability  if  liability  is  present. 
However,  an  inexperienced  attorney  for 
the  plaintiff,  not  understanding  all  the 
medical  facts,  may  proceed  to  trial  with 
a weak  case  or  with  a professional  expert 
attempting  to  bolster  a weak  case.  Sec- 
ond, the  burden  of  proving  liability  is 
on  the  plaintiff.  This  burden  in  a poten- 
tial medical  negligence/malpractice 
case,  where  the  liability  is  unclear,  is 
substantial.  Third,  jurors  want  to  be 
convinced  that  the  physician  caused  the 
patient’s  injury  through  negligent  care. 
Society,  in  general,  still  holds  the  med- 
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ical  profession  in  high  esteem,  and  the 
jury,  ordinarily,  is  not  ready  to  assume 
the  physician  is  negligent  but  wants  to 
see  and  hear  clear  evidence  of  this  fact. 
In  litigation,  where  liability  is  not  clear, 
the  defense  has  access  to  outstanding  ex- 
perts to  explain  to  the  jury  why  and 
how  the  defendant  physician  provided 
his  or  her  patient  with  proper  medical 
care.  Fourth,  both  the  substantive  and 
procedural  principles  of  tort  law  favor 
the  physician. 

Prospects  for  tort  reform 

Though  the  medical  profession  is 
presently  encouraged  by  legislative 
events  both  on  the  national  and  state 
levels,  we  must  remember  that  com- 
promise is  an  essential  political  tool; 
thus,  the  outcome  of  “tort  reform”  re- 
mains unknown.  Many  of  our  state 
and  national  legislators  are  lawyers. 
They  have  a vested  interest  in  nurtur- 
ing and  maintaining  those  paradigms 
served  by  their  profession,  which  have 
evolved  over  the  past  200  years.  Fur- 
thermore, lawyers  are  persuasive  advo- 
cates for  their  positions  on  public 
policy  and  often  argue  their  cases  be- 
fore colleagues  who  hold  political 
power.  Dr  Richards,  commenting  on  a 
paper  regarding  suggestions  on  how  to 
handle  present  problems  with  medical 
liability,  says  that  given  our  present  le- 
gal system  the  suggestions  might  be 
somewhat  beneficial,  but  most  would 
require  national  or  state  legislation. 
He  adds,  “This  is  not  going  to  happen 
in  our  lifetime  with  our  legislative 
lawyers  and  trial  lawyers  lobby”  (2). 

The  MEDICAL  EXPERT  WITNESS 

Thus,  we  stand  to  gain  by  finding  ways 
to  utilize  the  present  tort  system  for 


the  benefit  of  the  medical  profession. 
Though  numerous  areas  in  the  law  of 
torts  need  to  be  addressed  for  the  good 
of  medicine  and  society,  this  paper  fo- 
cuses on  the  medical  expert  witness 
and  how  our  profession  can  provide  an 
ethical  and  responsible  service  to  the 
legal  system,  in  particular,  and  to  soci- 
ety, in  general,  while  benefiting  medi- 
cine in  the  process.  Dr  Beresford,  a 
physician  and  attorney,  provides  us 
with  a caricature  of  the  problem: 

The  notions  that  courts  are  inca- 
pable of  determining  who  is  an  ex- 
pert and  what  is  flawed  scientific 
testimony  lie  at  the  root  of  calls  for 
tightening  rules  of  evidence  with 
respect  to  expert  testimony.  Debate 
about  such  notions  is  not  new,  es- 
pecially when  juries  are  acting  as 
fact  finders.  Juries  may  be  seen  (as) 
unsophisticated,  overly  sympa- 
thetic to  injured  persons,  and  easily 
fooled  by  glib  witnesses  with  high- 
sounding  credentials.  If  this  is  ac- 
cepted as  an  accurate  general  por- 
trait of  juries,  fears  about  the 
mischief  purveyors  of  “junk  sci- 
ence” can  wreak  appear  well- 
founded.  Moreover,  if  judges  laxly 
permit  unqualified  persons  and 
charlatans  to  pose  as  experts  before 
juries,  the  risk  of  scientifically  un- 
tenable outcomes  is  compounded. 
Finally,  if  peers  of  such  “experts” 
are  unwilling  or  unable  to  convince 
them  to  observe  norms  of  scientific 
accuracy  and  interpretation  when 
they  go  to  court,  prospects  for  jus- 
tice in  cases  in  which  they  appear 
may  seem  grim  (3). 

In  most  states,  the  law  requires  a 
medical  expert  witness  to  testify  in 
cases  of  alleged  medical  negligence/ 


malpractice.  Our  courts  have  deter- 
mined that  medical  knowledge  resides 
outside  the  common  fund  of  knowl- 
edge of  the  average  citizen;  therefore, 
the  trier  of  fact  (either  judge  or  jury) 
requires  the  opinion  of  medical  ex- 
perts. Indeed,  only  expert  witnesses 
are  permitted  to  offer  opinions  in 
court  (4).  The  Court  in  Cross  v Hut- 
tenlocher  held: 

To  prevail  in  a medical  malpractice 
case  the  plaintiff  must  establish 
through  expert  testimony  both  the 
standard  of  care  and  the  fact  that 
the  defendant’s  conduct  did  not 
measure  up  to  that  standard  (3). 

Texas  follows  Rule  702  of  the  Federal 
Rules  of  evidence: 

RULE  702.  TESTIMONY  BY 
EXPERTS 

If  scientific,  technical,  or  other  spe- 
cialized knowledge  will  assist  the 
trier  of  fact  to  understand  the  evi- 
dence or  to  determine  a fact  in  is- 
sue, a witness  qualified  as  an  expert 
by  knowledge,  skill,  experience, 
training,  or  education,  may  testify 
thereto  in  the  form  of  an  opinion 
or  otherwise  (6). 

These  medical  experts  must  be 
properly  licensed  to  practice  medicine 
by  at  least  one  of  the  states  within  the 
United  States.  In  many  states,  the  law 
does  not  require  the  medical  expert  to 
be  engaged  in  the  same  medical  spe- 
cialty as  the  defendant;  however,  in 
general,  the  medical  expert  should  be 
board  certified  in  the  same  specialty  as 
the  defendant  physician  and  should 
have  experience  and  knowledge  in  the 
specific  medical  condition  that  is  be- 
ing litigated. 
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What  must  be  proved 

In  a medical  negligence/malpractice 
case,  the  plaintiffs  must  be  able  to 
prove  certain  elements.  Without  this 
proof,  their  cases  would  not  be  heard 
by  the  trier  of  fact  (judge  or  jury)  for 
their  deliberation  and  judgment,  and 
for  the  awarding  of  damages,  if  appro- 
priate. These  elements  will  be  enu- 
merated here  in  italics. 

1.  The  physician  owed  a duty  to  the 
plaintiff.  Further  proof  required  is  that 
a physician-patient  relationship  had 
been  established,  and  what  duty  was 
owed  the  patient.  Legal  case  law  is  re- 
plete with  examples  of  the  controversy 
as  to  how  and  when  a physician-pa- 
tient relationship  is  established.  Our 
courts  have  historically  had  no  trouble 
finding  that  a physician-patient  rela- 
tionship had  been  established  in  a vast 
variety  of  physician-patient  interac- 
tions. Thus,  a physician  winning  a 
medical  negligence  case  on  this  point 
is  indeed  rare. 

2.  The  physician  breached  his  or  her 
duty  to  the  patient.  The  medical  expert 
addresses  the  issue  of  what  duty  the 
physician  owed  the  patient  and 
whether  it  was  breached  by  establish- 
ing what  the  standard  of  medical  care 
requires  in  regard  to  the  facts  of  the 
case,  and  whether  the  care  provided 
by  the  physician  did  or  did  not  con- 
form to  those  standards. 

3.  The  patient  suffered  an  injury. 

4.  The  injury  suffered  by  the  patient 
resulted  directly  from  the  breach  of  the 
physicians  duty  to  the  patient.  This 
fourth  element  relates  to  the  “causation" 
issue.  In  other  words,  the  physician’s  al- 
leged negligence  did  or  did  not  cause  or 
was  or  was  not  a substantial  contribut- 
ing factor  in  causing  the  patient’s  injury. 
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The  medical  expert,  then,  is  ex- 
pected to  testily  that  in  his  or  her 
opinion  the  following  two  conditions 
apply:  first,  that  the  medical  care  pro- 
vided by  the  defendant  physician  did 
or  did  not  conform  to  conventional  or 
prevailing  medical  standards;  and,  sec- 
ond, that  the  defendant  physician’s 
failure  to  provide  such  medical  care 
was  or  was  not  a substantial  con- 
tributing factor  in  bringing  about  the 
plaintiff’s  injury. 

As  cited  above  (5),  the  medical  ex- 
pert must  testify  regarding  two  issues: 
standard  of  care  and  causation. 

Because  of  the  necessity  and  im- 
portance of  medical  expert  testimony 
in  medical  negligence/malpractice 
cases,  local  and  state  medical  societies 
should  consider  sponsoring  an  orga- 
nized expert  witness  program.  Such  a 
program  would  provide  a valuable 
service  to  the  legal  profession  and  to 
society  by  insuring  ethical  and  re- 
sponsible medical  testimony  in  med- 
ical negligence  cases.  Our  profession 
has  always  accepted  the  principle  of 
responsible  medical  care  and  concern, 
not  only  for  the  individual  patient 
but  for  the  society  within  which  both 
the  patient  and  physician  live  and 
function.  Part  of  our  profession's  soci- 
etal responsibility  is  to  assist  those 
who  are  asked  to  sit  in  judgment  of 
physicians  by  providing  them  with 
credible,  accurate,  and  reliable  evalu- 
ations and  opinions.  In  general, 
judges  and  juries  want  to  do  the 
“right  thing”  and  want  to  make  the 
“right  decision.”  To  help  the  tort  sys- 
tem function  properly  by  providing 
those  charged  with  making  these 
judgments  with  a comprehensive  un- 
derstanding of  the  medical  facts 
through  expert  testimony  is  the  job  of 
our  profession. 
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Who  serve  now  as  medical 

EXPERT  WITNESSES? 

Who  are  the  medical  experts  presently 
providing  this  service?  First  is  the  pro- 
fessional medical  witness  who  earns  a 
living  by  testifying  in  medical  negli- 
gence cases.  These  physicians  are  well 
versed  in  the  art  of  courtroom  testi- 
mony and  are  well  known  to  the  legal 
community,  as  “hired  guns.” 

The  current  malpractice  (liability) 
crisis,  is  often  ascribed  to  “dishon- 
est lawyers”  and  “ignorant  juries.” 
However,  the  most  significant 
shortcoming  may  very  well  be  the 
expert  witness.  The  majority  of  ex- 
pert witnesses  are  honest  and  moti- 
vated by  a duty  to  be  fair  and  just. 
However,  a small  but  significant 
minority  (i.e.,  the  “professional  ex- 
pert witness”)  is  motivated  by  fi- 
nancial incentive  rather  than 
fairness  or  justice.  Such  profes- 
sional witnesses,  especially  physi- 
cians who  testify  in  malpractice 
cases,  may  earn  most  or  all  of  their 
income  from  fees  charged  for  med- 
ical-legal reviews,  depositions,  or 
trial  testimony  (2). 

Second  are  medical  witnesses  who 
are  part  of  a panel  or  pool  of  experts. 
The  panel  is  represented  by  some  in- 
dividual or  business  entity  that  adver- 
tises in  the  various  legal  journals.  The 
physicians  in  the  pool,  for  the  most 
part,  currently  practice  medicine  but 
spend  a considerable  portion  of  their 
time  reviewing  potential  medical  neg- 
ligence cases  and  providing  expert  tes- 
timony. These  physicians  derive  a 
significant  percentage  of  their  income 
from  providing  expert  opinions. 

Third  is  the  independent  medical 
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expert,  who  is  busy  practicing  medi- 
cine but  is  called  upon  from  time  to 
time  to  give  expert  testimony  in  a 
medical  negligence  case. 

Perhaps  the  ideal  medical  expert 
might  be  one  who  practices  in  the 
same  specialty  as  the  defendant  physi- 
cian; is  currently  board  certified  in 
that  specialty;  is  willing  to  lay  aside  his 
or  her  bias  in  regard  to  medical  mal- 
practice cases;  and  is  willing  to  pro- 
vide an  objective  and  impartial 
evaluation  regarding  the  facts  as  they 
are  presented  in  the  medical  records 
and  in  the  depositions  of  the  various 
defendants.  An  early  evaluation  of  a 
case  by  a physician  providing  a sound 
and  unbiased  opinion  is  invaluable  to 
the  plaintiff  and  the  defense  attorneys 
in  determining  the  merits  of  a poten- 
tial medical  negligence  case. 

What  organized  medicine 

CAN  DO 

Organized  medicine  has  played  no  part 
in  the  legally  mandated  requirement 
for  expert  medical  testimony  in  med- 
ical negligence/malpractice  cases.  In 
fact,  the  medical  establishment  appears 
to  have  decided  intentionally  to  ignore 
this  vast  area  in  which  large  numbers  of 
its  members  participate  every  day.  In- 
stead of  taking  a leadership  position, 
our  medical  societies  have  chosen  the 
passive  position  of  noninvolvement 
and  often  a negative  posture  regarding 
any  physician  who  would  testify  on  be- 
half of  the  plaintiff.  This  attitude  has 
left  the  “door  open”  for  those  so-called 
experts  willing  to  provide  pseudoscien- 
tific testimony  for  a fee. 

The  importance  of  medical  expert 
testimony  in  medical  negligence/mal- 
practice cases  sits  solidly  upon  its  legal 
mandate  as  set  forth  by  the  legislative 


bodies  and  courts  of  our  land.  1 he 
medical  profession,  then,  has  an  oblig- 
ation to  ensure,  as  best  it  can,  that 
those  physicians  offering  this  impor- 
tant service  provide  it  in  an  ethical 
and  responsible  manner.  However, 
under  the  present  circumstances, 
physicians  are  used  by  the  legal  system 
to  fulfil  a procedural  requirement  in 
litigating  medical  negligence  cases 
rather  than  as  partners  with  attorneys 
in  the  responsible  and  appropriate 
evaluation  and  resolution  oi  medical 
negligence  cases.  Local  and  state  med- 
ical societies  need  to  get  involved. 

Medical  negligence/malpractice  does 
in  fact  occur  (1),  and  patients  injured 
thereby  deserve  to  be  compensated. 
Whatever  organized  medicine  might 
think  of  the  legal  system’s  procedures  for 
handling  medical  negligence  cases,  to 
ignore  it,  to  denigrate  it,  or  to  complain 
about  it  serves  no  purpose.  By  nonpar- 
ticipation, the  entire  legal  procedure  for 
handling  medical  negligence  cases  suf- 
fers because,  in  the  “battle  of  the  ex- 
perts,’’ both  plaintiffs  and  defendants 
will  continue  to  hire  the  “professional 
expert,”  when  needed,  who  is  willing  to 
provide  the  required  opinion  in  the  face 
of  questionable  facts.  How  can  the  jury 
determine  the  credibility  of  those  ex- 
perts who  are  providing  important  testi- 
mony in  these  ofen  difficult  and 
complicated  medical  cases? 

Local  and  state  medical  societies 
should  sponsor  medical  expert  witness 
programs  to  discharge  medicine’s 
obligation  to  society,  to  provide  a ser- 
vice to  the  legal  profession,  and  to 
benefit  the  medical  profession.  Con- 
sider that  members  of  the  medical  so- 
ciety may  volunteer  to  be  on  a panel 
of  medical  experts  available  for  case 
review  and  expert  testimony.  1 hose 
physicians  who  volunteer  to  provide 


expert  review  and  testimony  in  med- 
ical negligence  cases  must  agree  to  set 
aside  any  bias  they  may  harbor  con- 
cerning “medical  malpractice,”  to  be 
willing  to  be  assigned  to  either  the 
plaintiff’s  or  the  defendant’s  case,  to 
not  use  their  position  as  a soapbox  to 
rid  the  world  of  medical  negligence 
cases,  to  attend  educational  seminars 
designed  to  assist  physicians  in  learn- 
ing what  the  law  expects  from  a med- 
ical expert,  and  to  be  willing  to 
participate  in  a peer  review  program 
to  evaluate  written  and  verbal  expert 
testimony.  The  medical  society  will 
provide  the  administrative  support  for 
such  a program  and  will  submit  a bill 
calculated  upon  a usual  and  custom- 
ary fee  for  the  services  provided.  Per 
agreement  with  the  physician,  the  fee 
can  be  equitably  divided,  with  some 
portion  going  to  the  medical  society 
and  a larger  portion  to  the  physician 
expert.  At  trial,  when  questioned  by 
either  an  attorney  for  the  plaintiff  or 
for  the  defendant  regarding  how  the 
physician  came  to  be  an  expert  in  the 
case  and  what  fee  the  physician  has 
charged,  the  expert  will  be  able  to  tes- 
tify as  follows:  “I  was  assigned  to  this 
case  by  my  local  medical  society;  testi- 
fying is  part  of  the  medical  society’s 
commitment  to  assist  the  legal  system 
in  meeting  its  needs;  and  the  medical 
society  charges  a reasonable  fee  for  the 
service  provided,  of  which  I receive 
two  thirds  (or  whatever  percentage 
had  been  agreed  upon).” 

As  you  can  see,  this  medical  society 
sponsored  expert  will,  more  likely  than 
not,  be  seen  as  providing  a needed  ser- 
vice to  the  community  rather  than  ap- 
pearing to  the  jury  as  a “hired  gun.” 
Attorneys,  over  time,  will  be  less  likely 
to  hire  the  professional  expert  since  the 
jury  will  readily  recognize  the  differ- 
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ences  in  credibility  between  those  ex- 
perts assigned  to  the  case  by  the  med- 
ical society  and  those  experts  who 
make  their  living  testifying  at  trials. 

The  medical  society  might  want  to 
form  an  affiliated  organization  for  this 
purpose.  Upon  consultation  with 
those  of  its  members  who  volunteer  to 
participate,  the  organization  would 
collect  fees,  taking  an  agreed-upon 
percentage  for  administrative  costs  as 
well  as  a modest  amount  for  other 
worthwhile  medical/legal  projects. 

A medical  society  sponsored  expert 
witness  program  can  actively  influence 
the  tort  system  in  regard  to  medical 
negligence/malpractice  cases  by  provid- 
ing ethical  and  responsible  physicians 
to  diligently  evaluate  potential  cases,  so 
that  attorneys  can  make  informed  deci- 
sions as  to  the  merits  of  each  and  every 
case.  Perhaps,  even  a service  for  aiding 
attorneys  in  screening  potential  med- 
ical negligence  cases  could  be  provided 
through  the  local  medical  society  on  an 
informal  basis  rather  than  through 
some  mandated,  legislated  arbitration 
panel.  Under  the  influence  of  medical 
political  pressure,  mandatory  and  vol- 
untary legislated  arbitration  panels 
have  been  tried  in  various  states,  such 
as  Pennsylvania  and  Maryland.  I he 
purpose  of  the  panel  was  to  provide  a 
low-cost  screening  or  gatekeeper  ser- 
vice, whereby  nonmeritorious  cases 
would  be  kept  out  of  the  courts. 

These  arbitration  panels  have  been 
unsuccessful  for  a number  of  reasons. 
First,  the  panels  did  not  eliminate  the 
plaintiffs’  right  to  a trial  on  the  merits 
of  their  potential  medical  negligence 
cases.  Thus,  the  presentation  before  the 
panel  was  a preliminary  hearing  in 
which  both  sides  were  provided  the  op- 
portunity to  see  and  hear  the  other 
side’s  evidence.  Under  these  circum- 
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stances,  neither  side  is  willing  to  put 
forth  its  best  theories  as  to  the  presence 
or  absence  of  medical  negligence,  be- 
cause trial  on  the  merits  was  not  elimi- 
nated and  neither  side  (but  especially 
the  plaintiff)  wanted  its  theory  of  the 
case  known,  thereby  giving  the  oppos- 
ing side  ample  time  to  find  rebuttal  ev- 
idence and  expert  witnesses.  Second, 
attaching  a penalty  upon  the  party  that 
loses  at  trial  following  an  arbitration 
panel’s  decision  that  the  same  party’s 
case  was  not  meritorious  doesn’t  work 
either.  If  access  to  the  arbitration  panel 
is  voluntary,  it  will  simply  be  bypassed 
by  the  plaintiff,  as  has  happened  in 
Pennsylvania.  If  a penalty  is  attached 
against  the  party  proceeding  to  trial, 
then  the  natural  process  of  evolution  of 
the  law  is  thwarted  because  cases  with 
new  or  imaginative  legal  theories  would 
be  prematurely  aborted.  Cases  such  as 
Roe  v Wade  (7)  or  Brown  v The  Board  of 
Education  (8)  would  never  have  been 
brought  to  court  under  the  threat  of 
such  a penalty,  since  these  cases  in- 
volved new  and  novel  legal  theories. 
However,  attorneys  may  well  avail 
themselves  of  informal  screening  ser- 
vices provided  by  the  medical  society  to 
determine  the  merit  of  their  potential 
medical  negligence/malpractice  cases. 

Those  physicians  who  volunteer  to 
participate  in  a medical  expert  witness 
program  must  be  oriented  properly  as 
to  what  is  expected.  Toward  this  end, 
the  medical  society  can  sponsor  edu- 
cational programs  for  physicians  in 
which  attorneys  and  experienced 
physicians  can  discuss  what  the  law 
expects  from  the  medical  expert  wit- 
ness. As  practicing  physicians,  we  can 
expect  that  when  we  review  the  med- 
ical records  and  medical  facts,  some 
medical  malpractice  cases  will  leave 
room  for  the  medical  expert  to  lean 


toward  one  side  or  the  other.  This  oc- 
curs most  often  when  the  patient’s 
problem  can  be  treated  in  more  than 
one  way,  ie,  the  so-called  “two  schools 
of  thought,’’  and  when  the  diagnosis 
or  treatment,  or  both,  become  a mat- 
ter of  professional  judgment.  The  tes- 
timony of  an  expert  for  the  defense 
should  support  the  defendant’s  posi- 
tion, if  the  facts  of  the  case  permit, 
without  becoming  an  outright  advo- 
cate. The  Council  on  Medical  and  Ju- 
dicial Affairs  of  the  American  Medical 
Association  states  in  an  opinion  that  a 
medical  witness  should  not  become 
“an  advocate  or  partisan  in  the  legal 
proceeding,”  should  be  “adequately 
prepared,”  and  should  “testify  hon- 
estly and  truthfully”  (9).  Frank  advo- 
cacy, which  is  to  be  avoided,  should  be 
differentiated  clearly  from  supporting 
the  plaintiff’s  or  defendant’s  (if  the 
facts  permit)  view  of  the  case.  Dr 
Resnick,  a well-known  forensic  psy- 
chiatrist, addresses  the  issue: 

It  is  a fallacy  to  assume  that  a psy- 
chiatric witness  can  be  completely 
impartial.  Regardless  of  whether  he 
is  employed  by  the  court  or  by  an 
attorney,  the  psychiatrist  starts  out 
with  an  impartial  attitude.  Once  he 
has  formed  an  opinion,  however,  it 
is  only  human  for  him  to  identify 
himself  with  that  opinion  and  to 
hope  for  the  success  of  the  side  that 
supports  his  conclusions  (4). 

Of  course,  the  principle  whereby 
the  expert  witness  supports  the  plain- 
tiff’s case,  if  the  facts  permit,  must  not 
be  looked  upon  by  the  medical  society 
and  its  members  as  being  “against  the 
profession.”  Indeed,  if  physicians  are 
forgiving  in  their  opinions  for  the  de- 
fense only,  and  are  strict  in  regard  to 


the  plaintiff’s  side,  then  the  whole 
program  will  quickly  fall  apart.  Plain- 
tiff’s attorneys  would  have  little  rea- 
son to  use  such  a system.  Dr  Richards 
states  that  the  plaintiff’s  bar  often  calls 
upon  the  professional  expert  witness 
because  of  the  medical  community’s 
“conspiracy  of  silence”  (2).  He  com- 
ments further, 

Even  for  meritorious  cases,  there 
are  few,  if  any,  medical  expert  wit- 
nesses for  the  plaintiff  in  the  same 
community  much  less  state,  . . .(2) 

Under  these  circumstances,  a med- 
ical society-sponsored  expert  witness 
program  can  provide  plaintiff’s  attor- 
neys with  impartial  experts  to  evaluate 
properly  their  potential  medical  negli- 
gence/malpractice cases  and,  if  the 
facts  permit,  to  testify  on  the  plain- 
tiff’s behalf. 

Attorneys  for  the  plaintiff  represent 
their  clients  on  a contingency  fee  ba- 
sis. They  advance  costs  and  collect 
nothing  unless  and  until  a settlement 
or  a judgment  in  the  case  is  reached. 
The  ethical  attorneys  are  not  inter- 
ested in  accepting  nonmeritorious 
cases  and  solicit  actively  an  honest, 
unbiased  medical  expert  opinion, 
which  simply  makes  good  business 
sense.  However,  plaintiff’s  attorneys 
will  quickly  see  through  any  medical 
expert  witness  program  that  essen- 
tially becomes  a platform  for  physi- 
cians to  rail  against  the  imagined  evils 
of  “medical  malpractice.” 

How  does  the  medical  society  deal 
with  the  need  for  a plaintiffs  expert 
when  the  defendant  physician  is  prac- 
ticing medicine  in  the  same  commu- 
nity? No  physician  should  be  assigned 
to  testify  for  the  plaintiff  in  a case  in- 
volving a defendant  physician  in  the 
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same  community.  In  these  cases,  the 
local  medical  society  should  contact  a 
medical  society  in  another  area  to  as- 
sign the  needed  expert  through  its 
sponsored  expert  witness  program. 

A medical  society  sponsored  expert 
witness  program  would  provide  the 
medical  profession  with  the  opportu- 
nity and  the  tool  to  improve  the  pre- 
sent tort  system  in  regards  to  medical 
negligence/malpractice  cases. 
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Allergy 


Hand  Surgery 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 
JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 
Evaluation  Diagnosis  and  Treatment  of  Chronic/Acute  Pain 
Differential,  Diagnostic  & Therapeutic  Nerve  Blocks, 

Spinal  Cord  Stimulation  Implantable  Intraspinal  Narcotic  Pumps 

XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  Suite  C-538  (214)  661-4890  Fax  (214)  661-4894 
Dallas,  Texas  75230  Answered  24  hours 


EDWARD  A.TALMAGE,  MD,  FAC  PM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  Implants 

Neurolytic  Procedures  Intra-Thecal  Opiate  Delivery  System 

Radio  Frequency  Lesioning  Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(713)  496-1006 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 

MARK  G.  DOHERTY,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctors  only  toll-free  (888)  614-2400 


DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD V.  DIBELLA,  MD  —Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16,  Dallas,  Texas  75230; 

(214)  661-7010 


Legal  Medicine 

ROBERT  V.WEST,  M.D..J.D. 

Diplomate  American  Board  of  Emergency  Medicine/Attorney  at  Law 

1250  N.E.  Loop  410  #805  910  Lavaca 

San  Antonio,  Texas  78209  Austin,  Texas  78701 

(210)  828-4218  (512)  479-1399 

Fax  (210)  822-5557  (800)  999-9177 

Fax  (512)  476-7731 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Thomas  R.  Donner,  MD 
Lee  Kesterson,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 
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Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD,  FAAOS,  FACS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Fellowship  Trained  Orthopedic  Oncology 
Limb  Salvage  Surgery 

Musculoskeletal  Tumors,  Chronic  Infections,  Complex  Joint  Reconstructions 

5939  Harry  Hines,  Suite  530 
St.  Paul  Professional  Bldg.  II 
Dallas,  Texas  75235 
(214)  879-6299 


MAYME  F.  RICHIE-GILLESPIE,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Orthopaedic  Oncology 


Orthopaedic  Surgery-Oncology 
Metastatic  Bone  Disease 

The  Bone  and  Joint  Clinic,  L.L.P. 
1651  W.  Rosedale,  Suite  100 
Fort  Worth,  Texas  76104 


Limb  Salvage  Surgery 
Osteomyelitis 


(817)  335-4316 
(800)  542-2663 


Orthopedic  Spinal  Surgery 

JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 


3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Orthopedic  Surgery 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-I,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 


Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 


A Professional  Association 

2909  Lemmon  Avc..  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316,  (800)  542-2663 
Joseph  H.  Gaines,  MD  Mayme  Richie-Gillespie,  MD 

Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 
Joseph  C.  Milne,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 

Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6 
Dallas,  Texas  75230;  (972)  556-7010 

METROPLEX  ORTHOPEDICS  and  SPORTS  MEDICINE,  P.A. 

ANNOUNCES 

Stephen  Ozanne,  MD 
Orthopedic  Surgeon 

EA.A.O.S.  Spinal  Disorders  & Related  Surgeries 
9262  Forest  Ln„  Ste.  101  Dallas,  Texas  75243;  (214)  340-5090 
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SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  TX  75235,  (214)  350-7500 


Donald  Mauldin,  MD  Philip  Graehl,  MD 

Richard  Jones,  MD  Joseph  Jacko,  MD 

Kevin  Gill,  MD  Charles  Cook,  MD 

James  Montgomery,  MD  Kenneth  Driggs,  MD 

William  Bums,  MD  Samuel  Bierner,  MD 

Eric  Coligado,  MD 

Center  for  Work  Related  Injuries,  5940  Forest  Park  Road,  Dallas,  TX  75235,  (214)  353-9636 


James  Ough,  MD 
Charles  Neagle,  MD 
Scott  Paschal,  MD 
Larry  Johnson,  MD 
Marvin  Van  Hal,  MD 


Larry  Johnson,  MD 
Charles  Neagle,  MD 
Kenneth  Driggs,  MD 
James  Ough,  MD 
Samuel  Bierner,  MD 


Mark  Greenberg,  MD 
Bruce  Faust,  MD 


Donald  Mauldin,  MD 
Kevin  Gill,  MD 
James  Montgomery,  MD 
Charles  Cook,  MD 
Scott  Paschal,  MD 

2001  N.  MacArthur  Blvd.,  #540,  Irving,  TX  75061,  (214)  254-8000 

Marvin  Van  Hal,  MD 
Craig  Saunders,  MD 
4325  N.  Josey,  Suite  300,  Carrollton,  TX  75010,  (214)  492-1334 

Philip  Graehl,  MD  Glenn  Wheeless,  MD 

Craig  Goodhart,  MD  James  Guess,  MD 

9 Medical  Parkway,  Plaza  4,  #308,  Dallas,  TX  75234,  (214)  241-5446 
Glenn  Wheeless,  MD 

Philip  Graehl,  MD  James  Guess,  MD 

3500  1-30,  Suite  C-101,  Mesquite,  TX  75150,  (214)  682-1307 
Charles  Mitchell,  MD  Larry  Johnson,  MD 

1010  N.  Beltline  Road,  Suite  101,  Mesquite,  TX  75149,  (214)  288-4429 
Cary  Tanamachi,  MD  Terry  Sobey,  MD 

1305  Airport  Freeway,  Suite  121,  Bedford,  TX  76021,  (817)  267-4492 
Craig  Saunders,  MD 

1441  Redbud,  Suite  121,  McKinney,  TX  75069,  (214)  562-5800  (Metro) 
John  Prudich,  MD  Bruce  Douthit,  MD 


William  Burns,  MD 
Eric  Coligado,  MD 
Marvin  Van  Hal,  MD 
Philip  Graehl,  MD 


Lewis  Frazier,  MD 


8680  E.  Main  Street,  Frisco,  TX  75034,  (214)  377-2447 
Bruce  Douthit,  MD 

8210  Walnut  Hill  Lane,  Suite  404,  Dallas,  TX  75231,  (214)  265-7175 
Charles  Cook,  MD 

4100  West  15th  Street,  Suite  202,  Plano,  TX  75093,  (214)  964-1715 

Scott  Burns,  MD  Kevin  Gill,  MD  James  Guess,  MD 

Lewis  Frazier,  MD  Cra.g  Goodhart,  MD  Bruce  Douthit,  MD 

Philip  Graehl,  MD 

1749  Pine  Street,  Abilene,  TX  79602;  (915)  672-4372 
Kevin  Gill,  MD 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months'  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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Texas  Medicine 


OPPORTUNITIES  AVAILABLE 


Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 


Texas:  Medical  Director  and  Full-Time 
Staff  opportunities  exist  for  Board 
Certified/Board  Eligible  Emergency 
Medicine  and/or  Primary  Care  Physicians  at 
this  150-bed  hospital  in  Henderson.  Located 
just  200  miles  east  of  Dallas,  and  80  miles 
west  of  Shreveport,  near  Tyler,  Texas, 
Henderson  is  a charming  and  scenic  area  - 
Texas  at  its  best!  The  annual  ED  volume  of 
this  community  hospital  is  approximately 
11,000.  Independent  Contract  Physicians 
are  offered  competitive  remuneration, 
occurrence  malpractice  insurance  and  flexi- 
ble scheduling.  Medical  Directors  are  also 
offered  an  additional  annual  stipend  for 
administrative  duties  and  a full  benefits 
package.  For  immediate  consideration,  con- 
tact: Anne  Chernin,  MSW,  MBA  at  (800)  325- 
2716  or  fax  your  C.V.  to  (314)  919-8920. 


Call  Toll  Free 

1-8 8 8 -DOCS -91 1 

(Local:  336-8600) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  15,000-60,000  pt.  vis- 
its annually.  Earn  excellent  compensation  as 
an  independent  contractor  without  the  day-to- 
day  hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


Family/General  Practice 

SAN  ANTONIO  — Opportunity  to  join  reputable  group 
in  San  Antonio.  Affiliated  with  top  tertiary  care  facility  in 
the  area.  General  Family  Practice,  sharing  call  with  three 
physicians.  Great  starting  salary,  bonus,  and  comprehensive 
benefits.  For  more  information,  call  Jim  Cavnar  at 
(800)  546-0954,  I.D.  #4634TX,  fax  C.V.:  (314)  726-0026, 

or  e-mail:  careers@cejka.com. 


Family/General  Practice 

DALLAS  AND  HOUSTON  METRO  AREAS 

Family  Practice.  Outpatient  and/or  inpatient  positions  with 
CIGNA  Healthcare.  Excellent  call  schedule.  Contact: 

Dave  Duncan,  (800)  678-7858,  222  S.  Central,  Suite  400, 
St.  Louis,  MO  63105.  Fax:  (314)  726-0026. 

San  Antonio.  Premier  group  is  adding  FP  s.  Competitive 
salary,  bonus,  and  malpractice  insurance.  Equity  position 
available.  Call  is  1 in  4.  Contact  Practice  Dynamics,  11222 
Richmond,  Suite  125,  Houston,  TX  77082; 

(800)  933-0911  or  (281)  531-0911. 


FAMILY  MEDICINE  PHYSICIAN 

Board  Certified 

Needed  in  private  multidisciplinary 
practice  in  Humble,  Texas;  Excellent 
opportunity  for  Texas  licensed  physi- 
cian includes  benefit  package. 
Contact:  Georgia  Watts, 
International  Family  Medical  Center 
(713)  446-9333;  FAX  (713)  446-6143 


PHYSICIAN  WANTED 

Family  practice,  BC/BE.  Full  time  minor 
emergency  clinic  in  Central  TX.  No  call  or  WE 
hours.  $ 1 30-$  1 50K  • % • benefits. 

Call  Bobby  Snyder  at  (817)  634-6999- 


MEDICAL  DIRECTOR/ 
PRIMARY  CARE  PHYSICIAN 


to  serve  as  Health  Authority  for  Smith  County 
Public  Health  District  in  Tyler,  Texas. 

One  hill-time  or  two  half-time  opportunities  in  local 
public  health  with  adult  primary  care  responsibility. 
Require  Texas  license  and  current  competencies. 
Outstanding  community,  professional  staff,  minimal 
administrative  tasks,  full  benefits  with  retirement 
plan,  and  malpractice  fee  reimbursement. 

Contact  D.E.  Sciarrini,  FAAMA,  Director  at  (903)  535-0036. 


Family  Practice 

IF  YOU  WANT  TEXAS...  new,  attrac- 
tive FP  group  openings  in  the 
Dallas/Ft.  Worth  area  and  in  Corpus 
Christi;  major  hospital  affiliations; 
attractive  income  guarantees;  reply 
confidentially  to  Laurie  Myers,  Fox 
Hill  Associates,  250  Regency, 
Brookfield,  Wisconsin  53045 

(800)338-7107  Fax  (414)  785-0895 


FAMILY  PRACTICE 

Exciting  opportunity  for  BC/BE  Family 
Practitioners  to  join  newly-opened  Family 
Health  Centers  in  rapidly-growing  suburban 
communities.  Competitive  salary  with  com- 
prehensive benefit  package  and  bonus 
incentive.  Appointment-based  and  walk-in 
urgent  care.  Fee-for-service  with  participa- 
tion in  managed  care  plans.  Business 
aspects  professionally  managed  by  a Group 
Administrator. 

INTERNAL  MEDICINE 

Excellent  opportunity  for  Board  Certified 
Internists.  A progressive,  six-person 
Methodist  affiliated  IM  group  looks  to 
establish  a second  office  location  in  a near- 
by rapid-growing  suburban  community. 
Competitive  salary,  comprehensive  benefit 
package,  bonus  incentive,  and  rotating  call 
coverage.  Earnings  based  upon  collections 
beginning  in  the  third  year  with  continued 
benefits.  Business  aspects  of  the  practice 
professionally  managed  by  a Group  Practice 
Administrator. 

PEDIATRICS 

Two  established  “solo”  pediatricians  each 
seek  a full-time  or  part-time  pediatrician  to 
join  them  in  their  busy  practices.  Offices  are 
located  on  the  campus  of  Methodist 
Medical  Center,  a state-of-the-art,  463-bed 
teaching  hospital  with  a level  111  NICU. 
Competitive  salary  with  good  call  coverage. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947-4579, 
fax  (214)947-4502. 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucra- 
tive salary  and  benefits.  Call  Lisa  Abell  at 
(800)  254-6425,  or  fax  CV  to  (214)  256-1882. 
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Family/General  Practice 


For  Practice  Opportunities  in  the  Lone  Star  State 

Contact  . . . The  TEXAS  Specialists 


Academic  Positions  (in 
FP,  IM  and  Pediatrics) 
Correctional  Medicine 
Family  Practice 
Geriatrics 
Internal  Medicine 
Obstetrics/Gynecology 


Physician 
Resource 
Network 


Otolaryngology 
Pediatrics 
Psychiatry  - Adult 
Surgery  - Cardiothoracic 
Surgery  - Critical  Care 
Surgery  - Plastic 
Surgery  - Trauma 


(817)  431-9679  • (800)  525-6055  • Fax  (817)  431-2317 
1342  Johnson  Road  • Keller,  Texas  76248-4205 


PHYSICIAN  PLACEMENT  / PHYSICIAN  SEARCH 
PHYSICIAN  STAFFING  NEEDS  ASSESSMENT 


The  University  of  Texas  Medical  Branch  - Conroe  Family  Medicine  Residency 
Program  needs  an  experienced  board-certified  family  medicine  faculty  member. 
Experience  should  include  obstetrics,  teaching  and  a minimum  of  two  years  practice 
experience.  Must  have  a Texas  license.  UTMB  is  an  EO/AA  employer,  M/F/DA/.  UTMB  is 
n s,J1°k®'free/d'^g'free  workplace.  UTMB  hires  only  individuals  authorized  to  work  in  the 
United  States  Please  respond  by  contacting  Joseph  G.  Ewing,  MD,  Program  Director 
University  of  Texas  Medical  Branch,  701  E.  Davis,  Suite  C,  Conroe,  Texas  77301 . ’ 


INSTRUCTOR/ASSISTANT  PROFESSOR  (foil  time), 
Wichita  Falls  Family  Practice  Residency  Program,  an  affili- 
ate ofThe  University  ofTexas  Southwestern  Medical  Cen- 
ter at  Dallas.  Must  be  board  certified  or  have  met  the  edu- 
cational requirements  to  be  certified  by  the  American  Board 
of  Family  Practice.  Obstetrical  training  (or  experience) 
desired.  Duties  may  include  teaching,  direct  patient  care, 
and  research.  Send  C.V.,  cover  letter,  and  3 letters  of  refer- 
ence to  D.  Clifford  Burross,  MD,  Wichita  Falls  Family 
Practice  Residency  Program,  1301  Third  St.,  Wichita  Falls, 
TX  76301.  An  Equal  Opportunity  Employer. 


The  Department  of  Family  & Community  Medicine, 
Texas  Tech  University  Health  Sciences  Center, 
Lubbock, Texas,  is  seeking  family  physician  faculty. 
Positions  involve  predoctoral  and  resident  teaching, 
patient  care,  and  research.  A.B.F.R  required.  OB  skills  pre- 
ferred. Academic/ teaching  or  practice  experience  highly 
desirable.  Very  competitive  salary  and  fringe  benefit  pack- 
age. Send  C.V.  to:  Richard  V.  Homan,  M.D.,  Braddock 
Chair,  Department  of  Family  & Community  Medicine, 
TTUHSC,  Lubbock.  Texas  79430.  An  EEO/AA  employer 
and  in  compliance  with  ADA. 


General  Surgery 


[SCENIC  EAST  TEXAS  1 

Board-certified 
general  surgeon 
needed  to  join 
established 
BC/FACS  37  y/o 
general  surgeon. 

• Moving  expenses 

• Salary  guarantee 

• Excellent  local  primary  care 

• Nice  opportunity 

Send  resume  to  Ad  Box  870, 

Texas  Medicine,  401  W.  15th  St., 

Austin,  TX  78701 
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Infectious  Diseases 


C P I D C 


CENTER  FOR  PULMONARY  INFECTIOUS  DISEASE  CONTROL 

DIRECTOR 

CENTER  FOR  PULMONARY 
INFECTIOUS  DISEASE  CONTROL 
(CPIDC) 

I The  University  of  Texas  Health  Center  at 
[Tyler  (UTHCT)  Texas,  is  seeking  a board 
I certified  infectious  disease  physician  or  j 
] pulmonologist  to  assume  a leadership  role  in 
the  continued  development  and  expansion  of 
the  CPIDC.  Candidates  must  have  | 
experience  in  managing  tuberculosis  and  at 
least  5 years  experience  in  infectious  disease  I 
I control  and  related  laboratory  methodology. 
The  CPIDC  is  funded  by  the  Texas 
Legislature  and  functions  as  a medical 
1 resource  for  public  and  private  health  care 
agencies  and  physicians  throughout  the 
| State.  A staff  of  physicians,  scientists,  nurses 
and  technicians;  1)  provide  expert 
I recommendations  in  the  management  of  I 
| infectious  diseases;  2)  initiate  and  present 
continuing  education  workshops  and 
seminars  directed  at  all  levels  of  the  health 
1 care  industry;  and  3)  conduct  both  basic  and 
applied  research  in  the  broad  area  of  I 
infectious  diseases. 

The  Director  will  be  responsible  for  expanding 
(the  current  mission  of  the  CPIDC  by 
contributing  creative  leadership  in  developing 
new  and  innovative  programs;  share  limited  | 
I clinical  responsibilities,  and  take  an  active  role 
in  both  education  and  research  activities. 
Experience  in  obtaining  outside  funding  is 
| required. 

Applications  or  nominations  should  be 
submitted  to: 

Dr.  Donald  R.  Nash, 

Associate  Director  (CPIDC) 
Chairman,  Search  Committee 
The  University  of  Texas  Health  Center 
P.O.  Box  2003,  Tyler,  Texas  75710 

Women  and  minorities  are  encouraged  to  apply. 
EEO/AA  Employer  M/FA//D. 


Internal  Medicine 

NORTH  DALLAS  — Richardson, Texas.  Very  busy, 
well-established  internist  needs  a BC/BE  associate.  Very 
lucrative  practice.  Fax  C.V.  to  (972)  994-0447. 

INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide  hospi- 
tal inpatient  care  (Baylor  University  Medical 
Center,  Dallas)  or  office  outpatient  services, 
depending  on  physician  preference  for  hos- 
pital or  office  practice.  This  position 
requires  no  on-call  responsibility.  Other 
attractive  opportunities  in  suburban  areas 
of  Dallas/Fort  Worth  and  Houston  area. 
Very  attractive  compensation  package 
includes  salary,  plus  benefits  to  include  pro- 
fessional liability  insurance,  major  medical 
and  term  life  insurance,  paid  vacation,  one- 
week  paid  CME  time,  a $2000  CME 
allowance,  401  (k),  ond  financiol  incentives 
to  promote  individual  achievement  anc 
group  goals.  This  is  a physic  i a n- 
manoged  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712-2018 
or  800/527-2 1 45 . or  fax  214/71  2-2444 


Locum  Tenens 


DALLAS,  TEXAS 

Established,  single-specialty  group 
practice.  Prosperous  suburban  commu- 
nity. Exceptional  income  potential.  Full 
partnership.  Contact  Patrick  Schmidt,  1- 
800-338-7107  or  Fax;  (414)  785-0895. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

February  1 997  December  3 1 , 1996 
March  1 997  January  31,1997 


Staff  R- 

the  staffing  solution  A. 
a DSl  company  J 

(formerly  Physicians  Unlimited) 

Physicians  Unlimited  is  proud  to  announce  that 
we  have  become  part  of  the  DSl  family  of 
companies  and  will  now  be  known  as  DSl  Staff 
Rx  Though  our  name  has  changed  we  maintain 
our  commitment  to  being  the  service  leader  in 
the  Locum  Tenens  Staffing. 

DSl,  a publicly  traded  company,  adds  its  consid- 
erable resources  to  the  Locum  Tenens  Staffing 
industry.  In  addition  to  temporary  physician  staff- 
ing we  now  offer  the  following  services: 

• Temporary  staffing  and  permanent 
placement  In  the  following  areas: 

• Radiological  and  Medical 
Technologists 

- Nursing 

• Physicians  Assistants 

• Professional  Employer  Organization 
Staffing: 

- Human  Resource  Management 

- Payroll  Processing 

- Personnel  Administration 

- Benefits  Administration 

Call  DSl  Stall  Rx  today  and  see  what  our  staff- 
ing experts  can  do  for  you! 

DSl  Staff  Rx 

2 Northpoint  Drive,  Suite  110 
Houston,  TX  77060 
(713)  405-4300  FAX:  (713)  405-4391 
(800)  600-0374 

Equal  Opportunity  Employer 
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Locum  Tenens 


Inf 


Physicians, 


"In  Texas  since  1982" 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

0*  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYN 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  today! 

1-800-531-1122 


©Annual  Session 

INTERLINK  FOR  PATIENT  CARE 


May  15-18,  1997 
Houston 


Tes 

L 


TexasMedical 

Association 


Staff  Care,  Inc. 


LOCUM  TENENS 


TEXAS  BASED 


TEXAS  REST! 


• Nationwide  opportunities 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 

(800)  685-2272 

http://zvzviv.locumsnet.com 
Neurology 


Houston.  Join  very  busy  existing  practice  located  in  subur- 
ban area.  Competitive  salary  and  benefits.  For  details,  con- 
tact Practice  Dynamics,  1 1222  Richmond,  Suite  125, 
Houston,  TX  77082;  (800)  933-0911  or  (281)  531-0911. 

Obstetrics/Gynecology 

AUSTIN, TEXAS  — BC/BE  OB/GYNs  needed  for 
growing,  established  practice.  Call  1:4  (or  better),  1 hospi- 
tal, subspecialty  back-up,  patient-focused,  congenial  col- 
leagues. Salary,  bonus,  benefits.  Call  or  send  C.V.  with 
cover  to:  Jane  Vogt,  (800)  449-71 16, 1.D.  44608TX,  222 
S.  Central,  Ste.  700,  St.  Louis,  MO  63105.  Fax: 

(941)  768-9293. 

Texas.  A variety  of  opportunities  are  available  throughout 
the  Lone  Star  State.  From  Hill  Country  to  major  metros, 
solo  to  partnership.  For  details,  contact  Practice  Dynamics, 

1 1222  Richmond,  Suite  125,  Houston,  TX  77082; 

(800)  933-091 1 or  (281)  531-0911. 


Occupational  Medicine 

OCCUPATIONAL  MEDICINE  MDs  NEEDED  for 

Houston  area,  national  company.  Excellent  career  opportu- 
nities. Full  time  and  part  time.  Call  Ned  at 
(713)  797-6106. 

DALLAS/FORT  WORTH.TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 
Dallas,  TX  75235. 


Psychiatry 

San  Antonio.  Prestigious  group  needs  adult  psychiatrist. 
In-patient  and  out-patient  responsibilities.  Competitive 
salary  and  benefits.  For  details,  contact  Practice  Dynamics, 
1 1222  Richmond,  Suite  125,  Houston,  TX  77082; 

(800)  933-0911  or  (281)  531-0911. 

Other  Opportunities 

DALLAS  MEDICAL  ASSOCIATES,  P.A.  is  seeking  a 
Neurologist,  Orthopedist  and/or  Anesthesiologist.  Com- 
petitive compensation  with  opportunity  for  rapid  advance- 
ment. Paid  malpractice,  vacation  and  personal  time. 

Call  W.  Max  Frankum,  M.D.,  Medical  Director,  at 


(972)  484-8008. 

* "po*  ifowi  next  ccvie&i  Move  — 

Q C %■  1 

Healthcare  Recruitment  Specialists 

Immediate  positions  available  for: 

• Primary  care  physicians;  FP’s,  IM’s  & PED’s  | i 

• Urologists 

• Hematologists/oncologists  i 

Positions  offer  a variety  of  practice  options,  excellent 
compensation  packages,  and  attractive  locations. 

Contact:  GLENDA  CANTU  JOHNSTON 

PO  Box  682184  • Houston,  Texas  77268  1 i 

Phone  281-440-0636  • Fax  281-587-1147 

Toll  Free  888-638-3106  1 

Refill  Time  In  | 1 

Months  M.D. 

PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560  / Houston  281-493-2797 
Or  send  CV  to:  Reuben 

PO  Box  423 1 4 D 

Houston,  TX  77242-23 14  B r o n s t e l n 
FAX  281-493-2234  & Associates 

92 


TEXAS  MEDICINE  ★ DECEMBER  1996 


Classified  Directory 


Other  Opportunities 


MEDICAL  DIRECTOR 
PRIMARY  CARE 

The  City  of  Austin,  Health  and  Human  Services 
Department,  Primary  Care  Division  has  a full-time 
position  available.  Will  be  responsible  for  directing 
and  delivering  healthcare  to  the  under-served 
population  of  Austin  and  Travis  County.  Requires 
at  least  two  years  of  administrative/leadership 
experience.  Must  have  completed  a three  year 
residency  program  in  either  FP  or  IM  and  be 
either  Board  Certified  or  Eligible.  Excellent  salary 
and  benefits. 

Contact:  Philip  Brown 

Health  and  Human  Services  Department 
2100  E.  St.  Elmo 
Austin,  TX  78744 
512-707-3288 
1-800-299-0265 
512-707-5403  FAX 
EOE/M/F/D 


Bariatrics  Physician  needed  for  new  clinic  in 
Austin  area.  Low  stress,  office  based  practice.  No 
nights,  no  emergencies,  no  hospital  work,  paid 
malpractice  insurance,  PT/FT,  lucrative  salary  and 
benefits.  Send  CV  w / cover  to: 

C.  Peets,  2607 B Hanes,  Midland,  TX  79705 
Fax  to:  (915)  682-6219  or  call:  (915)  570-7023 


Positions  Wanted 

BOARD-CERTIFIED  MD  DIAGNOSTIC  RADIOLO- 
GIST, 26  years  of  practice  experience,  available  for 
LOCUM  TENENS  after  January  1,  1997.  MRI,  CT, 
Angio-interventional,  nuclear,  ultrasound,  general. 
Lawrence  D.  Brotman,  M.D.,  (210)  421-3147  or  toll-free 
(888)  363-3266. 

Board-eligible  Urologist  seeking  position  in  Houston  or 
Dallas  and  surrounding  areas  to  start  July  1 , 1 997.  Call 
(305)  466-9470  (home)  or  (305)  243-6591  (work)  or 
e-mail:  htpham@mem.po.com. 


AVAILABLE 

John  Edgar  Lewis,  M.D.,  Pathologist, 
board  certified,  AP,  CP,  Cytopathology; 
Licensed  Texas,  Oklahoma,  Arkansas. 
Call  (915)  697-8447. 


FOR  SALE  OR  LEASE 


Equipment 

FOR  SALE:  B&K  Ultrasound  Leopard  2001  7.5  MHz 

Automated  biopsy  guide.  Mitsubishi  printer.  As  new. 

Barely  1 year  old.  Ideal  for  breast,  thyroid.  $26,000 
($9,000  below  cost).  Call  (713)  932-1947. 

Automobiles 

Suburbans,  luxury  cars,  sports  cars  — all  makes  and 
mocle|s  — personal  or  commercial  — delivered  to  your 
door.  Perfect  credit  rewarded,  but  not  required.  Jones  Leas- 
ing, Inc.,  (800)  657-8910. 

Practices  For  Sale 

MEDICAL  PRACTICE  FOR  SALE:  Houston  area.  Nets 
$450,000,  includes  $305,000  assets.  All  for  $700,000.  Up 
to  100%  financing  available  O.A.C.  Call  Dr.  Mick, 

(972)  868-9085. 


PRACTICE  FOR  SALE? 

If  you  have  ever  thought  of  selling, 
please  call  me  today! 

Dr.  Mick  Guenther 
(972)  868-9085 


Turn  Key  opportunity  in  Houston, Texas  in  a modern 
office  building.  Fully  equipped  elegant  new  office  with 
three  examination  rooms  and  a minor  surgery  room.  Call 
(800)  506-4074  and  contact  Box  271139,  Houston,  Texas 
77277. 

MEDICAL  DOCTORS:  Why  not  own  your  own  chiro- 
practic clinic!  Completely  legal,  very  profitable,  up  to 
100%  financing  available  O.A.C.  Call  Dr.  Mick, 

(972)  868-9085. 

Office  Space 


MEDICAL  SUITE  AVAILABLE 


Copperfield  area  of  Northwest 
Houston  - 1652  NRSF.  Former 
OB/GYN  space  as  low  as  $8.40  psf 
first  year.  Call  Vickie  at  (713)  558-001  1 . 


TRAVEL 

KEYSTONE,  COLORADO  - ski  and  vacation  2 & 3 
bedroom  condominiums.  3 minute  walk  to  lifts.  Sleeps 
4 to  7,  amenities.  From  $850/week.  Dr.  R.  Bloch, 

(714)  692-8025,  (909)  353-4684. 


BUSINESS  AND  FINANCIAL  SERVICES 

TWO  WEEKTURNAROUNDTIME  ON  CLAIM 
PAYMENTS  and  a 50%  SAVINGS  on  what  it  now  costs 
you  to  file  insurance  claims.  For  more  information,  call: 
AccuMed  Billing  Center,  (512)  329-8353. 


MD  MONEY  ADVISORS,  INC. 

& 

KANTI  S.  PATEL,  M.D;  M.B  A 

Registered  Principal 

Securities  Offered  Through 

NORTHEAST  SECURITIES.  INC. 

For  Financial  Direction... 

NASD  • SIPC 


Investment  Services 


Stocks  • Bonds  • Mutual  Funds  • Pension  • 


Plans  • IRA’s  • Trusts  • Keogh’s  • 


Professional  Money  Management 


805  West  Wadley  (800)  9STOCK  1 

Midland,  Texas  79705  Fax  (915)  686-0439 


MEDCON  GROUP,  INC.  will  provide  expert 
Diagnostic  Radiology  second  opinions  on  all 
diagnostic  radiology  imaging,  including  MRI,  CT 
for  defense,  plaintiff,  insurance  purposes,  HMO 
quality  issues,  medical  malpractice,  depositions 
and  testimony.  Board  certified  M.D.  Radiologist. 
Free  initial  telephone  consultation,  hourly  or  case 
rates  TOLL  FREE:  1-888-3MEDCON  or  1-888-363-3266 


Ambulatory  Surgical 
Center  Consultants 


Team  of  physician,  architect  and  medical 
consultant  will  help  you  develop  your  own 
Medicare  approved  Ambulatory  Surgical  or 
Specialty  Facility.  Contact  Karen  Minyard  @ 
(817)  338-4637  or  write  420  S.  Henderson, 
Ft.  Worth,  TX  76104. 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display  classi- 
fied advertising  sells  for  $95  per  column  inch,  with  a one 
inch  minimum.  A variety  of  typefaces,  logos,  and  borders 
may  be  used  in  display  classified  ads.  Discounts  are  avail- 
able for  display  classified  ads  5 inches  and  larger. 


TMA  members  receive  a 10%  discount  for  advertising  with 
Texas  Medicine.  Ad  box  numbers  can  be  substituted  for  for- 
mal addresses  upon  request  at  no  extra  cost.  Name  and 
address  of  ad  box  number  listings  cannot  be  given  our 
unless  specific  permission  to  do  so  has  been  given.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex,  nation- 
al origin,  or  age  unless  bona  fide  occupational  qualifica- 
tions. Copy  deadline  is  the  1st  of  the  month  (or  the  closest 
business  day)  preceding  publication.  Send  copy  to  Melissa 
McAdoo,  Advertising  Manager,  Texas  Medicine,  401  West 
1 5th,  Austin,  Texas  78701 . 
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Texas  Medicine 

Educational  Opportunities 


24TH  ANNUAL  CRITICAL  CARE  MEDICINE  COURSE 

March  1-6,  1997 
Marriott  Hotel 
Oklahoma  City,  Oklahoma 

Guest  Lecturers: 


John  E.  Heffner,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

University  of  Arizona  Health  Sciences  Center-Phoenix 

L.  David  Hillis,  M.D.  - Cardiology 

University  of  Texas  Southwestern  Medical  Center 

Susan  K.  Pingleton,  M.D.  - Pulmonary  Disease/Critical  Care  Medicine 

Kansas  University  Medical  Center,  Kansas  City 

Roger  P.  Simon,  M.D.  - Neurology  & Psychiatry 

University  of  Pittsburgh,  Pittsburgh 

Robert  D.  Toto,  M.D.  - Nephrology/Critical  Care  Medicine 

University  of  Texas  Southwestern  Medical  Center  @ Dallas  of  Medicine 

Program  Directors: 

Paul  V.  Carlile,  M.D.  and  Martin  H.  Welch,  M.D. 


Contact:  Ms.  Dora  Lee  Smith 
Course  Coordinator 
3SP  400  - P.O.  Box  26901 
Oklahoma  City,  OK  73190 
Tele:  (405)  271-5904 
Fax:  (405)  271-5892 

# 

HEATTH 

SCIENCES  CENTER 

TEACHING-  HEALING-  DISCOVERING 


Sponsored  by:  Department  of  Medicine 
College  of  Medicine 
The  University  of  Oklahoma 
Health  Sciences  Center 
and 

Veterans  Affairs  Medical  Center 

In  Conjunction  With:  Irwin  H.  Brown  Dept,  of 
Continuing  Education 

Accreditation:  AMA,  AAFP,  AOA,  ACEP 
(49  Hours) 


TAFP  - ALAMO  CHAPTER 
21st  ANNUAL  MID  WINTER  SEMINAR 

February  14,  15,  16,  1997 
Hyatt  Regency  Hotel  on  the  Riverwalk 
San  Antonio,  Texas 

20  Prescribed  CME  hours  approved  by  AAFP. 
Credit  accepted  by  AMA/PRA  Category  1 . 
Country/Western  Shindig,  Luncheon, 
Continental  Breakfast,  Prizes,  Spouse's 
Program.  Inquiries:  Sharon  A.  Boecker 
(210)  822-5266  (M-F,  9 am  - 3 pm) 


PAN  AMERICAN  ALLERGY  SOCIETY 

41st  Annual  Training  Course  & Seminar 
March  19-23,  1997 
Omni  San  Antonio,  San  Antonio,  TX 

Program  Director:  Dor  W.  Brown,  Jr.,  MD 
Basic  course  in  quantitative  skin  testing  tech- 
niques designed  with  the  primary  care  physician 
and  allied  health  care  professionals  in  mind. 
Offering  32  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  P.O.  Box  947, 
Fredericksburg,  TX  78624.  (800)  997-9853 
FAX:  (210)  997-8625 


T^IPMC 

TRAVEL 


IPMC  Travel,  a member  of  Noel  Group, 
is  one  of  only  a few  worldwide  educa- 
tional travel  firms  to  offer  Continuing 
Medical  Education  (CME)  programs 
with  Category  I and  II  credits  for  doc- 
tors. Over  16  international  tours  and 
cruises  feature  distinguished  specialists 
from  leading  hospitals  and  medical  cen- 


Choose  a travel  package  to  meet 
your  schedule  and  your  specialty. 


For  more  information  or  a brochure,  call: 


800-645-2222 


J 


ULTRASOUND  EDUCATION:  Specialties  of 
OB/GYN,  Urology,  Family  Practice,  Emergency  Medicine, 
Endocrinology,  and  Abdominal.  Contract  courses  can  be 
brought  to  your  location,  minimum  enrollment  required. 
Call  (800)  239-1361  for  more  information  and/or  a free 
catalogue.  Advanced  Health  Education  Center,  8502 
Tybor  Street,  Houston,  TX  77074.  Visit  our  website  at 
www.ahec-inc.com! 
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Educational  Opportunities 


— 

UNIVERSITY  OF  CALIFORNIA, 
SAN  DIEGO  SCHOOL  OF  MEDICINE 
and 

AMERICAN  INSTITUTE  OF 
POSTGRADUATE  EDUCATION 

present  ; 

“Radiology  for  Emergency  and 
Primary  Care  Physicians” 

January  25-February  1,  1997  ; 

Kona,  Hawaii 

“Wilderness  and  Travel  Medicine” 

February  8-15,  1997 

Snowbird,  Utah 

“Update:  Controversies  in 
Emergency  and  Primary  Care” 

February  22-March  1,  1997 

Maui,  Hawaii 

“Pediatric  Emergencies” 

March  1-8,  1997 

Maui,  Hawaii 

For  brochures  or  further  information, 
contact:  Edith  Bookstein/TMA  \ 
P.O.  Box 2586,  La  Jolla,  CA  92038 
Phone:  (619)  454-3212,  x123 
Fax:  (619)  454-3556 


Jan.  30-Feb.  I : The  Texas  Society  of  Pathologists'  Annual 
Meeting  will  be  held  at  the  Omni  Hotel  in  Corpus 
Christi.  CME  credit  available.  For  brochure,  contact 
Tricia  Hall,  (800)  880-1300,  ext.  1310. 

The  Interim  Scientific  Meeting  of  the  Texas  Society  of 
Plastic  Surgeons  will  be  held  Jan.  31-Feb.  2,  1997,  on 
Grand  Cayman  Island.  For  details,  call  Rachael  Reed  at 
(800)  880-1300,  ext.  1527. 

I997TMA  Library  classes  Using  the  Internet  in 
Clinical  Practice  will  be  held  Jan.  8,  Feb.  12,  March  12. 
Grateful  Med:  Computer  Access  to  Information  will  be 
held  Jan.  1 1 , Feb.  8,  March  8.  For  more  information,  call 
(800)  880-1300,  ext.  1552. 


MID  WINTER  MEDICINE 
UPDATE  V 

RUIDOSO,  NEW  MEXICO 
Feb.  6-8,  1997 

TOPICS:  Resp.  Inf.,  Chest  Radiology, 
CVA/TIA,  CNSInf.,  MI,  Lipids, 
Diabetes,  and  HIV 
FACULTY:  CTMF  Austin, 
TTHSCEP,  UTHSCSA 

Registration:  $100.00  MD's, 
Residents  & Students  $50 
Other  health  care  professionals  $75.00 
For  information  call  (512)  480-1460 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service 39 

American  Medical  Software 57 

Arizona  Medical  Association 19 

Autoflex  Leasing Inside  Front  Cover 
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Classified  Advertising 39 

Healthy  Patient  2000  35 

Mercer  Global  Advisors  workshop 54 

Physician  Oncology  Education  Program  53 

Web  Site  52 
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Texas  Medical  Liability  Trust 

Inside  Back  Cover 

University  of  Oklahoma  94 

University  of  Texas  Health  Center  at  Tyler  .91 

Wood/Menna  & Company 52 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Question 


What  do  you  do  in  your  practice 
to  promote  prevention? 


66E  ither  I or  one  ot  my  staff  talks  to  every  patient 
Btai every  visit  about  exercise,  smoking  cessation,  and 
preventive  health,  and  we  check  it  on  the  front  of  the  chart.” 


Joe  H.  Cunningham,  MD,  38 

internal  medicine,  Jacksonville 


6611  t every  acute  visit,  I check  immunization  status 
of  children,  and  Pap  smear  and  mammogram 
status  of  women.” 

Janet  C.  Gildea,  MD,  40 

family  practice,  El  Paso 


reach  into  the  pocket  (or  purse  if  it  is  open)  and 
9 throw  the  cigarettes,  if  present,  toward  the  trash. 
This  leads  to  a discussion  of  the  evils  of  smoking.” 

Howard  Burt,  MD,  67 

dermatology,  Georgetown 


6641 11  newborn  infants  admitted  to  the  special  care 
nursery  have  hearing  screening  and  parent  CPR 
on  the  admission  orders,  not  the  discharge  orders.” 


Michael  E.  Speer,  MD,  54 

neonatal-perinatal  medicine,  Houston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physi- 
cians are  chosen  at  random  and  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions  for 
future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701;  fax 
them  to  (512)  370-1632;  or  e-mail  them  to  amy_lykke@texmed.org 


66M  greatest  interests  are  smoking,  alcohol,  auto- 
1 mobile  safety,  vaccination,  and  exercise.  I ask 
every  patient  about  these  issues,  give  simple  guidelines,  and 
oiler  assistance.” 


Allan  R.  Kelly,  MD,  41 

internal  medicine,  Fort  Worth 


practice  in  the  colonias,  where  diabetes  and  obesity 
W are  major  problems.  We  have  developed  a 
women’s  focus  group  in  which  their  ‘final  examination’  is 
menu  planning,  budgeting,  and  a shopping  trip  to  the  local 
grocery  store.  ’ 

Darryl  M.  Williams,  MD,  58 

internal  medicine,  El  Paso 


£ £ ■ recommend  American  Cancer  Society  guidelines 
™ for  mammograms;  warn  patients  of  common  signs 
and  symptoms  of  cancer;  recommend  ACS  guidelines  for  dig- 
ital rectal  and  colonoscope  exams;  and  advise  patients  about 
the  dangers  of  tobacco  use  — smoking  and  smokeless.” 

Ray  Lundy,  MD,  55 

hematology,  El  Paso 


£ £ ■ have  integrated  the  public  health  service  program 
ItJ  ‘Putting  Prevention  into  Practice’  into  my  daily 
medical  practice  and  continue  to  have  the  M.D.  Anderson 
SPOT  program  as  an  ongoing  program.” 

David  R Wright,  MD,  46 

family  practice,  Austin 
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